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GLOSSARY OF TERMS

For the purpose of this portfolio, the following terms were defined:

Family member is a person who belongs to a (particular) family; a (close) relative.

Hospital is an institution providing medical and surgical treatment and nursing care for sick or
injured people.

Nurseisapersonwhohascompleted aprogramofbasic, generalised nursingeducationandis
authorised by the appropriate regulatory authority to practice nursing in his/her country. In
Australia, nurses are also designated as registered nurse, enrolled nurse, and nurse practitioner.
Nurse-family member is a member of the family of the ill patient who is a nurse.

Significant other is an individual who is important in someone’s life.
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LIST OF ACRONYMS

» Comprehensive Systematic Review Training (CRT)

» Critical Care Family Needs Inventory (CCFNI)

» Cumulative Index Of Nursing And Allied Health Literature (CINAHL)

» Enrolled Nurse (EN)

= Family Member (FM)

« Feasibility, Appropriateness, Meaningfulness And Effectiveness (FAME)
* Human Research Ethics Committee (HREC)

* Intensive Care Unit(ICU)

« International English Language Testing System (IELTS)

« Joanna Briggs Institute (JBI)

= JoannaBriggs Institute Qualitative Assessment And Review Instrument (JBI-QARI)
+ National Ethics Application Form (NEAF)

« Participants, Interventions, Comparisons And Outcomes (PICO)

« Population Or Problem, Interest And Context (PICo)

* Registered Nurse (RN)

» Research Governance Officer (RGO)

« Site Specific Assessment(SSA)

« Standard deviation (SD)
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FOREWORD

I am a registered nurse with 19 years working experience in acute and critical care in a public tertiary
hospital in the Kingdom of Saudi Arabia. | have included the following description of my personal
background as a nurse within the acute care hospital setting which details my interestin the topic.

In 2009, | joined a newly established public academic association and became actively involved in health
care education. My involvement in development of nursing courses and promotion of nursing asa
competitive academic field prompted me to enrol in the Master of Intensive Care Nursing program in 2010,
at Sydney Nursing School, Sydney, Australia. The focus of my Master postgraduate program was intensive
care nursing related topics, specifically family members caring for an ill loved one in a hospital setting. This
contributed to development of an extensive experiential and theoretical knowledge base in all aspects of
care, including assessment and management of patients, and family member participation in acute and
critical care departments. In 2012, | completed my degree by conducting a capstone thesis titled ‘Nurses’
perceptions of family member during invasive procedure: an integrative review’. Since then | have had an
interestin the concept of family member experience of having a loved one admitted to hospital.

Interest in this topic originates from reflection on my experiences of establishing and developing my
knowledge in the family member concept area. At times, this journey has been tough and challenging, yet
satisfying, but mostly | have anincreased sense of awareness of family members within hospital settings. |
have reflected many times on how this concept has evolved and how it could develop furtherto ensure
the best patient outcomes. With thisinmind I thoughtitwould be beneficial yet challenging to be able to
combine apassionforthis topicwith further study required to produce a professional doctorate thesis. |
contacted international universities with my proposal project. In 2015, | enrolled into a high degree by
research of Doctor of Nursing with the University of Adelaide. The professional doctorate degree aims to
present a scientific research topic though three study projects which include a systematic review, a
quantitative and a qualitative study, presented in a portfolio of research. | was interested in taking a
practical approachtoinvestigate the research topic which became the driving force for this portfolio.

This research journey began with regular meetings with senior supervisors and research librarians. The
topicof family members being alongside theirloved ones during hospital admission was too broad and
needed to be modified and refined. This lead to narrowing the topic focus to a particular group of
participants whichmadethe topicmore interesting. After consulting withmy supervisors, we decided to
investigate the experiences and needs of the family member who is a nurse. The motivation for this
research portfolio was builton my experience being involved in caring for my owniill relatives, including
my parents. In addition, | consider that the idea of the research topic is unique asiitis related to nursing
staff managing the care of a patient who has nurse-family member within their own workplace. Caring for
apatientwhohasfamilypresentisanormalpractice, butdiscoveringthatafamilymemberisanursecan
be anew and different experience. In this research portfolio, | present a case study from my clinical practice
afew years ago describing my experiences with a nurse-family member and the ways in which hospital
nursing staff dealt with the situation.

11|Page



A 24-year-old man lost control of his motorbike and crashed into a car. Unfortunately, he was not wearing
a helmet. He was brought to the hospital via private car, admitted to the intensive care unit and diagnosed
with a closed head injury with rib fracture. The staff provided support to the patient’s family during the
firstvisittoseetheirloved one, whowas unconscious, undermechanical ventilation and surrounded by
manyinvasive catheters and equipment. While supporting the family members, the staffnotedthatone
ofthe family members (brother)was a nurse atthe out-patients’ department of the same hospital.

Thenextday, lwasassignedtolook afterthe patient’scomplexcare. The patient’'sbrothercame intothe
unit for the second visit just as the doctors and | were assessing and discussing the patient’s condition. As
the patient’s brother approached the bedside, the ventilation machine alarmed, indicating respiratory
failure due to pneumothorax which required an urgent chest tube insertion. The Team Leader came to the
scene tohelp and pulled the curtains around the bed in an attempt to screen the situation from the view
ofthe patient’s brother, aswell as from other patients and visitors. Atthatmoment, I took the concerned
brother into the waiting room to explain what was happening. The patient’s brother looked at me and
asked whether he could be with his ill brother during the medical intervention.

Followingcommon practice, Isaid “No”. Since then, Ihavedeveloped aninterestinthe conceptoffamily
presence, as a nurse, | have found myself dealing with a relative who is actually a colleague.

| later documented the events in my reflection portfolio, which is part of clinical professional development.
The feedback from my manager questioned the hospital’s policy. He questioned whether nurse-family
members’ access toloved ones duringaprocedure should or should notbe restricted. The conceptofa
familymemberwhois a colleague in this situation involved a conflict between the desire of the patient’s
brothertobe presentduringthe procedure andthe desire ofthe staffnursestokeep the family awayfrom
the initial scene. While supporting family members who have ill relatives admitted in a hospital was
somethingthatlasanursedoinstinctively, finding myself asafamily memberwith anillloved onewas a
new and stressfulexperience.

Afewyearslater,anumberof myfamily members were hospitalised due to elective surgery orneeding
medical intervention because of chronic disease. This included siblings, parents and grandparents. The
most significant of these events was my grandmother’s admission, she was diagnosed with end-stage
chronic obstructive pulmonary disease. She was not only admitted at my workplace, but to the unit where
| work. Like other nurse-family members, | found myself having two roles, a grandson and a nurse. Nursing
knowledge and professional identity provided me the ability to manage care from a medical point of view,
aswellasadvocate formyloved one. Although some staff were uncomfortable, others were supportive
withmyinvolvementwith care. Indeed, being with colleagues while caringformyillloved onewas notan
easy situation, but it helped build a therapeutic relationship. In addition, this therapeutic relationship
benefited my family members and grandmother, specifically regarding care delivered. For example, my
parentswere able tovisitmygrandmotheratanytime. Knowingmygrandmother’s prognosis was poor,
the process prepared me in accepting the loss when she deteriorated and died. This significant experience
openedthedoortounderstandingtheexperiences offamilymembersinasimilarsituationandbeingthe
nurse caring forthem.
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As demonstrated above, | have nursing knowledge and experience in caring for patients in acute care
settings. Each study process of this research portfolio, from choosing the primary topic through to data
collection, analysis, synthesis, and conclusions, has called upon a degree of self-expression and self-analysis
of my clinical practice. Having described my current practice as a nurse and outlined my interest in
undertaking this research portfolio, | explore the development of the concept of nurse-family member with
a relative who is acutely ill in hospital. In undertaking this professional doctorate research portfolio, |
wanted to go deeper into nurse’s experiences in clinical practice.

RESEARCH PORTFOLIO INTRODUCTION

Familymembers arelikely to be with theirill adultloved one during his or heradmission toanacute care
hospital. An acute care hospital is a level of in-patient care that has facilities and health care staff that
provide a range of treatment, such as acute illness and trauma. Over the last century, it has been
recognised that family members play a critical role in the acute care hospital setting. Frequently, this group
of people provide care for their ill loved one during the period of hospital admission. Health care
professionals, for example nurses, may experience being a family member to a loved one admitted in an
acute care hospital. With the meeting of two dynamic responsibilities, family member and nurse
professional, the term ‘nurse-family member’ denotes a double identity. With an interchange in nurse-
family members’ responsibilities, nurses’ participation in their loved ones’ care may become inevitable.
Indeed, double responsibilities vary and are complex when family members are also nursing staff within
an acute care hospital. This intersection of responsibilities in a delicate situation represents the uniqueness
of the experience of nurse-family member with a relative who is acutely ill in hospital. The research
presented in this portfolio investigates experiences of health care professionals whose family members
have been hospitalised and examines the experience of caring for a patient whose family memberis a
nurse. It also offers an insight to the experiences and needs faced by health care professionals as family
members.

RESEARCH PORTFOLIO OVERVIEW

The main objective of the research portfolio is to examine the research question using different
methodological approaches. The content of this research portfolio includes:

Section 1: Research Portfolio Introduction

Section 2: Experiences of health care professionals of having their significant other admitted to an acute
care facility: a qualitative systematic review

Section 3: The opinions of nurses regarding their experiences when their ill loved ones were admitted to
an acute care hospital: a quantitative study

Section 4: The experiences of nurses in general wards caring for adult patients who have a family member
who is a nurse: a qualitative study

Section 5: Research Portfolio conclusion
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This research portfolio is formatted as a ‘thesis by Professional Doctorate’ under the academic program
rules set down by the Adelaide Graduate Centre, The University of Adelaide. This thesis format offers
cohesive presentation of the research relevant to the researchers’ field of clinical practice.

RESEARCH PORTFOLIO CONCLUSION

The conclusion chapter was designed to summarise results and significance of this research portfolio. How
some results may be used in practice was discussed. It also provides implications and recommendations
for clinical practice and further research.

SUMMARY

This portfolio of research presents three separate research approaches examining the experiences of
health care professionals when their ill loved one has been admitted to an acute care hospital. It provides
a brief introduction information on contemporary issues related to experiences and needs of health care
professionals as familymembers.

The structure of the portfolio incorporates three studies: Study 1, a qualitative systematic review:
experiences of health care professionals of having their significant other admitted to an acute care facility.
Study 2, a quantitative study: opinions of nurses regarding their experiences when their ill loved ones were
admitted to an acute care hospital. While Studies 1 and 2 are directly linked, Study 3 focuses on the
experiences of nursing staff in general wards caring for adult patients whose family members are nurses,
using a qualitative study. While the final chapter provides a discussion of the portfolio and contains overall
findings and offer recommendations for practice.
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Chapter One: Introduction

In an acute care hospital, patient care is not only provided by healthcare professionals, butalso by patients’
significant others. Mills and Aubeeluck (2006) describe significant others assume the role of informal
carers. This may involve providing physical and psychological support, such as providing assistance with
bathing and feeding, as well as being emotionally supportive. The need for a significant other’s presence
alongside aloved one is well documented in literature (Eggenberger & Nelms 2007). Therefore, healthcare
professionals are responsible for providing patient care and need to understand the emotional state of
their significant others.

Researchers have explored experiences of healthcare professionals who are also significant others and
determined that these healthcare professionals’ experiences are very different from the experiences of
significant others who are non-healthcare professionals. For example, Salmond (2011) conducted a
grounded theory study of this phenomenon prompted by her own experience as a nurse-family member
when her daughter was critically ill. Also, Fulbrook, Allan, etal. (1999); Fulbrook, Buckley, etal. (1999) and
Fulbrook, Creasey, etal.(1999)in aseries of articles, explored the experience of anurse whose spouse was
hospitalised in the intensive care unit where she practiced. These studies indicate that nurse-family
members were treated differently compared to general public family members. In some cases, staff were
more communicative and supportive of nurse-family members, in other cases the opposite occurred. These
experiences are unique and challenging for both healthcare professionals and nurse-family members.

Aim of thereview

The aim of this systematic review was to synthesise findings of research studies of the experiences of
healthcare professionals when their significant others have been admitted to an acute care hospital. The
outcome of Study 1 systematic review informed the following two studies of the portfolio.

Review question

The systematic review addresses the following research question: ‘What are the experiences of healthcare
professionals when their significant others are admitted to an acute care hospital?’ Reviewing available
qualitative evidence aims to provide a clearer understanding of what it means for healthcare professionals
when experiencing thisphenomenon.

Significance of the current study

Having a significant other who is a healthcare professional in arelevant clinical area is a special experience
for the staff member and family members. However, the healthcare system places its own needs, concerns
and expectations on healthcare professionals that may limit their ability to care for their loved ones.
Increased awareness of these circumstances may help healthcare professionals make better judgments
regarding patient care and support and care for relatives who are health professionals. Although there
have been some investigations into this issue, many have primarily been concerned with family members
in the critical care setting (Fromme et al. 2008; Maxwell, Stuenkel & Saylor 2007; Vandall-Walker, Jensen
& Oberle 2007; Verhaeghe et al. 2005). One qualitative systematic review identified addressed this issue;
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however, most studies were restricted to nurse-family members whose relatives were critically ill (Giles &
Hall 2014). While the Giles and Hall review only included studies published up until April 2013, this review
included studies until2016. Inaddition, the protocol forthe systematicreview (Sabyani etal.2016) and
thereview itself (Sabyanietal. 2017), were externally peer reviewed and published. Furthermore, this
systematic review has abroader focus: the experience of healthcare professionals as significant others and
factors influencing unique experiences in any acute care setting. Synthesis of qualitative studies regarding
life experiences of healthcare professionals whose significant others have been hospitalised in the acute
care sector will increase our understanding of this issue. This review informs healthcare professionals,
administrators and policy makers about dealing with health professionals as significant others to patients
within the acute care sector.

Definitions of keywords
For the purpose of this study, the following terms were defined by Oxford Dictionaries (2018):

= Family memberis a person who belongs to a (particular) family; a (close) relative.

= Lay-person is a person without professional or specialised knowledge in a particular subject. Itis
also known as layman or laywoman.

* Hospitalis aninstitution providing medical and surgical treatment and nursing care for sick or
injured people.

Structure of study

Study 1 provides insight to lived experiences of healthcare professionals when significant others are
hospitalised in an acute care setting. The study presents a qualitative systematic review which comprises
sixchapters.Chapters 1—2introduce the systematicreviewtopicand provide background ofimportant
issues that are the foundation for this review. Chapter 3 addresses methodology of systematic reviews, in
particular qualitative systematic reviews. Chapter 4 describes methods used to conduct the review.
Methods used in this review are based on recommendations of the Briggs Institute and include use ofan a
priori protocol which guided conduct of the review (Sabyani et al. 2016). Chapter 5 presents results of
qualitative systematic review. Chapter 6, as the final chapter, discusses significance of review findings and
implications for practice and futureresearch. Each chapteris summarisedin the following overview.

Chapter 1: Introduction

The introduction to the study addresses the focus of the systematic review to provide an understanding of
experiences ofhealthcare professionalswhentheir significantothers are hospitalised. The review question,
aims and significance for practice and policy are provided.

Chapter 2: Background

This chapter focuses on background to the experience under investigation. Knowledge regarding lived
experiences of healthcare professionals as significant others has not been synthesised. In acute care
settings, patients’ significant others often accompany them at the time of admission, it may be an
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uncomfortable experience but also may offer a support and comfort to their ill loved one. When a
healthcare professional’s significant other is hospitalised, the context is different. Details of the difference
and factors that influence this experience are explored. Expectations, conflicting roles and communication
are important factors stated in the literature.

Chapter 3: Methodology

Inthis chapter, the underlying systematic review methodologies are described. The purpose of this chapter
istoprovide adiscussionofthe use of systematicreview, the difference between systematicreviewand
literature review, and the rationale of choosing a qualitative systematic review of the current literature.
Details related to develop a qualitative systematic review using established review protocol are provided.

Chapter 4: Method

This chapter provides detailed description of systematic review methods used. This includes the review
question, objective, inclusion/exclusion criteria for studies, search strategy, assessment of methodological
quality, data collection and data synthesis.

Chapter 5: Result

Chapter 5reports on results of the qualitative systematic review, including detailed summary of search
resultsaswell asadescription ofincluded and excluded studies. A total of seven studies were included
that addressed aims of this review. The chapter articulates results of the meta-aggregative process and
confidenceinthe meta-aggregative qualitative synthesised findings. Synthesised findings are summarised
using narrative and tabular presentation which include the categories, findings and illustrations.

Chapter 6: Discussion

The discussion chapter highlights significance of the qualitative systematic review undertaken, using a
diagram of synthesised findings that describe the experience of healthcare professionals with a loved one
admitted in an acute care setting. Issues relating to limitations, implications for both practice and research
are provided.

Summary

This chapter introduces the focus of the systematic review report within this thesis. It addressed
introduction ofthetopic, provides clearaimofthereview, followed by thereviewquestionand presented
significance of the current study. The chapter concluded with a structure of Study 1.
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Chapter Two: Background

Introduction

Beinginhospital canbe anunpleasantexperience for patients and theirfamilies. Families, whomaybe
classified as ‘significant others’, traditionally provide care and support forloved ones for the duration of
theirillness. A family member mightinclude a wife, husband and/or children; each of these individuals
could potentially be a ‘significant other’. Gavaghan and Carroll (2002) and Sneeuw et al. (1997) identified
‘significant others’ as individuals important in someone’s life. These are often individuals who have
participated the most in the development of their loved one’s treatment plan (Band, Barrowclough &
Wearden 2014). The terms friend, spouse, partner, relative and significant other are used interchangeably
in existing literature.

When a significant other is admitted to an unfamiliar environment, like a hospital, it can be an
overwhelming and stressful experience for everyone involved. From the perspective of staff caring for the
patient, Engstrom and Soderberg (2007); Fulbrook, Buckley, et al. (1999) and Medina (2005) claim that
presence of family members is a valuable resource as they can speak on behalf of patients. Having patient
relatives atbedsides may allow healthcare professionals tobetter meet patientneeds, suchasthrough
improved communication (Engstrom & Soderberg 2007; Fulbrook, Allan, et al. 1999; Fulbrook, Creasey, et
al. 1999; Salmond 2011). From the family’s perspective, being present may result in positive outcomes, like
reduced anger, distress and anxietyin theirloved ones. Generally, family may take the responsibility of
offering support and comfort to their loved one during a stressful event (Vandall-Walker, Jensen & Oberle
2007). For some significant others itis common to be present during information dissemination from
healthcare professionals about the patient’s condition, either good or bad. However, a family member’s
need for appropriate information may increase their emotional reactions, such as stress and anxiety levels
(Verhaegheetal.2005). While healthcare professionals provide supportforphysiological and psychological
needs of patients, they also consider the needs of significant others throughout the duration of their loved
ones’ stay in the acute care hospital.

When a healthcare professional’s significant other is admitted to an acute care hospital, the contextis
somewhat different. Having a healthcare professional as a family member can impact on delivery of care
to anill loved one (Fulbrook, Creasey, et al. 1999; Olivet & Harris 1991; Salmond 2011). Salmond (2011)
used a qualitative approach with open-ended, focused exploratory interviews to bring to light what a
nurse-family member of anill loved one experienced. Another study by Chen et al. (2001), using in-depth,
semi structured telephone interviews, clarified the challenge physician-family members face when a
relative becomes ill. They explained that when a patient has a physician-family member, patient care
becomesunique (Chenetal.2001). Frommeetal. (2008) supported thathaving a physician-family member
is a ‘good thing’, due to the physician’s greater familiarity with the current healthcare system as compared
to otherfamily members. Whatis more, the physician may be an expertin arelevantarea of practice or
hold strong views about what care should be provided. Commonly, most physicians are involved in their ill
family member’s care personally, and sometimes professionally (Scarff & Lippmann 2012).

Schofield (2013) explained that being a nurse and family member to a loved one admitted to hospital offers
a special form of assistance within the hospital environment. For instance, the nurse may personally know
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staff members they are dealing with. Scarff and Lippmann (2012) highlighted that healthcare professionals
oftenfeelthe needtoinfluence theirrelative’s care because they believe they are more concerned with
patient wellbeing than healthcare staff in charge. Other researchers propose that a nurse-family member
does not experience the same emotional distress as other relatives due to their increased awareness of
hospitalenvironments (Olivet & Harris 1991). Although nurses’ familiarity within the clinical settingmay
be helpful, their professional knowledge mayalsoincrease their stress, andthey mayfearthatthe worst
situation will happen (Fulbrook, Allan, etal. 1999; McNamara 2007; Mills & Aubeeluck 2006).

Often a healthcare professional who is a significant other is more familiar and knowledgeable about their
loved one’s health conditions as compared to others. For example, they may have increased information
abouttheirloved one’s medications, medical history and desired form of care. As healthcare professionals,
nurses understand the importance of how those details can impact on the quality of patient care and
influence decisionmaking (Mills & Aubeeluck 2006; Olivet &Harris 1991). Fromme etal. (2008) emphasised
that having a physician-family member may provide relief to other family members, provided they are
knowledgeable and truthful. Clearly, some researchers have focused on healthcare professionals as
significantothers who are knowledgeable abouttheirloved ones’ medical areaofconcern. Alternately,
healthcare professionals may not be versed in relevant medical areas. This situation may significantly
heighten anxiety because healthcare professionals’ families or colleagues may have unrealistic
expectations. Olivet and Harris (1991) stressed that healthcare professionals and other family members
place expectations on nurses who have ill loved ones. A healthcare professional who is a significant other
may experience pressure concerning their roles and responsibilities, including being an expert in the field,
being a significant other, and being part of the decision making process. These roles and responsibilities
may trap a healthcare professional into having unbalanced identities: a professional identity and personal
identity.

Itislikelythatmultiple factors affecthealthcare professionals as significant otherswhen caringforloved
ones. In almost every study, expectations, conflicting roles and communication are important factors
highlighted in the currentliterature (Fulbrook, Allan, etal. 1999; Fulbrook, Creasey, etal. 1999; Giles & Hall
2014; Olivet & Harris 1991; Salmond 2011). The next section further explores these issues.

Influencing factors
Expectations

Expectations are a central element in relationships between healthcare professionals and significant
others. When a significant other is a healthcare professional their colleagues and family members have
specific expectations of them. However, these expectations have been described as either unclear or
incomplete (Olivet & Harris 1991). This may put pressure on healthcare professionals as a significantothers
concerning their personal and professional experiences (Mills & Aubeeluck 2006). The following sections
highlight expectations of other healthcare professionals, ill loved ones and family members towards
healthcare professionals who are significant others.

Inresponding to healthcare professionals’ expectations, healthcare professionals as significant others may
sometimesbe expected by colleaguesto beinvolvedintheirloved ones’ care. Chenetal. (2001) mentioned
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that in a healthcare setting, some physicians were expected to participate in treatment of their loved ones
due to their specialised knowledge. Also, Fulbrook, Creasey, et al. (1999) indicated that nursing staff
expectednurse-familymembersto contribute totheirloved ones’ nursinginterventions, forexample by
making their bed. Frequently, healthcare professionals support and welcome colleagues who are relatives
of ill patients to be part of treatment plans (McNamara 2007; Salmond 2011). However, Fulbrook, Creasey,
etal. (1999) reported that some healthcare professionals only allowed other healthcare professionals who
were significant others to remain beside their loved ones if they agreed not to ask questions.

When healthcare professionals are significant others, the healthcare team may have expectations about
their familiarity with technology, workplace environments and their loved ones’ conditions. Because of this
specialised knowledge, healthcare staff members may expectahealthcare professionalwhois asignificant
othertobe anexpertinthe specificfield ofinterest, butthisisnotalwaysthe casebecausetheymayhave
differentareas of specialisation. Olivet and Harris (1991) stated that colleagues expect a nurse-family
member to have specialist knowledge and understanding in the care provided, even though they may have
a different specialty. As a result, the care provided to their loved ones may be difficult for them to
comprehend due to a lack of specialised experience.

In responding to family expectations, families may expect healthcare professionals who are significant
others to be knowledgeable about the healthcare system, to ensure that adequate care is being delivered
andtoadvocatefortheirloved ones’ plans andtreatments. Also, they can help convey theirloved ones’
conditions to family using easy, simple language, such as by interpreting the meaning of medical
terminology or by explaining a specific intervention. Mills and Aubeeluck (2006) indicated that families of
nurse-family members expected them to describe ongoing care, offer emotional support and satisfy needs
forinformation. In addition, Chen etal. (2001) stressed that these family member physicians expected
them to not only advocate clinically, but also be emotionally involved with the family. Fromme et al. (2008)
argued that family members do not have to be physicians to efficiently advocate for loved ones or to
effectively communicate with healthcare staff. In reality, non-healthcare professionals as significant others
may stand and advocate fortheirillloved onesthrough proper communication with healthcare teams.

Conflicting roles

Being a healthcare professional and significant other at the same time can create role conflict. McNamara
(2007)described conflicting roles that these individuals experience and explained thatit creates challenges
and imbalances in personal and professional responsibilities. Personal and professional boundaries must
berespectedtomaintain patientconfidentialityand professional ethics (Chenetal.2001; Frommeetal.
2008; Hill & Hill 2011). This has been supported by a perception of ethical boundaries that sparked a
controversy in the medical field, because of physicians’ potential lack of objectivity. Also, this advice is
endorsed by the Medical Board of Australia which emphasised that ‘whenever possible, avoid providing
medical care to anyone with whom you have a close personal relationship’(Medical Board of Australia
2014, p. 11). Forexample, a physician who is a family member may avoid treating their loved ones to avoid
conflict of interest. Healthcare professionals should carefully consider whether or not to intervene in their
loved one’s medical care. Trueland (2013) indicated that no policies currently exist concerning nurses
providingcaretotheirloved ones;therefore, thereisnoreasonwhynurses should notprovidethatcare.
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Although it is clear that professional roles between physicians and nurses are different, both are directed
towards patient care. The rationale behind the difference lies in medical knowledge and the power of
ultimate authority thatphysicians’ have over patientcare (May 1993). Inthe hospital setting, Issa (2002)
stressed there was a very high probability that physicians who engage in double roles could unintentionally
experience arole conflictbetween being a professional and a family member. Studies by McNamara (2007)
and Mills and Aubeeluck (2006) suggested that due to these two responsibilities, nurse-family members
could experience conflict when the patients’ needs are not being met. Researchers admit that having two
identities, one as a healthcare professional and the other as significant other, makes it more difficult to set
boundaries (McNamara 2007; Olivet & Harris 1991).

Being a healthcare professional and a significant other to a loved family member naturally means wanting
to be there for them; however, Salmond (2011) suggests that this may only be realised once their role as a
healthcare professional has been satisfied. In the Salmond (2011) study, participants confirmed they
prioritised being nurses first and family members second. When healthcare professional identity comes
first, it helps ensure that quality care is delivered. Then, family member identity can follow so support may
be offered to loved ones. Salmond (2011) pointed out that nurses’ professional and personal roles cannot
be entirely separated from one another. Inaddition, healthcare professionals have acknowledged that
significantotherswho are healthcare professionals have special needs and unique circumstances (Chen et
al.2001; Fulbrook, Buckley, etal. 1999; Fulbrook, Creasey, etal. 1999; Giles & Hall 2014).

Communication

Good communicationis centralinachieving the bestpatientoutcomes. ‘Good patientcareis enhanced
when there is mutual respect and clear communication between all healthcare professionals involved in
the care of the patient’ (Medical Board of Australia 2014, p. 13). Family members require precise and
consistent information (Verhaeghe et al. 2005). When loved ones are ill it is crucial to provide information
to family members (Fulbrook, Creasey, etal. 1999). In a crisis event, communication between a healthcare
professionaland their significantother can become difficult. It seemsthathealthcare professionals are
primarily focused on intervention and often leave significant others to cope emotionally on their own
(Schofield2013).Researchers have claimed thatbecause oftheirunique knowledge nurse-familymembers
require different approaches to satisfy their information needs as compared to the general public
(McNamara 2007; Salmond2011).

When a healthcare professional is involved as a significant other they may have knowledgeable expertise
about the care provided, unlike a member of the general public. However, this depends on their
professional experience and areas of expertise. Indeed, healthcare professionals’ work environments,
knowledge of medical terminology and use of medical equipment make it much easier to convey specific
medical details, especially within their own workplace. However, Olivet and Harris (1991) explained that
there were instances where nurse-family members did not receive adequate information due to
assumptionsthattheyalready knewaboutinterventionsthathad been provided. Inreality, ifhealthcare
professional practiceiswithinadifferentareaofexpertise, their skillsandknowledge may notbealigned
with the healthcare being provided to theirill loved one (Fulbrook, Allan, et al. 1999). This may lead to
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misunderstandings about information and raise questions that require clarification to ensure that
adequate care is provided in a shared workplace.

Whenahealthcare professional’sloved oneis admitted to adifferenthospital, theirneed forinformation
wouldlogically be the same or greateras comparedto othersignificantothers. They may have relevant
professional knowledge, but not local knowledge about the specific organisation. Fulbrook, Allan, et al.
(1999) and Fulbrook, Creasey, et al. (1999) explained that healthcare professionals who are relatives may
find it difficult to develop new relationships with other healthcare professionals in a differentworkplace
due to poor communication. Gaining adequate information and access may lead to decreased fears and
anxiety for healthcare professionals who are also family members (Salmond 2011). Although there have
been some investigations into this issue (Fromme et al. 2008; Maxwell, Stuenkel & Saylor 2007; Vandall-
Walker, Jensen & Oberle 2007; Verhaeghe et al. 2005), they have primarily been concerned with family
membersinthe critical care setting. This review synthesises experiences ofhealthcare professionalswhose
significant others have been admitted to an acute care hospital. This provides greater understanding of the
current experience of healthcare professionals as significant others including factors influencing these
unique experiences.

Summary

The purpose of Chapter two was to provide background related to experiences of healthcare professionals
when their significant others are admitted to an acute care hospital. It highlighted common factors
affecting healthcare professionals as significantothers when caring forloved ones. While the literature
consistently indicates this experience is different to non-healthcare professionals, it does vary and is
complex. The next chapter presents the methodology was used to undertake this study.
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Chapter Three: Methodology

Introduction

Thischapteralsodetailsmethodologicalissues on the steps when conducting systematic reviews, including
the systematic review protocol, review question objective, background, inclusion criteria for studies,
search strategy, assessment of methodological quality, data collection and data synthesis. The
methodology for the qualitative systematic review is based on elements and tools suggested by the Joanna
Briggs Institute (JBI). This chapter also highlights an overview of the systematic review protocol, including
the review question objective, background, inclusion criteria for studies, search strategy, assessment of
methodological quality, data collection and data synthesis.

Systematic review

Summarising previous and currentresearch findings inagiven area ofresearch using specifictools, such as
systematic review, is nota new research approach. As early as the 1960s, systematic reviews were used in
psychology and other healthcare disciplines. During the 1980s systematic reviews became more
commonplace (Chalmers, Hedges & Cooper 2002). Today, many professional groups, including researchers,
policy makers and healthcare clinicians, routinely conduct systematic reviews. According to Bettany-
Saltikov(2012), systematicreviews are essentialformaking evidence-baseddecisionsinhealthcare. Briefly
explained, the systematic review method is ‘a review of research literature using systematic and explicit,
accountable methods’ (Gough, Oliver & Thomas (eds) 2012, p. 2). In other words, a systematic review is a
form of research that reviews evidence and synthesises findings using a systematic strategy. Aromataris
and Pearson (2014, p. 54) indicated that it aims to systematically search, progressively gather, critically
review and generally summarise knowledge from studies that answer a specific question adhering to
eligibility criteria. They listed seven characteristics that define systematic reviews:

1. Clearly articulated objectives and questions to be addressed.

2. Inclusion and exclusion criteria, that determine the eligibility of studies.

3. Acomprehensive search to identify all studies, both published and unpublished.

4. Appraisal of the quality of included studies, assessment of the validity of their results, and
reporting of any exclusions based on quality.

5. Analysis of data extracted from the included research.

6. Presentation and synthesis of the findings extracted.

Transparent reporting of the methodology and methods used to conduct the review.

Systematic reviews aim to summarise the best available evidence using a standardised approach to
minimise bias and aid transparency. In addition, itis an excellent method for gaining knowledge and sharing
information among health professionals.

Systematic review vs literature review

Systematic review is not just a research based literature review. However, systematic reviews are
commonly confused with traditional literature reviews because both are used to summarise specific topics
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using existing literature, but they are significantly different (Bettany-Saltikov 2012). Health professionals
must recognise and understand the difference between these two review methods in order to find the best
available research evidence. Bettany-Saltikov (2012) summarised the two types of reviews based on ten
elements: research question, protocol, background, objectives, inclusive and exclusive criteria, search
strategy, selection process, evaluating articles, extraction process, results, and discussion. Table 1, below,
highlights differences and similarities between systematic and literature reviews.

In developing scientific research, researchers often look for general information to gain knowledge on the
topic by conducting a literature review. Traditionally, a literature review is the most common approach
used for finding research evidence (Gough, Oliver & Thomas 2012). This type of review is suitable for
summarising publishedinformation relating to a specific topic. According to Bettany-Saltikov (2012), a
literature review or narrative review provides an overview of a topic of interestby an expertreviewerin
the field, without using a systematic strategy (Bettany-Saltikov 2012; Gough, Oliver & Thomas 2012). In
addition, the search strategy is not provided, there is no justification for inclusion and exclusion criteria
and critical appraisal and methods for data synthesis are not clearly stated. Therefore, there is no
transparency in the literature review which leads to more bias, because a scientific methodology approach
is not followed.
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Table 1: Differences and similarities between systematic and literature review.

Systematic Review

Literature Review

Question

Focused on a single question

Protocol A peer review protocol (or plan) is

included

Background/literature
review

Objectives Has clear objectives stated

L=l e G er - Criteria stated before the review is
conducted

Search strategy Comprehensive search conducted in a

systematic way
Process of selecting papers

Selection process usually clearand explicit

Process of
papers

S\ ElE i Comprehensive evaluation of study

quality

Process of extracting

relevant information

Process is usually clear and specific

Clearsummaries of studies basedon high-
quality evidence

Results/data synthesis

Discussion

26|Page

Not necessarily focused on a single question but may
describe an overview of a topic

No protocol

Both provide summaries of the available literature on a topic

Objectives may or may not be identified

Criteria not usually specified

Strategy not explicitly stated

Selection process not described

Evaluation of study quality may or may not be included

Process of extracting relevantinformation is not explicitand
clear

Summary based on studies where the quality ofincluded
papers may not be specified, and can be influenced by
reviewers’ pet theories, needs and beliefs

Written by an expert or group of experts with a detailed and well-grounded knowledge of the issues



In healthcare practice, systematic reviews are the stepping stone for evidence-based practice and often
provide a summary of recommendations for clinical decision-making. Systematic reviews are described by
Higgins and Green (2011, p. 5) as ‘attempts to collate all empirical evidence that fits pre-specified eligibility
criteria in order to answer a specific research question’. In any systematic review there is a clear objective
and an explicit scientific research methodology with a clear set of inclusive and exclusive criteria. In
addition, systematic review processes allow research results to be more widely ‘disseminated’ and ‘utilised’
(Jones 2004, p. 272). Prior to conducting the review, a comprehensive search strategy is stated and clearly
summarised in order to identify all studies that meet the eligibility criteria using critical appraisal tools,
extracted data, and synthesis. Consequently, a systematic review offers a highly transparent review paper
that minimises bias for accurate results.

The term systematic review is used frequently and interchangeably with ‘meta-analysis’ in the literature
(Gerrish, Lathlean & Cormack 2015, p. 336). Briefly, meta-analysis is a method of analysis used with
statisticaldatafromfindings of morethanone studyto produce asnapshotofstatistical data. This type of
review follows a standard format of scientific research processes using a protocol or plan. However, a
systematic review may also analyse data obtained using non-statistical techniques, i.e. from findings of
qualitative inquiries, which is known as a qualitative systematic review or meta-synthesis. There are
differenttypes of systematic reviews that can address differenttypes of evidence. Within this research
portfolio, a qualitative systematic review methodology was chosen to gain a deeper understanding of the
lived experiences of healthcare professionals as significant others to hospitalised loved ones in acute care
settings. The next section briefly focuses on qualitative systematic reviews.

Systematic reviews of qualitative studies

Qualitativeinquiries have been of growinginterestasarichresource ofinformationforevidence-based
practice. Dixon-Woods and Fitzpatrick (2001) support the claim that qualitative research has rapidly
increased inthe healthcare field and offers animportant source of knowledge about healthcare. It also
provides an understanding of how healthcare professionals perform clinical practice. A researchbased
systematic review of qualitative studies, also labelled a ‘meta-synthesis’, puts forward the concept of
synthesising qualitative-evidence findings, which is different to a meta-analysis review (Polit & Beck 2016,

p. 27). Meta-synthesis is qualitative synthesis of primary non-statistical data from different studies to
generate a summary of evidence investigated. Gough, Oliverand Thomas (2012) explained thatqualitative
systematic reviews use inductive methods for collecting qualitative data that may be used to interpret and
address specific questions about an experience and the meaning of phenomena.

A qualitative systematic review explores an in-depth understanding of experiences and restricts the focus
to qualitative research studies. The studies include, but are not limited to, designs such as ethnography,
phenomenology, grounded theory, action research and feminist research. Results from qualitative
systematic review processes may be used to improve current practice in the topic of interest or the
phenomena being studied. In this study, the outcome from this qualitative review increased understanding
of the experiences of healthcare professionals when significant others are hospitalised in the acute care
setting. The information gained may also contribute to enhancing clinical practice and improving quality of
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patient care. Health professionals are expected to deliver high quality care and sound clinical decision
making based on a scrupulous review of the best available evidence.

Systematic reviews may be created using search strategies based on systematic steps, which in turn may
be developed using established review protocols. Prior to developing a protocol, it is recommended that
researchersregistertheirreviewtitle with the JBIto minimise duplications, and to provide transparency
and avoid bias (Joanna Briggs Institute 2014). In conducting a qualitative systematic review, the JBI
recommends having two reviewers who have attended the comprehensive systematic review training
(CRT)course. CRT allows health professionals to learn how to conduct systematic reviews of different
evidence typesto provide the best available evidence for evidence-based practice. The author, as the
primary reviewer, has undergone the CRT prior to conducting the review. In addition, the author had three
supervisors with CRT certificates.

Systematic review protocol

The first step in a systematic review is to establish a formal protocol or proposal. Bettany-Saltikov (2012)
mentioned that when conducting a rigorous systematic review, having a protocol is essential for creating
aproposalplan.Aprotocolisdefined as ‘astatementofthe approachand methodstobeusedinareview
made prior to the review being undertaken’ (Gough, Oliver & Thomas (eds) 2012, p. 9). Specifically, a
systematic review plan (protocol) should contain comprehensive details of each step of the review process.
Protocols also describe methods used to conduct the review and explain how review findings mightbe
utilised. Therefore, writing a clear structured protocol may minimise error and limit bias when conducting
researchreviews (Cook, Mulrow & Haynes 1997). The structured planusedinthis studyisbased onthe
recommendations of the JBl and is comprised of standardised headings (Joanna Briggs Institute 2014).

Review Question/Objective

In a systematic review, regardless of the method used, establishing the questions and objectives are an
importantfirst step. Review questions should align precisely with objectives. Cooke, Smith and Booth
(2012) stress that developing a review question is an essential stage to ensure effective searching for
research evidence. In order to write clear and focused review questions, the following components are to
beincluded: participants, interventions, comparisons and outcomes (PICO) (Higgins & Green2011; Cooke,
Smith and Booth2012).

However, while PICOis used to ask quantitative review questions, thereis an alternative for qualitative
review questions, such as the population or problem, interest and context (PICo) format (Joanna Briggs
Institute 2014). PICo is a frequently used tool in qualitative reviews and focuses on clinical questions that
seek to analyse phenomenon of interest and human experience. The qualitative systematic review
question may contain the following features (Gough, Oliver & Thomas 2012):

« The study population: peoples’ subjective experience orthe meaning that adisease.
« Thephenomenon ofinterest: experience, event, or process under-investigation.

» Thecontext: geographiclocation, interests based on race or gender, and setting.
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Although a qualitative systematic review may designate an intervention, its questions are centred on the
perception of people’s experiences. The questions direct development of the review protocol, including
inclusion criteria, search strategy, and data collection methods (Higgins & Green2011).

Background

Thereviewbackgroundisanimportant partofthe protocol. Itaims to provide in-depth information tothe
reader concerning what the review is about, and it describes the setting and context of the area of interest.
Bettany-Saltikov (2012) highlighted thatbackground content may vary depending on the specific topic. The
content may include, but is not limited, to any of the following:

« Definitions of the key concepts.

« Alistofthe current research to be undertaken, such as statistics documents.

» Adescriptionofthe type oftargetpopulation, the interventions orphenomenontobe reviewed,
and the outcomes to be used.

« Anexplanation of why a systematic review is needed and the contributions it may make to existing
knowledge.

Criteria for inclusion of studies

Establishing criteria for the inclusion of studies plays a substantial role in selecting articles to review.
Inclusion criteria must be sufficiently detailed including types of participants, phenomena of interest,
context and types of studies, so that objectives of the review can be achieved (Higgins & Green 2011).
Conversely, exclusion criteria are intended to exclude studies that are not eligible. Having inclusion and
exclusioncriteriaare essential to produce high quality systematicreviews (Bettany-Saltikov2012).

Search strategy

Joanna Briggs Institute (2014) emphasises that in a systematic review documentation of search strategies
is a key element of achieving scientific validity. A search strategy is a set of logical steps taken by the
researcher to gather literature related to the research issue, and is supported by detailed tables and
diagrams. One of the major steps is to identify appropriate keywords by breaking down the review
question. These keywords mightbe used in electronic databases asindexterms. Forexample, the PubMed
database uses medical subject headings. Evans (2002) states that index terms are indicative of both the
review topic and types of study designs. Subsequently, these selected index terms, keywords and phrases
can then be used to search databases, with the Boolean terms ‘and’ and ‘or’ used to combine terms.
Consulting with a librarian or information specialist will facilitate development of keywords and allow
individuals to become familiar with the database system (Bettany-Saltikov 2012; Higgins & Green 2011).

The next step is to search through a variety of electronic databases. Gough, Oliver and Thomas (2012, p.

90) defined a database as ‘one of the most important electronic tools a reviewer will use’. There are
significant numbers of search engines that include general databases, like the journal database PubMed,
Google Scholarinternetsearches and professionaljournals, such as the Journal of the Medical Library
Association. There are a large number of databases that may be general or specific. The selection of
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databasesis guided by the review question andinclusion criteria. PubMed and Cumulative Index of Nursing
and Allied Health Literature CINAHL are generalist databases and commonly searched. CINAHL is
particularly appropriate for searching for qualitative research. Specialist databases, such as PsycINFO,
would be selected if the topic of interest had a mental health focus. A comprehensive search dictates
multipledatabases. Grey literature whichencompassesunpublished papersshouldalsobe considered. The
search for unpublished material is however much less precise, but stillimportant to avoid publication bias.
Forexample, grey literature searches yielded a great deal of irrelevant material, but some did provide
background information for the review. Undertaking a comprehensive systematic search will provide a full
listof primaryarticles either published orunpublished thataligns withthe research question. Finally, itis
also necessary to include details of the search outcome in the appendix of the review for future duplication
(Higgins & Green2011). Inthe appendix, itis usefulto highlight any excluded articles and to provide the
rationale for their exclusion from the final dataset.

Assessment of methodologicalquality

Toassesstherigourofasystematicreviewitisimportantto considerdifferentapproachestoassessing
quality of the research. A critical appraisal is defined as ‘the process of carefully and systematically
examining research to judge its trustworthiness, and its value and relevance in a particular context’ (Burls
2009, p. 1). In any systematic review, establishing good critical appraisal processes for retrieving quality
primary studies will produce more valuable research reviews. Gough, Oliver and Thomas (2012) stressed
thatthe quality of primary studiesis connected to the research questionmentionedinthe review. There
are alarge number of critical appraisal instruments available and accessible via the internet for both
quantitative and qualitative studies (Bettany-Saltikov 2012). However, as mentioned in the previous
section, having more than one independent reviewer to appraise the study helps avoid bias and maintains
the quality of critical appraisal (Higgins & Green 2011). In cases where there are disagreements between
the reviewers’ judgment, an internal discussion or discussions with a third-party reviewer may resolve the
disagreements. Specifically, for qualitative studies the JBl qualitative assessmentandreview toolis utilised.
The critical appraisal tools described are a checklist of items that reviewers need to provide an evaluation
foreach primary study using ascoring system. Forany systematicreview protocol, itis usefultoinclude
critical appraisal tools in the appendix to ensure that readers are well-informed of the link between the
instruments and systematic review methodologies.

During an assessment of methodological quality of the studies included in the qualitative review, itis
important to grade papers in terms of study approach used and level of evidence. The JBI is one
professional group that has developed levels of evidence that are structured according to the feasibility,
appropriateness, meaningfulness and effectiveness (FAME) scale (Joanna Briggs Institute 2014). The FAME
scale may assist in identifying the strength of a recommendation when undertaking systematic reviews.
The JBI has developed qualitative assessment and review instruments to facilitate the methods for
qualitative research, these new levels of evidence and grades of recommendation are being used for all JBI
documents as of 1 March 2014 (Joanna Briggs Institute 2014).
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Data collection

When conducting a systematic review using a qualitative approach, collection of data is considered
important in demonstrating the degree of systematic synthesis. It is the stage where the reviewer
demonstrates an understanding of how to find robust evidence and how to capture information from
qualitative data to support recommendations of the review. Qualitative data findings were collected from
included studies using a data collection form. Magarey (2001, p. 379) stated that the data collection form
is ‘used todocumentthis process.’ Ingeneral, the data collection stage involves gathering and summarising
relevantinformation from primary research articles to answer the research question (Bettany-Saltikov
2012).Inthisreview, thetools usedindatacollectionaredescribedintheappendixsectiontoallowother
reviewers to follow the process and replicate any steps if required.

Data synthesis

The final component of this protocol is data synthesis, which describes the process of systematically and
appropriately combining results. Data synthesis provides information that answers the review question
and also summarises narrative synthesis of the study result (Bettany-Saltikov 2012). The most common
method used to present findings of qualitative research in systematic reviews has been through a narrative
summary. Narrative summary offers an overview of study results, emerged themes and issues of
importance. When summarising and synthesising results it is necessary to use appropriate tools, which
may also minimise data-entry errors. Many tools may be used to combine results of articles into a synthesis,
in ways thatare appropriate for different methods and events (Bettany-Saltikov 2012; Gough, Oliver &
Thomas 2012). Ingeneral, research findings were graded according to their quality and categorised based
on similarities of meaning. These categories were then subjected to a meta-synthesis in order to produce
a single comprehensive set of synthesised findings. These tools are available from the JBI and should be
selected based on the type of study design employed (Higgins & Green 2011).

Summary

The aimofchapterthree wastodiscussindetailthe methodology ofthe systematicreview used in Study
1. Information related to developing a systematic review protocol was provided. The structured plan used

inthe review was based on the recommendations of the JBI. This protocol discussed the following key

components: the objective, background, inclusion criteria for studies, search strategy, assessment of

methodological quality, data collection, and data synthesis. The next chapter provides details about the

methods used to conduct the systematic review.
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Chapter Four: Method

Introduction

This chapter reports on methods used to identify and synthesise the qualitative evidence of lived
experiences of healthcare professionals as significant others to hospitalised loved ones in acute care
settings. Methods in review are tools that reviewers use to assistthe review process. This review was
conductedaccordingtoaprioripublished protocol (Sabyanietal.2016). Inthe chapterthe following will
be addressed in details which include: Review question / objectives, Inclusion and exclusion criteria, Types
of participants, Phenomena of interest, Context, Types of studies, Search strategy, Critical appraisal, Data
collection and Data synthesis.

Review question /objectives
As mentioned above, the question to be answered by this review is:

What are the lived experiences of healthcare professionals as significant others to hospitalised loved ones
in acute care hospitals? The following are the objectives of this qualitative systematic review:

« Toreviewstudiesofthe experiences ofhealthcare professionals when their significantothershave
been admitted to an acute care hospital.

+ Togaininsightinto healthcare professionals’ lived experiences when their significant others are in
acute care hospital.

= Toidentify factors thatimpact on the experiences of healthcare professionals who are significant
others when their loved ones are admitted to an acute care hospital.

« Toidentifythe needs and perceptions of healthcare professionals when their significantothers are
admitted to an acute care hospital.

Findings from the systematic review were used to inform Study 2 of this research portfolio.

Inclusion and exclusion criteria
The following criteria were used to focus the systematic review and ensure appropriate studies were

identified in regard to the review question and objectives.

Types of participants

The review considered studies thatinclude only registered nurses (RNs) and physicians who reported their
experience as a significant other when a relative had been admitted to an acute care hospital. Other
healthcare professionals were excluded due to the different characteristics interms of patient care and
responsibilities of clinical practice.
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Phenomena of interest

Thereview considered studies that explored the experience of RNs and physicians when a significant other
had been admitted to an acute care hospital.

Context

The review studied research conducted in any acute care hospital, i.e. a hospital that offers treatment care
for acute disease or trauma services, such as acute care, critical care, intensive care and emergency
departments.

Types of studies

The review considered primary qualitative studies including, but not limited to, research designs such as
phenomenology, grounded theory, ethnography, and action research.

Search strategy

The search strategy aimed to find both published and unpublished studies. A three-step search strategy
was utilised in this review. An initial search of PubMed and CINAHL was undertaken followed by analysis
oftext contained in title and abstract, and of index terms used to describe the article. A second search
using all identified keywords and index terms was then undertaken across all included databases. Thirdly,
reference lists of all identified reports and articles were searched for additional studies. Only studies
published in English were considered for inclusion in this review. There was no date restriction. Databases
searched were: PubMed, CINAHL, PsycINFO, and Embase. The search strategy for each database is shown
in Appendix |. The search for unpublished studies included: Google Scholar, ProQuest Dissertations and
Theses. The keywords utilised to generate the database search strategies were:

» Healthcare professional, Health Personnel, Professional-Family Relations, Nurse, Nurse-Family
member, Physician, Doctors.

= Significant other, Family, Spouses, Partner, Loved one, Family Relations, Extended Family,
Immediate Family, Close relative, Family member, Family presence, Wife, Husband, Mother,
Father.

= Life Experiences, Experience, Personal experience, Role expectation, Dualrole.

< Acute care, Critical care, Intensive care.

Critical appraisal

Papers selected for retrieval were assessed independently by two reviewers for methodological validity
priortoinclusioninthereview usingastandardised critical appraisalinstrumentfromthe JoannaBriggs
Institute Qualitative Assessmentand Review Instrument (JBI-QARI) (Appendix I1). Any disagreements that
arose between reviewers was resolved through discussion.
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Data collection

Findings from included studies were extracted using the standardised data extraction tool from JBI-QARI
(Appendix Ill). The data extracted included specific details about the phenomena of interest, participants,
study methodology and methods that described the experiences pertinentto the review question and
specific objectives. The data were extracted by the principal author to an electronic document and checked
by a second author prior to entering into JBI-QARI as a single entry.

Data synthesis

Qualitative researchfindings were pooled using JBI-QARI software and methods. Thisinvolved aggregation
or synthesis of findings to generate a set of statements that represent that aggregation through assembling
findings rated according to their quality, and categorising these findings on the basis of similarity in
meaning. These categories were then subjected to ameta-synthesis to produce a single comprehensive set
of synthesised findings that can be used as a basis for evidence-based practice. To ensure confidence in
meta-aggregatedfindings the ConQualapproachwasused. ConQualis acknowledged as the confidence of
synthesised qualitative findings (Munn et al. 2014). In the next chapter, the ConQual summary of findings
is explored in detail regarding level of dependability and credibility to influence confidence of findings using
the ConQual assessment approach (Munn et al. 2014).

Summary

Chapter four detailed methods of conducting this qualitative systematic review. The methods used in the
review were based on those recommended by the JBI. The following key components were described: the
review question, objective, inclusion/exclusion criteria for studies, search strategy, assessment of
methodological quality, data collection and data synthesis. The next chapter provides the findings of the
systematic review in detail and a summary of the ConQual approach undertaken.
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Chapter Five: Results

Introduction

This chapter describes results of the systematic review. Initially, a full summary of the findings, including
searchresults using searchterms, details of allincluded studies using appropriate frameworks and the
critical appraisal process are offered. Finally, asummary of the data extracted, including a synthesis of

overallresults, is presented. All results presented in this chapter are discussed comprehensively in Chapter
SiX.

Summary of searchresults

The systematic search produced 5600 titles from all databases. Duplicate studies, numbering 826 in total,
wereremoved. The remaining 4774 studies had titles and abstracts screened on the basis ofinclusion
criteria. During this process, a total of 4759 studies were excluded, and 15 articles were selected based on
their relevance to the review topic. After a full text review, a further five articles were excluded. Ten articles
moved forward for quality assessment using the JBI critical appraisal tool. Subsequent to critical appraisal,
three additional articles thatreported on one study were excluded. The list of articles excluded and the
rationales for exclusion are provided in Appendix IV.

Atotal of seven studies reviewed metinclusion criteria and were deemed of sufficient quality. Figure 1
(PRISMA flow diagram, http://www.prisma-statement.org/) presents details of the search strategy stages.
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Description of included studies

Theincluded studies were conducted over aten-yearperiodinfive countries: three in Australia (Giles &
Williamson 2015; Ledwidge 2010; Lines, Mannix & Giles 2015), and one each in Sweden (Carlsson et al.
2016), New Zealand (McNamara2007), the United Kingdom (Mills & Aubeeluck2006) and the United States
of America (Salmond 2011). The earliest included studies were published in 2006, and the most recent in
2016. The studies used a variety of methodologies. Three contain phenomenographic and hermeneutic
phenomenology approaches using semi-structuredinterviews (Carlssonetal.2016; McNamara 2007; Mills
& Aubeeluck 2006). However, the other four studies use descriptive (Giles & Williamson 2015; Ledwidge
2010),exploratory(Lines, Mannix & Giles 2015)and groundedtheory (Salmond2011)approaches.

In six of the seven studies, participants were registered nurses (Giles & Williamson 2015; Ledwidge 2010;
Lines, Mannix & Giles 2015; McNamara 2007; Mills & Aubeeluck 2006; Salmond 2011), and one study by
Carlsson et al. (2016) examined a variety of healthcare professionals (registered nurses, physicians,
assistant nurses, midwives, social officers, occupational therapists, radiographers and biomedical
technicians). This study was included as the majority of participants were RNs and all but one of the
illustrations provided were specifically attributed to RNs. Two of the studies were theses (Ledwidge 2010;
McNamara 2007) and five studies were published articles (Carlsson et al. 2016; Giles & Williamson 2015;
Lines, Mannix & Giles 2015; Mills & Aubeeluck 2006; Salmond 2011). The studies were conducted in acute
care facilities; three examined a single hospital (Ledwidge 2010; Lines, Mannix & Giles 2015; McNamara
2007), two were multi-hospital studies (Carlsson etal. 2016; Salmond 2011) and two did notreportthe
details of their settings (Giles & Williamson 2015; Mills & Aubeeluck 2006). The details of included studies
are presented in Appendix V.

Methodological quality

As previously mentioned, the studies’ methodological quality was assessed using the JBI critical appraisal
tool. Results ofthe appraisal are presentedin Table 2. The included studies scored a minimum of 7/10.
Two studies achieved a methodological quality of 10/10 (Ledwidge 2010; McNamara 2007), two studies
were scored as 9/10 (Carlsson et al. 2016; Salmond 2011), two studies were scored as 8/10 (Giles &
Williamson 2015; Lines, Mannix & Giles 2015), one study was scored 7/10 (Mills & Aubeeluck 2006). One
study (embodied in three articles) was excluded after critical appraisal with a quality score of 2/10
(Fulbrook, Allan, etal. 1999; Fulbrook, Buckley, etal. 1999; Fulbrook, Creasey, etal. 1999).

All included studies were strong in the critical appraisal questions related to congruity between research
methodology and the research question, research methodology and methods used to collect data,
representation and analysis of data and the interpretation of results. In addition, the questions addressing
adequate representation of participants’ voices, evidence of ethical approval and the conclusion are drawn
from analyses were strongly represented. Half of the included studies stated their philosophical framework
and situated the research culturally or theoretically. The weakest reporting among all studies was related
to question seven, which was of concern; this addressed the influence of the researcher on the research
andvice-versa. Onlytwo studies clearly stated this influence (Ledwidge 2010; McNamara 2007).
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Y= Yes; N= No; UC= Unclear.
Results of meta-synthesis of qualitative research findings

Forty findings were extracted and aggregated to create ten categories, and five synthesised findings were
derived from these categories. Of40 total findings, 18 unequivocal and 22 credible findings were extracted
from included studies. Then, findings were grouped into categories based on similarities of meaning. The
following is a detailed description of meta-synthesis including synthesised findings with their related
categories, findings andillustrations. Levels of credibilityare alsoincluded foreachfinding,i.e. Unequivocal
(U) and Credible (C). The meta-synthesis is also provided in tabular form in Appendix VI.

Synthesised finding 1: Privileged knowledge

The first synthesised finding relates to privileged knowledge that healthcare professionals have as a result
oftheir practice. Healthcare professionals recognise this knowledge of healthcare practices and more
broadlythe healthcare system as being fundamental to the experience of having afamily member (FM)
admitted to an acute care facility. Findings indicate that this knowledge brings some benefits in better
understandingofwhatis happeningtotheirrelative and also aneed to have this acknowledged by staff.
In addition, knowledge from being a health professional results in a heightened sense of judgment about
thecarebeingprovidedtotheirrelative. Twocategorieswere generated fromeightfindings (three Uand
five C), which contributed to this synthesised finding.

Category 1: Having expert knowledge is central to the experience when a loved one isiill.

Five findings were grouped into this category. Healthcare professionals acknowledged the importance of
knowledge they bring from their practice. They recognised the importance themselves, but also wanted
staff to acknowledge this. Importantly, they also recognised that their knowledge might not be complete,
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particularly in settings in which they had no experience as a clinician. These findings were extracted from
four studies.

Finding 1: The informed bystander: benefits perceived to be related to their professional experience were
knowingthe healthcare systemand howto navigate the system, possessing knowledge thatfacilitated
theirunderstanding of the patient’s iliness and communication with staffabout the patient’s testresults
and medical state as well as about what plans were made for the patient (C).

lllustration: ‘Whatlappreciated very much—1lasked lots of questions, it'simportantto me toknow how
itlooks, howisthe ECG? Isitan Ml oronlyangina, orwhatis happening?... So, | phoned the Emergency
Departmentdirect and could talk to a nurse, and | said, ‘It's me, Anna —we know one another, we work
togethereveryday—myDad hasjustarrivedinthe ED, howis he?’ Itwasreallyfine togetanimmediate
response.Andshetoldme, ‘The ECGlookslike thisandthetestresultsarelike that,”and Idon’tthink she
would have told that to ageneral relative. But, she chose this track immediately, she chose to tell me about
those very important medical findings, and then she asked, ‘Do you want to talk to the doctor in
charge?’'(Carlsson et al. 2016, p. 54).

Finding 2: Wanting acknowledgment of specialised knowledge: nurse-FMs believed that their specialised
knowledge made them different to general public-FMs and wanted their knowledge acknowledged and
respected by staff(U).

lllustration: ‘We like more information and want to be included when possible. Respecting the increased
amountofknowledge thatwe havevs.the general publicisimportant.’ (Giles & Williamson2015,p.7).

Finding 3: Wanting specialised communication: nurse-FMs highlighted the need for specialised
communication that took into consideration previous knowledge and skills (U).

lllustration: ‘We should be given more time for explanation because we need more depth and have more
questions than most other people who would simply accept what was going on and the treatment offered.’
(Giles & Williamson 2015, p. 8).

Finding 4: Specialised knowledge: nurse-parents found themselves in a unique position where they
possessed not only an intimate knowledge of their child’s personality, idiosyncrasies and medical history,
but also considerable nursing knowledge and expertise. However, they were quick to acknowledge the
limits of their knowledge, which was generally linked to their clinical specialty (C).

lllustration: ‘I certainly felt comfortable saying... you don’t need to speak that basic, or that’s a little bit too
complex.’” (Lines, Mannix & Giles 2015, p. 13).

Finding 5: Knowing and not knowing: alongside knowing, not knowing also caused feelings of anxiety and
stress. Not knowing what was happening while sitting in the waiting room and not having answers for
relatives created feelings of frustration and powerlessness (C).
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lllustration: ‘l was scared... it was just that there was that nurse part of me that maybe added to that
personal role that actually kept me from panic...I'd be panicking about something and thinking... Don’t be
ridiculous this is how it would normally go...” (McNamara 2007, p. 29).

Category 2: Healthcare professionals as relatives use their specialistknowledge to judge the care provided.

This category represents some aspects of healthcare professionals as relatives who used their special
knowledge to evaluate the care provided in terms of observing, detecting and protecting. In addition, they
experienced frustration with the quality of care delivered. This category contains three findings extracted
from three studies.

Finding 6: Evaluating care: nurse-parents were aware of general standards of care expected in the hospital
setting and often compared their child’s care to the nursing care they would ordinarily provide (U).

lllustration: ‘I had requested about three times for... a medical review and... they [nursing staff] would
come back and say ‘well we’ve spoken to him [the doctor] on the phone and... he said she’s okay and...
we’ll give her a bit more pain relief.’ (Lines, Mannix & Giles 2015, p. 15).

Finding 7: Expertly observing, detecting and protecting: being vigilant served a number of purposes (C).

lllustration: ‘Dad was hospitalised in the hospital where | trained, so the environment was very familiar to
me.Ithinkthe experienceismuchlessforeignifyouareanRN.Youunderstandwhatthe bedside charts
mean ... You also become quite critical of the deficiencies of the public hospital system.’ (Ledwidge 2010,
p. 145).

Finding 8: Disempowerment: all had experienced some dissatisfaction in the delivery of care and of
responses to their own needs (C).

llustration: ‘I couldn’t possibly have gone off sick i< k= &l couldn’t, | just couldn’t have possibly done it. |
would have felt that | was cheating the system, you know, | didn’t want to let anyone else down.’
(Mills & Aubeeluck 2006, p.162).

Synthesised finding 2: Unavoidable dilemmas as a consequence of dual identity

Healthcare professionals experience the feeling of being trapped between their personal and professional
identitieswhena FMis hospitalised. The second synthesis contains 14 findings (seven U and seven C), and
three categories fall under this synthesised finding. Healthcare professionals in the role of significant others
experience the dilemma of dual identity (being a healthcare professional and a significant other). They are
acutely aware of their two roles and are often conflicted in terms of which role they or others feel they
should be undertaking. The decision of when or if to disclose their professional status to staffis also a
significant concern. Finally, they are confronted with personal and professional boundaries that bring
pressure from within themselves and from others.

Category 3: Healthcare professionals as family members experience role conflict moving betweentwo
identities.
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Five findings were grouped into this category, which represented healthcare professionals as FMs
recognising the reality of having dual identities (professional versus personal roles). As aresult, they
experienced tension and conflict as they tried to reconcile their roles. These findings were extracted from
five studies.

Finding9:Ratherbetreated asalayson/daughter: staffwouldtreatthemdifferentlyandthattheywould
be disadvantaged by disclosing their RN status so they preferred to be treated as alay son or daughter
rather than as an RN (U).

lllustration: ‘... because | think it does make the other registered nurses uncomfortable. Sometimes you
could tell that they looked at you and you thought ohhh. | think that registered nurses are a bit sort of
hesitant. It'slike whenyou goinasaregistered nurse [as apatient] and people know you're aregistered
nurse lthinkyoueithergetunder-caredfororyougetover-caredforbigtime. |don’tthink there'sahappy
medium.” (Ledwidge 2010, p. 100).

Finding 10: Feeling torn: the nurse as relative cannot simply switch off the nurse in her being. Inextricable
connections mean that she cannot act as a detached FM (C).

lllustration: ‘...I wanted to be watching his monitor because we can watch the monitors from theatre, and
thenpartofmesaid: ‘Look, Imightevengoandsitinthegallery’...Imeantotallyillogical sortofthings you
wouldn’tallow familymemberstodonormally. Partof me wantedto do thatbutthe family side of me said
I had to go home and be with my family...” (McNamara 2007, p. 30).

Finding 11: Personal and professional boundaries: as a consequence of beinga nurse and FM, they had to
deal with the difficult issue of boundaries (C).

lllustration: ‘It [confidentiality] was an issue for me throughout. The confidentiality had been broken
initially, sountilshegave mepermissiontotalktoherdoctorsabouther,didn’t.|lhadample opportunities
tobreak her confidentiality. | could have looked onthe Trust's computer system, | could have spoken to
thedoctors specificallyaboutherand | chose nottoand Iwas very strong aboutthat.’ (Mills & Aubeeluck
2006, p. 162).

Finding 12: Emotion versus intellect: they stressed the importance of staff recognising both the FMs-self
and the nurse-self to provide effective care and support (U).

lllustration: ‘It is the opinion of everyone else that nurses who are family members should know all about
whatis going on. Yet people forget that we are human too and when itis your family itis different, often
you can'tshutoffaseasilyfromtheemotions as youdowhenyouare atwork.Wealsoneed thatmedical
jargon conversation as that satisfies the working nurse in us and the knowledge side. Once thatside is
sortedwe canthen...bethe supportforthe familymemberwhoissick.’ (Giles & Williamson2015,p.9).

Finding 13: Resumingfamilyroles: developmentoftrustwas pivotalto managing the challenge of resuming
family roles (C).
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lllustration: ‘By staying with her | withessed the competence of the nursing staff. They communicated what
theyweredoing, whattheywerefinding, whattheywould do. Theywere there when linteracted with the
physician requesting that care be changed. It made me feel safe. | could act like her motherfor a while
instead ofthe nurseincharge. Then Iwould come back tobeing the nurseincontrol.’ (Salmond 2011, p.
16).

Category 4. Healthcare professionals must consider whether or not to disclose their professional identity.

This category represents healthcare professionals as FMs considering whether or notto disclose their
professional identity. Healthcare professionals recognised that disclosing their professional status could
provide advantages for their loved ones, but might also change expectations about their role as a relative.
This category contains four findings that were extracted from two studies.

Finding 14: Dualrole conflicts: nurse-FMs experienced a conflict between wanting to conceal and wanting
toreveal their RN status (C).

lllustration: ‘Ididn’tmind they knew |lwas aregistered nurse butduring afamily meeting | was asked if |
was and of course | said | was, and after that the staff would always say ‘oh are you the nurse?’. [It] made
me feel that | was often the topic of conversation at hand-over when | was actually there as a sisterand
medical and legal guardian.’ (Giles & Williamson 2015, p. 7).

Finding 15: Disclosure unnecessary: participants did not generally want or expect to take over the nursing
of their parent as they expected the hospital staff to nurse their parent (U).

lllustration: ‘People know theirjob. What are you hoping to achieve by telling staff you’re an RN? That
they’re going to look after your father better? Aren’t they already doing the best job they can? The
implicationin telling people you’re an RN is that they’d better watch outbecause you’re watching them.
It's just not necessary.’ (Ledwidge 2010, p. 96).

Finding 16: Disclosing to be treated as a peer/colleague: advised staff of RN status to be recognised as a
peer/colleague (C).

lllustration: ‘So many of the registered nurses knew me so we got treated differently: more intimately, we
gotmore information, we gotinvolved in different ways... | remember when | worked with them —when
theywere studentsbecause | had arapportwiththem—sothisrapportjustbubbledin.’ (Ledwidge 2010,
p. 110).

Finding 17: Disclosing to get action: a need to advise staff of their RN status to gain added power to
intervene in a way that was as influential as possible and resulted in getting their parent the care and
attention they needed(C).

lllustration: ‘As Mum was dying from cancer it was horrible. She wentin for a palliative ileostomy and |
wantedherhomeassoonaspossible. Aftersurgery carewas ordinaryand staffatone stageeventaped
thebagonwith Elastoplast. Everylunchtime andtea-time Iwould arrive and herlegs would be dangling
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inareclinerandherbagwouldhaveleakedalloverher.lwould changeherandcleanherupandelevate
herlegs thatwere very swollen. After 2 days ofthis itwas time tolet staffknow. They even referred Mum
to the stoma therapist. She ordered appropriate bags that didn’t leak and Mum'’s legs were always
elevated. Until they found out that | was an RN the staff had told my aunty that it was normal for stoma
bags to leak.’ (Ledwidge 2010, p. 116).

Category 5: Healthcare professionals are confronted by personal/professional boundaries.

Five findings were grouped into this category, which represents healthcare professionals as FMs’
experiences of pressure in relation to their personal and professional boundaries. Findings indicated that
healthcare professionals were confronted by the boundaries between two roles of relative and healthcare
professional. They identified that pressure to overstep this boundary could come from themselves or the
expectation of others. These findings were extracted from three studies.

Finding 18: The carer: the informants’ descriptions focused on how they not only monitored the medical
status of their loved ones and took over communication with ward staff as well as the coordination of care,
butalso thatthey were forced to take over much of the care, both in hospital and athome (C).

lllustration: ‘lamtrained to observe and monitor patients’ vital signs, that’s whatI’'mthere for [at work];
observe and tell nurses or doctors when thereis a change... | could see her puff and | thought, ‘She will
developpulmonaryoedema.’ Solsaid, ‘Youwould need one ofthose pipes’... Well, Iwenttomywardfor
apipe so that she could do her breathing exercises. On Monday, the residentin charge praised me for
having started the exercise. She asked if the physiotherapist had prescribed the pipe. ‘No, itwas Mum,” my
daughter said! And I felt a bitembarrassed.’ (Carlsson etal. 2016, p. 56).

Finding 19: Stepping in on numerous occasions to ensure that their FMs received adequate nursing care,
believing that their specialised knowledge and skills prevented significantdeterioration in the patient’s
condition (U).

lllustration: ‘Many times | had to be there torequest basic care, notice when he was deteriorating and
feed and keep him clean... Thankfully my own abilities possibly saved him from deteriorating further... |
was not prepared to sit back and watch the appalling care my husband received... [he] would nothave
madethe progresshehaswithouttheinputmyknowledge added...Hehadtohave someonetokeephim
safe.’ (Giles & Williamson 2015, p. 8).

Finding 20: Expectations placed on self: nurse-FMs actively nursed both their own FM and other patients
in the vicinity (U).

lllustration: ‘The obligation they felt to provide this care, and the added pressure they felt to maintain
control, lest everything ‘fall apart’.’ (Giles & Williamson 2015, p. 9).

Finding 21: Staff expectations: nurse-FMs felt pressured by staff to undertake tasks thatwould notbe
expected from a general public-FM (U).
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lllustration: ‘When | visited they hardly came near myfatherand | felt they were leaving meto attend to
the care. Inthe end | was distant to [my father] as I felt all care was being left to me... lwanted to be me
and notanurse... Itwas difficultto see whatwas happening with my knowledge and wanting to ‘hide’ as
my [father]wasdying, buthavingtokeep himinbed, make surethe [V wasn’tpulled outetc. Notmyjob!!!
The topicof me doing the care should have been discussed. Some people maywanttodoit, others not.’
(Giles & Williamson 2015, p. 9).

Finding 22: Filling in gaps: over-stepping boundaries and gender differences: overstepped the usual child-
parentboundaries and this intruded on the parent’s privacy and led to feeling uncomfortable (U).

lllustration: ‘When [the nurse] arrived | assisted herto change my father because he had been slightly
incontinentwhenshe was puttingthe syringedriverinand I regretthat| had done thatbecause Dad was
avery, very private person and he would have hated me doing that... and it’s just something that | think
aboutnowandagainandljustwished lhadn’tdoneitbecause he wouldn’thave liked me doingit. I think
she should have asked forone of the other nursesto come and help hernotme. Itwas herrequestandit
wasaspontaneousthingand ljustdiditwithoutthinking-and|canrememberthinking-wewerefinishing
the task and Iwas thinking - oh | wished I hadn’t done that - | just thoughtit was invading his privacy ina
way that | don’t think he would have liked.” (Ledwidge 2010, p. 156).

Synthesised finding 3: Being a protector is imperative

The professional identity of healthcare professionals and their specialist knowledge makes it imperative
thattheytake on the role of protector of theirloved one. This third synthesis contains six findings (two U
and four C), and two categories fall under this synthesised finding. Healthcare professionals as significant
othersrecognisethatobservingtheirilllovedone’s condition and being a spokespersonforhimorherto
ensurethatadequate careisdeliveredisunavoidable. Theyfeeltheneedtoquerythein-depthdetails of
care provided and contribute to the provision of care, when appropriate.

Category 6: The need to watch over their ill loved one is inescapable for healthcare professionals.

This category represented healthcare professionals as FMs’ experiences being compelled to watch over
the care provided totheirillloved one. Theyfeel pressured orevendistressed when keeping watch and
monitoring theirloved one’sillness, butrecognised there was no choice and thishad tobe done. Three
findings extracted from three studies were aggregated from this category.

Finding 23: The supervisor: this way of understanding was focused on monitoring the patient's medical
status, test results and nursing care while staying in the background (C).

lllustration: ‘I talked to him [the fiancé] and said, ‘You really have to tell them, or I'll do it And then he
did,andthey[the stafflbecame moreactive abouthis diabetes, hisblood sugartestsand so. Withoutme
naggingaboutthat, Ithinktheywereabitoff-handed, butlwatched overthemandmadethingshappen...
Well, | told him over and over again ‘If you don’t talk to them, | will!’ It was obvious that when | pushed
and he asked the right questions —then, things happened.’ (Carlsson etal. 2016, p. 55).
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Finding 24: Keeping watch and advocating: nurse- FMs felt compelled to watch over and advocate for their
FMs, fearful that care would deteriorate in their absence (U).

lllustration: ‘The weeks during his stay when his care was appalling were very difficult as | did not want to
be ‘overreacting’ but could nottolerate whatwas happening. When expressing my concern to people |
was labelled as ‘anxious’ and ‘stressed’ — both true and real but hardly the reason for expecting my
husband to be kept clean, dry and warm, let alone covered and dignified in front of strangers.’(Giles &
Williamson 2015, p.8).

Finding 25: Surveillance and protection: vigilant observation was the key to surveillance and protection

(U).

lllustration: ‘They were phenomenal. They never questioned any-thing about whether | should be there
beside him. Iwas partof the team. They shared details, gave merealinformation. ltallowed me to be in
control.’(Salmond 2011, p.15).

Category 7: Healthcare professionals are compelled to be an advocate for their ill loved one.

Category 7 focuses on healthcare professionals’ experiences of being an advocate for their ill loved one’s
care. They stressed that advocating for the patient was their role because of their clinical experience and
family relationship. This category contains three findings extracted from three studies.

Finding 26: The advocate: informants who understood being an FM of a hospitalised patient as being an
advocate of the patient (C).

lllustration: ‘So, he was placed in this room, he had to stay in the ward where he didn’t wantto be — his
lungs were the problem and they belonged to that ward. And he couldn’tgo home... and itwas hard to
say, ‘You should terminate the cancer treatment,’ like that. They [healthcare staff] were so careful and, like
respectful, youknow. Buthe gotjustworse and worse and he had no energy, solthought, I'll have to ask
foratalk with the resident, and ask him, ‘Since he [the father]can’tgohome, and since he’s notgoing to
have any more treatment—well, this is a ward for cancer treatment, there must be somewhere else for
him to be, a hospice ward or something.’ (Carlsson etal. 2016, p. 56).

Finding 27: Being the fixer and fixing: intervene in management of care (C). lllustration: ‘I wrote an official
complaintbutnothing ... they phoned and said ‘we’re sorry about the loss of your mother but we felt we
did everything we possibly could and perhaps you might have been affected because you were too close
to you mother’ ... I thought oh no.’ (Ledwidge 2010, p. 157)

Finding 28: Advocating for: advocacy occurred with or without collaboration; however, patient and family
needs were best served when collaboration existed (C).

lllustration: ‘| came in in the morning. They told me he was unstable. | started asking questions, his blood
gas, hispHwaslike 7.0. Iwaslike ‘what’, he’s going to code. You need to do this, you need todo that... |
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wasn’ttryingtomanage the situation butl knew whatneeded to be done and |had tobe sure everything
was being done.’(Salmond 2011, p. 16).

Synthesised finding 4: Family expectations are inevitable

Healthcare professionals struggle to meet the unavoidable high expectations of their FMs. The fourth
synthesis contains six findings (four U and two C), and one category makes up the synthesised finding.
Healthcare professionals as significant others are under pressure to take the lead for the familywhen a
lovedoneisacutelyill. Theyarerequiredtoknowwhatisgoingon, bethe supportfortherestofthefamily,
even when this means not showing their true feelings.

Category 8: There is considerable pressure to be present for family when one is a healthcare professional.

This category shows how healthcare professionals, as FMs, perceived the role of beingan FM ofanill loved
one. They experienced pressure from FMs’ expectations, includingill loved ones, and took a leadership role
in overseeing the quality of care. As a consequence, the healthcare professional FM was responsible for
dealing with two relationships, their relationship with family and their relationship with staff, in order to
facilitate and gain information. Six findings, which were extracted from three studies, were grouped in this
category.

Finding 29: FM expectations: nurse-FMs felt under considerable pressure from the patientand other FMs
to play a particular role (U).

lllustration: ‘lwas more anxious and worried than other family members and this was reinforced when
they tended to rely on me to make decisions for them all... Other family members relied on me but | did
notwantto be in control or responsible for decisions.’ (Giles & Williamson 2015, p. 9).

Finding 30: Leading and staying strong atany cost: being the eldest child was an important factor in relation
to taking a leading role (C).

lllustration: ‘Fundamentally that comes about because I'm the eldest of six. I'm the only nurse. Thereis a
medical doctor buthe was notin the state atthe time when things firsthappened. I'm also very close to
bothmyfatherandmymotherandbecausethiswasanexperienceformyfather,mymotherneededalot
ofsupportsoforthosereasonsl|gotpulledinandwasthe mainsupportforbothofthem.’(Ledwidge 2010,
p. 132).

Finding 31: Being adept at hospital language: the RN-on-standby understood ‘hospital talk’ and could
interpret it for the family (C).

lllustration: ‘The rest of the family needed me to interpret the language that the doctors and nurses were
using — the staff could not seem to explain anything easily in layman’s terms — thank god | could or
confusion would have been greater. [My brother] was listening and being very polite to the doctors and
nurses andthen asthey’d walk outthe room sometimes he’d cross his eyes and say ‘what the heck was
that?’ (Ledwidge 2010, p. 151).
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Finding 32: Keeping it real: providing reality grounding: at times, participants spoke up to correct the
family’s misguided ideas aboutthe parent’s prognosis or expectations ofimprovement, and this sometimes
challenged FMs who were in denial or dramatically altered or shattered the family’s hopes of the parent’s
recovery, and at times resulted in conflict between the participant and FMs (C).

lllustration: ‘ljust very quietly would say don’tget your hopes up too high just expect thatthings aren’t
goingtobe good. Butjustvery quietlyand comfortinglyreally... because...|IknewthatifIwereto say yes
she’d be ok then they’d literally take my word for it and it would have been devastating for them to have
discovered that she wasn’'t going to be ok. And because they trust my word so much | couldn’t pretend
thatthings would be ok butatthe sametime Ihad tobe very gentle and notdirectandreally well I'm sorry
thisis it sort of thing. Sojusttried to soften it by saying look don’t get your hopes up too much justtry to
think the worst because then that way if something else happens well it's abonus.’ (Ledwidge 2010, p.
153).

Finding 33: Gaining information and seeking meaning: nurse-FMs intentionally built relationships to
facilitate acquisition of detailed information and explanation of the meaning of this information (U).

lllustration: ‘I was insisting on seeing every blood test, to know every vital sign. The nurses were wonderful.
Theygave meashortcourseonallthenewtechnologyinthe ICU. Theyinteractedwithmeknowinglwas
anurse and not an average daughter sitting atthe bedside.’ (Salmond 2011, p. 15).

Finding 34: Requiredtobe ‘in-charge’: outwardly, theywore amasksothattheyappearedincontrol (U).

lllustration: ‘Oh my God, it was the scariest time of my life. But | couldn’t, | wouldn’t let them [family
members] know how concerned | was. They looked to me for their hope and | did not want to diminish
that.” (Salmond 2011, p. 14).

Synthesised finding 5: Intense impact on experience

The experience influences the healthcare professional’s personal state and their clinical practice. The fifth
synthesis contains six findings (two U and four C), and two categories fall under this synthesised finding.
Healthcare professionals, as significant others, feel an additional impact on them personally because of
their professional knowledge and understanding and this is mainly negative. Conversely, there are some
whofeel thatthe experience of having alove one admitted to an acute care facility has a positive impact
on their ownpractice.

Category 9: The impacton their personal wellbeing is amplified because of their professional identity. This
category provides evidence from healthcare professionals as FMs who experienced a negativeimpactand
emotionalimbalance in their personallife when anillloved one was admitted in an acute care hospital.
Manyfeltthatthisimpactwas greaterduetobeingahealthcare professional. Thefive findings allocated
to this category were extracted from five studies.

Finding 35: Personalimpactofchild’shospitalisation:describingoverallunpleasantexperiences(C).
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lllustration: ‘he [son] couldn’t cry because... of the tube in his throat... it was heart-breaking, and... | was
in tears, itwas horrible.’ (Lines, Mannix & Giles 2015, p. 15).

Finding 36: Specialised knowledge amplifying emotions: the impact of nurse-FMs specialised knowledge
on their emotional state (C).

lllustration: ‘Justthatsituation of being emotionallyinvolved, and trying to make decisions on behalf of
the family. [It was] very difficult to be professional and play RN professional role... The knowledge and
experienceis stillthere—butthe emotionis strongerlthink—that'swhat | found difficult. Regardless of
my knowledge it was very hard to be on the other side of the care... | was not scared by the ventilators,
could help with suction etc. but it was my dad on that bed and it scared the hell out of me.” (Giles &
Williamson 2015, p.9).

Finding 37: A nurse’s nightmare describes unexpected intense emotions experienced by Intensive Care
Unit (ICU) nurses when an FM is admitted, critically ill, to an ICU (C).

lllustration: ‘... know that feeling of utter helplessness, it’'s that fear, it's that fear that is so persuasive... |
think you underestimate the absolute fear that you're actually related to everything...” (McNamara 2007,
p. 26).

Finding 38: Heightened emotional turmoil: they pictured different scenarios of what mighthappenand
what might go wrong as they dealt with the present and projected ahead to ‘what ifs’ (C).

lllustration: ‘Attimesitwaslike nomatterwhattheysaidtome, Icould notfeelcomfortable and confident
that everything was going to work out. | kept thinking of the ‘what ifs...” and kept wishing | did not know
anything so | could justgoin there and sitby the bedside and just be supportive. Knowing made it much
harder.’ (Salmond 2011, p. 14).

Finding 39: Quality oflife: as a consequence of caring for their FM, they had experienced a negative impact
on their quality of life (U).

lllustration: ‘He nevermade mefeelbadforit,butyou’retryingtoplease everyone, you'retryingtogive
everyone abitofyouand you can’t. Ourown needs gotreally pushed down to the bottom ofthe needs of
others.” (Mills & Aubeeluck 2006, p. 161).

Category 10: The experiences of having an ill loved one can have a positive impact on their professional
practice.

This category demonstrates the positive impact that healthcare professionals as FMs feltwhen they gained
better insight through their experiences when an FM was admitted to the hospital. One finding, extracted
from one study, was in this category.

Finding 40: Gaining deeper insight and new meaning: the insights have also provided their practice with
new meaning (U).
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lllustration: ... lwouldregard itas probably quite a pivotal turning pointforme. | have started tomaybe
question things a lot more ... | do a far better family handover ... | have a deeper understanding of relatives
andithas changed myreactiontothem quite abit. [twas ahuge eye openertomejust... seeingthe way
things happened and seeing it from the other side...” (McNamara 2007, p. 35).

Confidence in meta-aggregated findings

To develop confidence in meta-aggregative qualitative synthesised findings, a ConQual approach was
undertaken in line with methodology of Munn et al. (2014). The ConQual approach calls for a special
methodological group assessmentto generate aqualitative summary offindings table and to grade findings
using specific criteria related to the type of data, level of dependability and credibility. Recently, the JBl has
adopted the ConQual summary findings approach as a part of the qualitative systematic review for
establishing confidence in synthesised findings. The five synthesised findings of the ConQual summary
findings were graded as ‘moderate’ (Table 3).
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Table 3: ConQual summary findings

Systematic review title: Experiences of healthcare professionals of having their significant other admitted to an acute care facility: a

qualitative systematic review

Population: Registered nurses and physicians who reported their experience as a significant other when a relative was admitted to

an acute carefacility

Phenomenaofinterest: The experience of healthcare professionals whenasignificant otheris admittedtoan acute carefacility

Context: Research conducted in any acute care setting

Synthesised Finding Type of research

Dependability Credibility

SR GaE e e Phenomenography  Remains at Downgrade
«  Descriptive the level* one level**
approach
. Descriptive
interpretive
approach
«  Exploratory
approach
*  Hermeneutic
phenomenology
CLEVLE el Phenomenography  Remains at Downgrade
CEelelel G e Descriptive the level* one level™
dual identity approach
. Descriptive
interpretive
approach
=  Hermeneutic
phenomenology
Grounded theory
Being a protector is «  Phenomenography Remains at Downgrade
imperative . Descriptive the level* one level**
approach
«  Descriptive
interpretive
approach
=  Grounded theory
Family expectations are [RCEEENRI-ol (ol Remains at Downgrade
inevitable approach the level* one level**
«  Descriptive
interpretive
approach
*  Grounded theory
Intense impact from = Exploratory Remains at Downgrade
the experience approach the level* one level**

. Hermeneutic
phenomenology
. Grounded theory
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ConQual
Score

Moderate

Moderate

Moderate

Moderate

Moderate

Comments

*Remainsatthelevel dueto
4 yesresponses

** Downgraded one level
due to mix
unequivocal/credible
findings

*Remains attheleveldue to
4 yesresponses

** Downgraded one level
due to mix
unequivocal/credible
findings

*Remainsattheleveldueto
4 yesresponses

** Downgraded one level
due to mix
unequivocal/credible
findings

*Remains attheleveldue to
4 yesresponses

** Downgraded one level
due to mix
unequivocal/credible
findings

*Remains attheleveldue to
4 yesresponses

** Downgraded one level
due to mix
unequivocal/credible
findings



Conclusion

This chapter presents results of a qualitative systematic review that identified seven studies thataddressed
the aim of this review: the experiences of healthcare professionals when their significant others have been
admittedtoanacute care hospital. After using the systematic search strategy and meeting theinclusion
criteria following critical appraisal assessment, these studies were included. Among the seven studies, 40
findings were extracted and then grouped to create ten categories; furthermore, five synthesised findings
were derived, representing a variety of healthcare professionals’ experiences. In addition, these studies
were assessed using the ConQual approach to provide confidence in the qualitative synthesised findings,
which were graded at the ‘moderate’ level in terms of dependability and credibility. The following chapters
discuss the meta-synthesis findings in detail.
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Chapter Six: Discussion

Introduction

The question for this review is ‘What are the lived experiences of healthcare professionals as significant
others to hospitalised loved ones in an acute care hospital?’ This chapter provides comprehensive
discussion of synthesised findings identified in the review and considers how these findings align with
related literature. In addition, the following discussions outline limitations of the review, implications for
practice and the need for further research. Finally, this chapter summarises conclusions drawn from this
study.

Synthesis of mainfindings

The seven studies included in the meta-synthesis resulted in 40 findings which were grouped into 10
categories and five synthesised findings. The findings were categorised under the following headings:
privileged knowledge, unavoidable dilemmas as a consequence of dual identity, the need to actas a
protector, inevitable family expectations, and the intense impact of the experience. These findings greatly
aided the understanding of experiences of healthcare professionals when theirill orinjured loved ones are
hospitalised in acute care settings. For any individual, the experience of having a significant other with an
acute illness can be an anxious or even a distressing experience. When that individual is a health
professional, there is added complexity to the experience. This complexity arises from medical knowledge
health professionals possess. This privileged knowledge is fundamental to the experience and gives the
healthcare professional a different perspective of themselves and the part they play in care being provided
to their significant other. As a consequence, the health professional is drawn to consider that the dual
identity of being a relative and a health professional brings an unavoidable dilemma. In addition, their
privileged knowledge brings inevitable expectations from other FMs butalso their own expectations of
using their knowledge to protect their loved one. Consequently, these experiences have an intense impact
on healthcare professionals both personally and potentially on their own practice. This interlinking of
synthesised findings of this review is presented in Figure 2 and represents the complexity of the
phenomenon of a health professional with a significant other who is an acutely ill patient.

52|Page



Healthcare
professional as a
significant other

Privileged
knowledge

Unavoidable

Family dilemma as a

expectations consequence
are of dual
inevitable identity

Being a
protector is
imperative

Intense impact
from the
experience

Figure 2: Model depicting the experiences of healthcare professionals as significant others to hospitalised loved ones in
acute care settings and the impact from the experience.

The first synthesised finding addresses how fundamental the privileged knowledge held by healthcare
professionals was when a FM was an acutely ill patient. This knowledge related to clinical aspects of care
and understanding of the health system where that care was provided. Two categories were synthesised
to develop synthesis finding one.

Incategoryone, the health professionals considered that this additional knowledge was central to their
experiences when aloved onewasill. They believed thatthere were benefits of having thatknowledge
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because they had a better understanding about their relatives’ condition and itwas much easier to navigate
the system and gain access to information that would not be available to a layperson. In addition, they
wanted their specialised knowledge acknowledged by staff and that it should result in more in-depth
explanation about what was happening. ‘We should be given more time for explanation because we need
more depth and have more questions than most other people who would simply acceptwhatwas going
on andthetreatment offered’ (Giles & Williamson 2015, p. 8). Other studies have reported that all FMs
needed was to receive explicitinformation about their loved one (Eggenberger & Nelms 2007; Linnarsson,
Bubini & Perseius 2010; Olivet & Harris 1991). The findings of this review indicate that health professionals
felt they could understand more detailed information and therefore this should be given to them (Carlsson
etal. 2016; Lines, Mannix & Giles 2015). Health professionals also wanted recognition that, depending on
the circumstance, there might be limits to their knowledge particularly where care did notrelate to their
ownspecialty (Lines,Mannix & Giles2015). Regardless of whetherthey had a specific specialistknowledge,
theystillfelttheywere betterequippedto evaluate the care being givenin comparisontogeneral public-
FMs.

In category two, the findings highlight that healthcare professionals used their clinical knowledge
specifically to judge care provided to theirill loved ones. Healthcare professionals’ possessing specialised
knowledge resultedin certain expectations of staffto provide a quality of care, butthese needs were not
often met. ‘You know the holes in the system, you know everything that could’ve gone wrong, did go wrong
and Ifeltljust, [foughthis cornerconstantly’ (Mills & Aubeeluck 2006, p. 162). Given thatthe knowledge
possessed by healthcare professionals is central to this experience, the following three synthesised findings
address how having this knowledge relates to expectations of both healthcare professionals and others,
including FMs and staff caring for their loved one.

The second synthesised finding (healthcare professionals experience being trapped between personaland
professional identities) emphasises that having a dual identity not only became blurred, but also caused
role conflictandidentity confusion. Similarly, thisfindingisalsoidentifiedin Gilesand Hall (2014 ) review
thatsuggests professional and personal roles canbe extremely unclear. Three categorieswere synthesised
to develop synthesis finding two.

In category one, findings highlight that healthcare professionals as FMs experienced tension between
professional and personal roles thatled torole conflict. The participants feltthey were torn between two
identities. If they were seen by staff as being a healthcare professional, then they were not then being
treatedasasonordaughter. This could lead to alack of emotional supportfrom staff. “Yet people forget
thatwe are human too and whenitis your family itis different, often you can’t shut off as easily from the
emotions asyoudowhenyou are atwork’ (Giles & Williamson 2015, p. 9). Traditionally, the FMs’ role is
supporting and comforting their ill loved one (Band, Barrowclough & Wearden 2014; Gavaghan & Carroll
2002; Vandall-Walker, Jensen & Oberle 2007). The healthcare professionals saw the need to return to that
role but recognised they needed to deal with their professional role first. “They were there when |
interacted with the physician requesting that care be changed. It made me feel safe. | could actlike her
mother for a while instead of the nurse in charge’ (Salmond 2011, p. 16).

In category two, findings identify the frustration occurring among healthcare professionals as FMs when
making the decision whether or notto disclose their professional identity. They could see both advantages
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and disadvantages of disclosing their professional status. On the one hand, participants felt that if they did
disclosetheirprofessionalidentity, theymaybe pressuredtoundertake more directcare oftheirrelative
(Ledwidge 2010). However, on the other hand, disclosure could bring added authority and more power to
influence the care oftheirillloved one. ‘After2days of thisitwas time toletstaffknow. They evenreferred
Mumtothe stomaltherapist. She ordered appropriate bagsthatdidn’tleakand Mum’slegs were always
elevated. Until they found out that | was an RN the staff had told my aunty that it was normal for stoma
bags to leak’ (Ledwidge 2010, p. 116).

In category three, the finding recognises a challenge occurring among healthcare professionals as
significant others in relation to personal and professional boundaries. The participants conveyed that they
were acutely aware of personal and professional boundaries when an ill loved one was hospitalised. They
neededto consider when to step in, step out or even over-step these boundaries. In some cases, they
themselves feltcompelled to take on the professional role to intervene on their relative’s behalf or even
onbehalfofotherpatients (Giles & Williamson 2015). Onotheroccasions, they felt pressured by staffto
undertake tasks that they felt would not be expected of a layperson FM. ‘Dad was a very, very private
personandhewould have hated me doingthat...andit’s justsomethingthatlthinkaboutnowand again
andljustwishedlhadn’tdoneitbecause hewouldn’thavelikedmedoingit. Ithinkshe shouldhave asked
for one of the other nurses to come and help her not me’ (Ledwidge 2010).

In the third synthesised finding, the professional identity of healthcare professionals and their specialist
knowledge make itimperative thatthey take on the role of protector of theirloved one, being a protector
is imperative. As expected, this finding is similar to the Giles and Hall (2014) review that states that nurse-
FMs act as a protector to their ill loved one. Two categories were synthesised to develop synthesis finding
three.

In category one, findings indicate that healthcare professionals cannot escape the obligation to watch over
theirill loved ones’ care. ‘The weeks during his stay when his care was appalling were very difficult as | did
notwantto be overreacting but could nottolerate whatwas happening’ (Giles & Williamson 2015, p. 8).
The participants feel the need to oversee the quality of care provided because of their clinical expertise
and professionalrole.

In category two, the findings address that when an ill loved one is admitted to a hospital, healthcare
professionals as FMs are bound to be an advocate. ‘l came in in the morning. They told me he was unstable.
| started asking questions, his blood gas, his pH was like 7.0. | was like ‘what’, he’s going to code. You need
todothis;youneedtodothat...lwasn’ttryingto managethe situationbutlknewwhatneededtobe done
andlhad to be sure everythingwas beingdone’ (Salmond 2011, p. 16). Participants described the necessity
to advocate for their ill loved one using their clinical knowledge to interpret clinical information. In general,
it can be expected that a layperson would act as an advocate for their ill relative, but the healthcare
professionals understood that their knowledge put them into a unique position that could not be avoided.

In the fourth synthesised finding, the uncomfortably high expectations of other FMs on healthcare
professional FMs is always apparent, family expectations are inevitable. When anill loved one is admitted,
the family expects the relative who is a healthcare professional to take the lead and be the spokesperson
for the family. Correspondingly, this finding is also acknowledged in the Giles and Hall (2014) review that
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there are undeniable expectations on nurse-FMs by other FMs. One category was synthesised to develop
synthesis finding four.

This category states that there is considerable pressure faced by an FM who is a healthcare professional.
When anillloved one was hospitalised, participants expressed feelings of tension inbecoming accountable
for all parts of care and dealing with other FMs’ needs. They took the obligation to convey medical
information to other FMs such as translating medical terminology, discussing the care provided and
answering questions relating to the loved ones’ iliness. Participants described themselves as ‘in-charge’ or
‘in control’ in watching over the care delivered to theirill FM. ‘Oh my God, itwas the scariest time of my
life. Butl couldn’t, | wouldn’t et them [family members] know how concerned | was. They looked to me
for their hope and | did not want to diminish that’ (Salmond 2011, p. 14).

In the fifth synthesised finding, intense impact from the experience, the healthcare professionals’ clinical
practice and personal state are fully influenced by their experience. Obviously, healthcare professionals as
significant others experience an extremeimpact personally and professionally due to their clinical expertise
and professionalidentity. Inourreview, this synthesis was animportantcomponent ofthe participants’
experience and was frequently described by healthcare professionals, in contrast with the Giles and Hall
(2014) review where itwas not noted. Two categories were synthesised to develop synthesis finding five.

In category one, the findings of this review stressed that the personal impact on healthcare professionals
as significant others was amplified because of their professional identity (Giles & Williamson 2015;
McNamara 2007; Salmond 2011). A qualitative systematic review by Linnarsson, Bubini and Perseius (2010)
described the experiences and needs of [lay] FMs to criticallyill patients in an acute care setting. One of
the major findings of that review was that FMs experienced emotional turmoil: a ‘roller coaster’ of anxiety,
distress and fear (Linnarsson, Bubini & Perseius 2010).

While itis logical that there will be a significantimpact on healthcare professionals with an acutely ill loved
one, itistheir professional knowledge and identity that participants felt made the impact more intense.
‘At times it was like no matter what they said to me, | could not feel comfortable and confident that
everythingwas going towork out. | keptthinking ofthe ‘whatifs’ and keptwishing | did notknow anything
so | could justgo in there and sit by the bedside and just be supportive. Knowing made it much harder’
(Salmond 2011, p.14).

Incategorytwo, anovelfindingwastheimpactforhealthcare professionals assignificantothersontheir
own professional practice. Participants articulated thathaving anill FM admitted their clinical practice
made them more aware and provided adeeperinsightinto how FMs are treated. ‘| do afar better family
handover...I have a deeper understanding of relatives and it has changed my reaction to them quite a bit.
It was a huge eye opener to me just...seeing the way things happened and seeing it from the other side...’
(McNamara 2007, p. 13). They emphasised a significant change in their professional practice toward FMs
of patients they were caring for because of their past experiences when a loved one wasiill.

Limitations to thereview

The aim of this qualitative systematic review was to identify the best available evidence on experiences of
healthcare professionals when their significant others have been admitted to an acute care hospital. There
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areanumber of potential limitations of this qualitative systematicreview. Itwas decided that ‘significant
other’ was the termto be used for the review question and objectives. It was quickly identified thatthere
aremanyalternativetermssuchas ‘familymember’ or‘relative’ thatare usedindifferentwaysindifferent
studies. While alternativetermswereincludedinthelogicgridforthe searchofeachdatabase,itmaybe
possible that additional terms could be used and as a result some studies may have been missed. Second,
this review aimed to include studies of both RNs and physicians. The included studies had a high number
of RN participants rather than physicians, and this should be considered when reviewing the findings. In
addition, limitations relate to restriction of the search strategy to Englishlanguage studies only as there
was no capacity for translation of other languages, and clearly the experience would not be limited to
countries where English is the dominant language.

Implications for practice

The currentqualitative systematic review provides evidence inrelation to the experience of healthcare
professionals when a significant other is admitted in an acute care setting. The needs and expectations of
all FMs should be considered by staff, but when the FM is a healthcare professional there are some
additional considerations. The knowledge that a healthcare professional possesses can be advantageous
because they may have a deeper and more detailed understanding of the patient’s history and condition,
but this must not be assumed. Healthcare professionals may or may not want to disclose their professional
identity to staff, and this should be respected. Depending on the context, relatives of any kind can play a
roleinprovidingsome caretotheirloved one, butwhenhealth professionals areinvolved staff should be
conscious of the boundaries between personal and professional care and ensure that care provided by the
health professional FMis negotiated and appropriate. Finally, when dealing with an FMwho s a healthcare
professional staffshould be aware thatthe knowledge that person possesses may amplify theimpact of
the situation. These recommendations have been assessed based on the JBI grades of recommendation:
Grade A (Joanna Briggs Institute 2014).

Implications for research

The current review identified that research has been particularly focused on the experience of nurses and
in particular RNs. A broader population sample should be considered to include clinicians from other
disciplines. It would also be useful to consider the experience of staff when dealing with healthcare
professional FMs. Itis noted thatmost participants ofincluded research were female. Furtherresearch
exploring the experiences of male healthcare professionals in this situation may promote a more gender-
balanced understanding. Finally, in this review, participants from one study reported the impact of the
phenomenon on their professional practice. Therefore, further research is needed to explore how the
experiences may influence professional practice.

This review offered details of article searches performed and which articles metinclusion criteria. In
subsequent meta-synthesis of identified studies, seven were found to meet the inclusion criteria and were
consequently included in the review. This chapter explained the findings of this review and stressed areas
thathave beenstudied. The following chaptersinclude a conclusion chapterto thisreview and highlight
future research into this phenomenon.
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Conclusion

The qualitative systematic evidence produced a synthesis of anumber of moderate quality studies that
explainthe experiences of healthcare professionals as significant others to hospitalised loved onesin acute
care settings. The review has acknowledged that being a healthcare professional as significant other is a
comprehensive and difficult experience, with connectingissuesthat are influenced primarily by expert
knowledge and professional role. While commencing this review it was found that between the periods of
2006 to 2016 there were limited studies undertaken and published on the subject, with only seven studies
meeting the inclusion criteria and being reported. Five main themes were identified: privileged knowledge,
dual identity, being a protector, family expectation, and intense impact from the experience.

As aresult of the systematic review, information gained highlights essential knowledge regarding the
experiences of healthcare professionals as FMs of patients. In particular, uniqueness of the experience for
healthcare professionals was connected with having clinical knowledge and professional identity within
the healthcare service. Although the review discusses some of the various activities and role functions of
healthcare professionals as significant others, it examines the issue more deeply to uncover the complex
and personal side of the experience in this specific situation. Healthcare professionals and hospital
administrative support staff are required to support these healthcare professionals as FMs, otherwise they
appeartobeatgreatrisk ofburnoutduetooverwhelmingdemandsandincreased pressuretofillgapsin
an increasingly burdened healthcare system. The review has also provided understanding regarding the
similarities and differences of experiences between the layman and healthcare professional as significant
other when a loved one is admitted.

Knowledge generated by this review facilitated development of a survey study (Study 2) which examines
the perception of nurses as significant others to patients admitted to an acute care hospital. In addition, to
strengthen the evidence-base for understanding the lived experience of staff when dealing with healthcare
professional FMs, Study 3is a hermeneutical phenomenological study that evaluates these experiences. It
is likely that continuing research is being undertaken in regards to this area.
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Appendix I:

Searchstrategy

Database

Search Terms

Pubmed
On
02/02/16
Items
2015

(((((Health Personnel[mh] OR Professional-Family Relations[mh] OR
Nursing[mh] OR Nurs*[tiab] OR Nurse Family member*[tiab] OR
Physician*[tiab] OR Doctor*[tiab] OR Physician Family member*[tiab]))
AND (Family[mh] OR Family Relations[mh] OR Caregiver[mh] OR
Relative*[tiab] OR Partner*[tiab] OR Wife[tiab] OR wives[tiab] OR
Husband*[tiab] OR Family member*[tiab] OR Loved one[tiab] OR Mum([tiab]
OR Father*[tiab] OR Sibling*[tiab] OR Significant other*[tiab])) AND
(Attitude of Health Personnel[mh] OR Conflictfmh] OR Dual role*[tiab] OR
Role conflict*[tiab] OR Conflict[tw] OR Experience*[tiab] OR Physician's
role*[mh] OR Nursing role*[tiab])) AND (Acute illness*[tiab] OR Critical
Care Nursing[mh] OR Ceritical illness[tiab] OR Acute care[tw] OR Critical
care[tw] OR Intensive care[tw] OR Health care[tiab])) AND (ethnograph*[tw]
OR interpretive study[tw] OR phenomenolog*[tiab] OR grounded theory[tiab]
OR thematic analysis[tiab] OR focus group[tiab] OR hermeneutic*[tiab] OR
qualitative research[mh:exp] OR qualitative study[tw] OR qualitative[tiab] OR
interview[tw] OR lived experience[tw] OR narrative[tiab] OR mixed
method[tw] OR interpretive synthesis[tw] OR meta synthesis[tw] OR key
informant[tiab])

[mh]= mesh heading, [tiab]=title and abstract, [tw]=txt word

Database

Search Terms

Embase
On
02/02/16
Items
1522

(nurse*:de,ab,ti OR physician*:de,ab,ti OR doctor*:de,ab,ti OR 'physician
family member:ab,ti OR 'physician family members':ab,ti OR 'nurse family
member':ab,ti OR 'nurse family members':ab,ti AND ('family'/exp OR
caregivers:ab,ti OR relative*:de,ab,ti OR 'family member':ab,ti OR 'family
members":ab,ti OR 'loved one":ab,ti OR 'significant other':de,ab,ti OR
'significant others":de,ab,ti) AND (‘conflict'/exp OR 'psychological aspect'/exp
OR 'dual role":ab,ti OR 'dual roles":ab,ti OR 'role conflict":de,ab,ti OR
conflict*:ab) AND (‘acute illness":ab,ti OR 'acute illnesses':ab,ti OR 'intensive
care":de,ab,ti OR 'critical illness":de,ab,ti OR ‘critical illnessess':ab,ti OR 'acute
care":ab,ti OR 'life threatening illness":ab OR 'health care':ab) AND ('qualitative
research":de,ab,ti OR 'grounded theory':de,ab,ti OR phenomenology:de,ab,ti
OR ethnography:de,ab,ti OR 'action research':de,ab,ti OR 'mixed methods":ab,ti
OR narrative*:de,ab,ti OR experience*:ab,ti OR interview*:ab,ti OR 'discourse
analysis':ab,ti OR 'focus group':ab,ti OR 'focus groups':ab,ti OR
descriptions:ab,ti OR opinions:ab,ti OR attitude:ab,ti OR attitudes:ab,ti OR
descriptive:ab,ti)

exp=explode, ab=abstract, ti=title, de=index term

Database

Search Terms

CINAHL
On
02/02/16
Items
1896

( MH Health Personnel OR MH Professional-Family Relations OR MM
Professional-Family Relations OR MH Nurse* OR TI Nurse family member*
OR AB Nurse family member* OR TI Physician* OR AB Physician* OR TI
Doctor* OR AB Doctor* OR TI Physician family member* OR AB Physician
family member* ) AND ( MH Family+ OR MH Family Relations OR TI
Families OR AB Families OR TI Relative* OR AB Relative* OR TI Partner*
OR AB Partner OR TI Wife* OR AB Wife* OR TI Husband OR AB Husband
OR TI Family member* OR AB Family member* OR TI Loved one OR AB
Loved one* OR TI Mum OR AB Mum OR TI Father* OR AB Father* OR TI
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Sibling* OR AB Sibling* OR TI Significant other* OR AB Significant other*
OR MM Caregivers ) AND ( MH Attitude of Health Personnel OR MH
Conflict OR TI Dual role* OR AB Dual Role* OR TI Role conflict* OR AB
Role Conflict* OR TX Conflict* OR TI Experience* OR AB Experience* OR
TI Physician’s role® OR AB Physician’s role* OR MH Nursing role ) AND (
MH Inpatients OR MH Critical Care Nursing OR TI Critical illness OR AB
Critical illness OR AB Acute care OR TI Acute care OR TI Critical care OR
AB TIntensive care OR TT Acute illness* OR AB Acute illness* OR TI Critical
condition OR AB Life-threatening illness OR TI Healthcare OR AB Healthcare
) AND MH Qualitative studies+ OR TI Qualitative OR AB Qualitative OR
MM life experience* OR TI experience® OR TI ‘Mixed-methods” OR AB
‘Mixed- Methods’ OR TI ‘mixed methods’ OR AB ‘mixed methods’ OR TI
narrative* OR AB narrative*OR

Tl interview* OR AB interview* OR TI ‘discourse analysis’ OR AB ‘discourse
analysis” OR TI* focus group*” OR AB “focus group*” OR TI descript* OR
AB descript* OR TI opinion* OR AB opinion*OR TI attitude* OR AB
attitude™ OR TI phenomenol* OR AB phenomenol* OR TI ethnog* OR AB
ethnog* OR TI “action research” OR AB “action research” OR TI “grounded
theory” OR AB “grounded theory” OR AB “key informant™)

MH= main heading, TI=title, AB= abstract

Database | Search Terms
PsychINFO | Medical Personnel. mp OR Nurse.mp OR Physicians.mp OR Doctor.ti OR
On Doctor.ab OR Doctors.ti OR Doctors.ab AND Family.mp OR Family
02/02/16 | members.mp OR Caregivers.mp OR Relative*.ti OR Relative*.ab OR Loved
Items one.ti OR Loved one.ab OR Significant other.mp AND Health Personnel
83 Attitude.mp OR professional identity.mp OR Conflict. mp OR Role
conflicts.mp OR Life Experience.mp OR Role*.ti OR Role*.ab AND Intensive
care.mp OR Chronic illness.mp OR Acute care.ab OR Acute care.ti OR
Critical care.ab OR Critical care.ti OR Acute illness.ab OR Acute illness.ti OR
Critical condition.ab OR Critical condition.ti OR Life-threatening illness.ab OR
Healthcare.ti OR Healthcare.ab AND Qualitative.ti OR Qualitative.ab OR
Qualitative Research.mp OR Phenomenology.mp OR Ethnography.mp OR
Narrative.ti OR Narrative.ab
mp=mapping Alias, ti=title, ab=abstract
Database Search Terms
Trove (Nurse AND Family member AND Experience AND Health care)
On
02/02/16
Items
84
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Appendix II: JBI-QARI Appraisal instrument

JBI QARI Critical Appraisal Checklist for Interpretive
& Critical Research

2 T e et pn S s e S AT B | e e e e e A A AR
d | e T L PR h{-': | P Record Number _ _ _ _ _ __
Yes No  Unclear Not Applicable
1. Is there congruity between the stated O O O O
philoso&))hlcal perspective and the research
methodology?
2. Is there congruity between the research
methodology and the research question or - - . .
objectives?
3. Is there congruity between the research
methodology and the methods used to collect O U O U
data?
4. Is there congruity between the research O O O O

methodol and the representation and
analysis of data?

5. Is there congruity between the research

methodology and the interpretation of results? 0 . . 0
6. Is there a statement locating the researcher

culturally or theoretically? = - - -
7. Is the influence of the researcher on the

research, and vice- versa, addressed? O O O O
8. Are participants, and their voices, adequately

represented? O O U O
9. Is the research ethical according to current

criteria or, for recent studies, agd is there O C J O

evidence of ethical approval by an appropriate

body?
10. Do the conclusions drawn in the 0 O 0 0

research report flow from the analysis, or
interpretation, of the data?

Overall appraisal: [J Include [J Exclude [ Seek further info. [J

Comments (Including reason for exclusion)
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Appendix Ill: JBI-QARI data extraction instrument

JBI QARI Data Extraction Form for Interpretive
& Critical Research

Reviewer _ _ _ _ _ e memme- ORI o ool lin i s L i e
AUthor o o L oo YA e ememaan-
Journal Record Mumber- - - - - - - - - o e o ccaoon

Study Description
Methodology

Method

Phenomena of interest

Setting

Geographical

Cultural

Participants

Data analysis

Authars Conclusions

Comments

Complete Yas [ Mo (]
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Appendix IV: Excluded articles

1. Fulbrook, P, Allan, D, Carroll, S & Dawson, D 1999, 'On the receiving end: experiences of

being a relative in critical care. Part 1', Nursing in Critical Care, vol. 4, pp. 138-145.

2. Fulbrook, P, Buckley, P, Mills, C & Smith, G 1999, 'On the receiving end: experiences of

being a relative in critical care. Part 2', Nursing in Critical Care, vol. 4, pp. 179-185.

3. Fulbrook, P, Creasey, J, Langford, D & Manley, K 1999, 'On the receiving end: experiences

of being a relative in critical care. Part 3', Nursing in Critical Care, vol. 4, pp. 222-230.

Reason for exclusion: The study did not use a rigorous qualitative design. The researchers did

not report the process undertaken to analyse the data. Findings from this single case study were

presented as professional commentary.
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Appendix V: Characteristics of included studies

68|Page

Study Methodology Method
Carlsson, Phenomenographic  Semi-
Carlsson approach structured
(2016) interview
Sweden

Giles and Descriptive Online
Williamson approach Questionnaire
(2015)

Australia

Phenomena of
interest

To describe
how healthcare
professionals
understand the
role of having
a healthcare
professional
and family
member of a
patient
admitted to a
hospital.

To understand
and interpret
the
experiences of
nurse-family
members when
a family
member or
loved one is
hospitalised.

Participants

Healthcare
professionals
(registered
nurse,
physician,
assistant
nurse,
midwife,
social
officer,
occupational
therapist,
radiographer
and
biomedical
technician)
Registered
Nurses

Family member who were
patients

Spouse/fiancé
Daughter/son

Mother

Father-in-law/
grandmother/granddaughter

Spouse/partner
Daughter
Mother

Sibling

Niece
Daughter-in-law
granddaughter

Family
member
admitted to
participant’s
own facility
Healthcare
professionals’
own
workplace,
as mentioned
by
participants.

Registered
Nurses’ own
workplace,
as stated in
the study.

Reasons of admissions
(diagnosis)

Cancer, stroke, frail
elderly,
gastroenterology/kidney,
infection/allergy,
orthopaedic/surgery/
gynecology, cardiology

Not stated in the study
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Ledwidge
(2010)
Australia

Lines,
Mannix
(2015)
Australia

McNamara
(2007)

New
Zealand

Mills and
Aubeeluck
(2006)
United
Kingdom

Descriptive
approach

Exploratory
qualitative
approach

Hermeneutic
phenomenology
approach

Hermeneutic
phenomenology
approach

Interviews
and open-
ended
questions

Qualitative
multiple case
study design

Semi-
structured
interview

Semi-
structured
interview

To describe
and interpret
registered
nurses’
experiences as
relatives
during their
parent’s
hospitalisation.
To explore the
experience of
nurse-parents
whose children
were
hospitalised
The meaning
of the
experience for
Intensive Care
Unit nurses
when a family
member is
critically ill
To explore the
information
needs, support
systems
available, and
the impact that
this experience
has upon the
nurse’s quality
of life.

Registered
Nurses Ages
40-65 yrs

Registered
Nurses
Female

Registered

Nurse

Senior
Nurses

Mother
Father

Children

Brother
Sister
Mother
Father

Not stated in the study

Registered
Nurses’” own
workplace,
as stated in
the study.

Not stated in
the study

Registered
Nurses’ own
workplace,
as stated in
the study.

Not stated in
the study

Cancer, stroke,
cardiology, infection

Acute illness

Critically ill

Life-threatening illness
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Salmond
(2011)
United
States of
America

Grounded theory

In-depth,

open-ended,

loosely
structured
interviews

To explore the =~ Nurse
experience of

being a nurse-

family

member of an

adult relative
hospitalised

for a critical

illness.

Wife

Daughter
Mother
Grandmother
Sister

Niece
Daughter-in-law

Nurses” own  Heart disease

workplace, Cancer
as stated in Trauma
the study.




Appendix VI: Synthesis finding

Finding

The informed bystander: those benefits that they perceived to be related to their professional
experience were; knowing the healthcare system and how to navigate the system, possessing knowledge
that facilitated their understanding of the patient’s illness and the communication with staff about the
patient’s test results and medical state, as well as about what plans were made for the patient. (C)
Wanting acknowledgement of specialised knowledge: nurse-FMs believed their specialised knowledge
made them different to general-public-FMs, and wanted their knowledge acknowledged and respected
by staff. (U)

Wanting specialised communication: Nurse-FMs highlighted the need for specialised communication
that took into consideration previous knowledge and skills. (U)

Specialised knowledge: Nurse-Parents found themselves in a unique position where they possessed not
only an intimate knowledge of their child’s personality, idiosyncrasies and medical history, but also
considerable nursing knowledge and expertise. However, they were quick to acknowledge the limits of
their knowledge, which was generally linked to their clinical specialty. (C)

Knowing and not knowing: Alongside knowing, not knowing also caused feelings of anxiety and stress.
Not knowing what was happening while sitting in the waiting room and not having answers for
relatives created feelings of frustration and powerlessness. (C)

Evaluating care: Nurse-Parents were aware of general standards of care expected in the hospital
setting and often compared their child’s care to the nursing care they would ordinarily provide. (U)

Expertly observing, detecting and protecting: being vigilant served a number of purposes. (C)

Disempowerment: All had experienced some dissatisfaction in the delivery of care and of the responses
to their own needs. (C)

# Unequivocal (U) and Credible (C)

Category

Having expert
knowledge is central
to the experience
when a loved one is
ill.

Healthcare
professionals as
relatives use their
specialist knowledge
to judge the care
provided.

Synthesised 1

Privileged
knowledge:
Healthcare
professionals are
able to use their
privileged
knowledge in the
provision of ill
family members
and evaluate the
care provided.
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Finding

Rather be treated as a lay son/daughter: staff would treat them differently and that they would
be disadvantaged by disclosing their RN status so they preferred to be treated as a lay son or
daughter rather than as a RN. (U)

Feeling torn: The nurse as relative cannot simply switch off the nurse in her being. Inextricable
connections mean that she cannot act as a detached family member. (C)

Personal and professional boundaries: as a consequence of being a nurse and family member,
they had to deal with the difficult issue of boundaries. (C)

Emotion vs. intellect: they stressed the importance of staff recognising both the FM-self and the
nurse-self to provide effective care and support. (U)

Resuming family roles: Development of trust was pivotal to managing the challenge of resuming
family roles. (C)

Dual role conflicts: Nurse-FMs experienced a conflict between wanting to hide and wanting to
reveal their RN status. (C)

Disclosure unnecessary: participants did not generally want or expect to take over the nursing of

their parent. They expected the hospital staff to nurse their parent. (U)

Disclosing to be treated as a peer/colleague: advised staff of RN status in order to be recognised
as a peer/colleague. (C)

Disclosing to get action: the need to advise staff of their RN status in order to gain added power
to intervene in a way that was as influential as possible and resulted in getting their parent the
care and attention they needed. (C)

The carer: the informants’ descriptions focused on how they not only monitored the medical
status of their loved ones and took over communication with ward staff as well as the
coordination of care, but also that they were forced to take over much of the care, both in
hospital and at home. (C)
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Category

Healthcare
professionals
as family
members
experience
role conflict
moving
between two
identities.

The decision
to disclose
their
professional
identity or not
must be
considered by
the healthcare
professional.

Healthcare
professionals
are confronted
by personal/

Synthesised 2

Unavoidable
dilemma as a
consequence of
dual identity:
Healthcare
professionals
experience being
trapped in the
middle between
personal and
professional
identities.



Stepping in on numerous occasions to ensure their FM received adequate nursing care, believing = professional
their specialised knowledge and skills prevented significant deterioration in the patient’s boundaries.
condition. (U)

Expectations placed on self: nurse-FMs actively nursed both their own FM and other patients in

the vicinity. (U)

Staff expectations: nurse-FMs felt pressured by staff to undertake tasks that would not be

expected from a general-public-FM. (U)

Filling in gaps: over-stepping boundaries and gender differences: overstepped the usual child-
parent boundaries and this intruded on the parent’s privacy and led to feeling uncomfortable.

(U)
# Unequivocal (U) and Credible (C)

73|Page



Finding
The supervisor: this way of understanding was focused on monitoring the patient’s medical
status, test results and nursing care while staying in the background. (C)

Keeping watch and advocating: nurse-FMs felt compelled to watch over and advocate for their
FM, fearful that care would deteriorate in their absence. (U)

Surveillance and protection: Vigilant observation was the key to surveillance and protection. (U)

The advocate: the informants who understood being a family member of a hospitalised patient as
being an advocate of the patient. (C)

Being the fixer and fixing: intervene in the management of care. (C)

Advocating for: Advocacy occurred with or without collaboration; however patient and family
needs were best served when collaboration existed. (C)

# Unequivocal (U) and Credible (C)
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Category

The need to
watch over
their ill-loved
one is
inescapable for
healthcare
professionals.

Healthcare
professionals
are compelled
to be an
advocate for
their ill-loved
one.

Synthesised 3

Being a protector
is imperative: The
professional
identity of
healthcare
professionals and
their specialist
knowledge make it
imperative that
they take on the
role of protector of
their loved one.



Finding Category

Family member expectations: nurse-FMs also felt under considerable pressure from the patient There is
and other family members to play a particular role. (U) considerable
pressure to be

Leading and staying strong at any cost: being the eldest child was an important factor in relation  present for

to taking a leading role. (C) family when
one is a
healthcare

Being adept at hospital language: the RN-on-standby understood “hospital talk’ and could professional.

interpret it for the family. (C)

Keeping it real: providing reality grounding: At times participants spoke up to correct the
family’s misguided ideas about the parent’s prognosis or expectations of improvement and this
sometimes challenged family members who were in denial, or dramatically altered or shattered
the family’s hopes of the parent’s recovery, and at times resulted in conflict between the
participant and family members. (U)

Gaining information and seeking meaning: Nurse-family members intentionally built
relationships in order to facilitate acquisition of detailed information and explanation of the

meaning of this information. (U)

Required to be ‘in-charge’: outwardly they wore a mask so that they appeared in control. (U)

# Unequivocal (U) and Credible (C)

Synthesised 4

Family
expectations are
inevitable:
Healthcare
professionals
struggle to meet
the uncomfortably
high expectations
from family
members.
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Finding

Personal impact of child’s hospitalisation: describing overall unpleasant experiences. (C)

Specialised knowledge amplifying emotions: the impact of nurse-FMs specialised knowledge on
their emotional state. (C)

A nurse’s nightmare describes unexpected intense emotions experienced by ICU nurses when
a family member is admitted, critically ill, to an ICU. (C)

Heightened emotional turmoil: They pictured different scenarios of what might happen and
what might go wrong as they dealt with the present and projected ahead to ‘what ifs’. (C)

Quality of life: as a consequence of caring for their family member, they had experienced a
negative impact on their quality of life. (U)

Gaining deeper insight and new meaning: The insights have also provided their practice with
new meaning. (U)

# Unequivocal (U) and Credible (C)

Category

The impact on
their personal
being is
amplified
because of their
professional
identity.

The experiences
of having an ill-
loved one can
have a positive
impact on their
professional
practice.

Synthesised 5

Intense impact
from the
experience: The
experience
influences the
healthcare
professional’s
clinical practice and
personal state.
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SECTION 3: STUDY TWO

The opinions of nurses regarding their experiences
when their ill loved ones were admitted to an acute
care hospital: A quantitative study
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Chapter One: Introduction

Introduction

Theaverage age ofthe populationisgettingolder, notonly in Australiabutworldwide. In2015,the World
Health Organization reported a rapid acceleration in growth of the global population (World Health
Organization 2015). The Australian Institute of Health and Welfare reported that in 2014 3.4 million
Australianswere65yearsofageorolder,andby2064itis predictedthatthisnumberwillriseto 9.6 million,
accounting for 23 percent of Australia’s total population (Australian Institute of Health and Welfare 2014).
Technological and medical advances such as new medications, may contribute to even greater longevity in
individuals. Acute care hospitals will be especially important in medical education and health care as the
population ages.

With more people needing care, there is possibly no more stressful time than when a loved one is admitted
toanacute care setting. Thismaymeanthatincreasingly some aspects ofcare willbe delivered notonly
by nurses, but also by patients’ family members. The terms family member, significant other, close relative,
general family member and caregiver are all used interchangeably in the literature. For consistency
throughoutthis chapterthe term‘lay-family member’ will be used with the understanding thatthereisno
agreement regarding the specific definition of patients’ family member (Auslander 2011). Traditionally,
hands-on care forfamily members in many settings, notonly athome but alsoin the hospital,isanorm.
Lay-familymemberreferstoamemberofthefamilywithoutahealthcarebackground, suchasamother,
whomaydesiretobeinvolvedinherloved one’s care, physically and emotionally. The need for afamily
member’spresencealongside anillloved oneiswelldocumentedintheliterature (Linnarsson, Bubini &
Perseius 2010). Therefore, nurses must provide care for their patients while also supporting family
members, effectively creatinga complete environment of care where quality is achievable. However, when
a nurse-family member has a relative admitted to an acute care hospital, the context is different.

Context of thestudy

Whenanurseisamemberofthe family of someone admitted to an acute care settingmay create certain
challenges in meeting the needs of the patient and other family members. Researchers have explored the
experiences of nurses who are also family members; they determined that these nurses’ experiences are
very different from the experiences of family members who are non-nurses. For example, Salmond (2011,

p. 11) described her experiences as a nurse-family member when her daughter was critically ill as
‘somewhatdifferentthatthe typicalfamilymemberaslamnurse’.While some nurses wereinsupportof
a nurse-family member receiving different care as compared to a lay-family member, other nurses
excluded nurse-family members from the process of care (Salmond 2011).

Having anill loved one in hospital is considered a unique experience for nurse-family members. It can raise
some unique concerns for nurse-family members when aloved one is admitted, especially in terms of
maintaining quality of care. Before beginning this study, a qualitative systematic review (Study 1) was
undertaken and results generated rich information related to the experiences of health care professionals
when their significant others were admitted to hospital (Sabyani etal. 2017). The decision to conducta
qualitative systematic review (Study 1) was partly based on the lack of quantitative studies to synthesise.

78|Page



This study therefore addresses a clear gap in the literature. Recommendations identified from the review
were used to guide development of this descriptive study. Detailed descriptions of nurses’ experiences of
having family members hospitalised in acute care hospitals were provided.

Purpose of thestudy

The purpose of this descriptive study was to explore the opinions of nurses regarding their experiences
whentheirillloved ones were admitted to an acute care hospital and toidentify contributing factors. Itis
expected that the outcome of this study will provide nurses with a better understanding of current
information about the experiences of nurses when their relatives are hospitalised. This may be used within
the health care system to influence clinical practice policy.

Research questions
The following question guided this research: ‘What are the opinions of nurses regarding their experiences
when their ill loved one is admitted to an acute care hospital?’

Objectives

The study’s main objective was to determine the frequency of, and explore issues related to, the
experiences of nurses whose family members had been admitted in acute care hospitals. The specific
objectives were asfollows:

» Todetermine the frequency of nurses having an ill loved one hospitalised.

» Toinvestigate nurses’ use of their specialised knowledge in provision of care.

» Toinvestigate nurses’ use of their specialised knowledge to evaluate the care provided.

» Toexplore any perceived role conflict between nurses’ personal and professional identities.

» Toincrease understanding of roles that nurses take on when a loved one is admitted and the factors
that influence theseroles.

» Toexplorethedynamicsofnurses’relationshipswithotherfamilymembersinrelationtothe
experience.

» Toevaluate the impact on nurses’ experiences on their personal well-being and their professional
practice.

» To understand how nurses perceive their experiences to be different to those of a lay-family
member.

Significance of thestudy

Having a member of the family who is a nurse in arelevant clinical area is a unique experience for both
nursing staff and nurse-family member. However, hospital guidelines and protocols may identify a different
setof concerns and expectations of nurses, guidelines which may restrict their professional rolesin the
care of theirill relatives. Increased awareness of these circumstances may help health care professionals
make objective judgments regarding patient care. There has been a systematic review of the experiences
of a nurse-family member, but the review was primarily concerned with family members in the critical care
setting (Giles &Hall2014). Inaddition, aqualitative systematicreview of the experiences of health care
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professionals when their significant others had been admitted to the hospital, made the recommendation

toconductafurtherstudyusingabroaderpopulation sampleinadifferentsetting (Sabyanietal.2017).

Therefore, this study is an important project for nursing as there is little research on how nurses experience

having a family member hospitalised in acute care settings. Also, no previous study has focused on

surveying the frequency of the experiences of nurses with family members hospitalised. Providing a picture

of frequency and exploring issues relating to the experiences of nurses with family members hospitalised

in acute care hospitals adds to current knowledge. Furthermore, the factors that structure these

experiences were also explored. The outcome ofthis survey will hopefully provide nurses and policy makers

with the foundation for overcoming obstacles surrounding these experiences and for improving the quality

of care for people admitted to hospital. Therefore, a survey of nurses’ experiences with having an ill loved

one placed in an acute care setting needs to be conducted.

Assumptions
The assumptions of this project were identified as follows:

There is a need to investigate the experiences of a nurse-family member when aloved one is
hospitalised.

The experience of being afamily memberis different foranurse than foralay-family member
(non-nurse) because the social contextin which nurses’ experiences are situated influences their
experiences as caregivers.

Nurses experience pressure when negotiating their professional role while participating in the
care of aniill loved one.

Definitions of terms
For the purpose of this project, the following keywords were defined:

A lay-family member is an individual related by blood, law, culture or friendship. For the purpose
of this project, the term ‘family member’ refers to the following: friend, wife, husband, father,
mother, grandfather, grandmother, stepfather, stepmother, son, daughter, grandson,
granddaughter, stepson, stepdaughter, brother, sister, half-brother, half-sister, stepbrother,
stepsister, mother-in-law, father-in-law, daughter-in-law, son-in-law, aunt, uncle, niece, nephew
andfirst cousins. This also includes any legally recognised variation to these relationships, such
as de facto, adoptive, ex-nuptial relationships, same-sex relationships or changes resulting from
separation/divorce (Department for Communities and Social Inclusion 2016).

A significant other is an individual who is important in someone’s life (Gavaghan and Carroll
2002).

Anurse is aperson who has completed a program of basic, generalised nursing education andis
authorised by the appropriate regulatory authority to practice nursing in his/her country
(International Council of Nurses 2015). In Australia, nurses are also designated as registered
nurse, enrolled nurse, and nurse practitioner.
Anurse-familymemberisamemberofthe family oftheill patientwhoisanurse (Salmond
2011).
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« Anacute care hospital is an inpatient care facility that provides necessary treatment for a disease
orsevere episode of illness for a short period of time, with the goal of discharging patients as
soonastheyarestable, theymayalsoofferout-patientservices (Canadian Institute forHealth
Information 2013).

Structure of study

Toexpandourknowledge ofthe experiences offamilymembers who are nurseswhentheirloved oneis
hospitalised and to give context for interpreting these data, the researchers surveyed a convenience
sample of nurses regarding their experience. Study 2 explores the opinions of nurses regarding their
experiences when their ill loved ones were admitted to an acute care hospital. The study offers a
comprehensive survey report of the research and is presented in the next five chapters.

In the first chapter, the introduction provides the background, context of the study and purposes of the
study. The particular research question this study addressed is outlined as well as significance of the study.
Definitions of the phrases nurse-family member and lay-family members are given and used in the study.
The literature review in chapter two presents the search of the literature and discusses the nature of roles
oflay-family members and nurse-family members within the acute care hospital. Ingeneral, areview of
any current literature requires a specific search strategy process to achieve an accurate result. While there
are several studies regarding lay-family members’ experiences within the hospital setting, to date there
are only a few available about the experiences of nurse-family members within this context. Chapter three
details the methods used in this study. The method is outlined, including a description of research design,
ethical considerations, data collection strategies, issues of validity and reliability, and statistical and
qualitative analyses. The approach described by Braun and Clarke (2006) was selected as appropriate for
analysis of narrative data. In chapterfour, datarelating to respondents’ experiences of having ill family
members admitted in acute care hospitals is outlined. Findings of data analysis are detailed using response
rate, tables and figures. The final chapter presents the discussion, itincludes restatement of study purpose
and an overview of findings that highlights implications for clinical practice and further research, limitations
of the study and recommendations drawn from this study.

Summary

Thefocus ofthisintroductory chapterwas the study context: the experiences of nurse-family members
whentheirloved ones are admitted to hospital. Thereisclearacknowledgementofeventsinacute care
hospitals, with some studies and systematic reviews providing insights into the experience of a nurse-family
member. The purpose of the study was to investigate these experiences by conducting a survey to explore
the opinion of nurses regarding these experiences. In addition, the chapter highlighted the main objective
and used the research question as a guide for this project. To date, no previous study has involved
examination of the frequency of experiences of nurses with relatives hospitalised specifically in an acute
care hospital. The chapter concludes with the aim of this project: to provide a groundwork that will support
policy administrators and health care institutions so they can support nurses. Also, keywords from the
research question were defined in this chapter.
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Chapter two: Literature Review

Introduction

This chapter presents a literature review focused on identifying current studies that investigate the
experiences of nurses with family members hospitalised in acute care hospitals. A review of existing
literature requires a specific search strategy process, which is discussed herein. Exploring existing studies
helped add new knowledge about experiences of nurse-family members. As the outcome of the qualitative
systematic review (Study 1) was used to inform this current study (Study 2), a literature review of the
findings is provided to capture new studies. To the best of the researchers’ knowledge, the opinions of
nurses regarding theirexperiences when theirillloved one is hospitalised, has not been studied.

Search of theliterature

An exploration of the literature began with a search of electronic databases. Searching the databases for
literature is required for a comprehensive strategy to achieve an accurate outcome (Whittemore & Knafl
2005). In this project, the search strategy was guided by using two qualitative systematic reviews
conducted by Giles and Hall (2014) and Sabyanietal. (2017). Giles and Hall (2014) searched the database
in April2013, while Sabyanietal. (2017) searched the database in February 2016, as indicated inthe search
strategymethod ofbothreviews. The benefitofresearchingtheliteraturewastoensurethatnewstudies
thatwouldhave animpactontheliteraturereview were captured. Consultation with alibrarian provided
an opportunity toreview the keywords and to seek advice regarding the latest database system priorto
conducting the search.

Inthis review, two electronic databases, comprising the Cumulative Index to Nursing and Allied Health
(CINAHL) and Medline, facilitated the search strategies for health care literature. These resources are
comprehensive databases providing methods to identify studies that report high quality research for
application in the medical field. The use of atleast two electronic databases to answer a research question
is recommended (LoBiondo-Wood 2006). Other internet sources offered a huge quantity of relevant
information through sites such as Google Scholar, sites ofinternational professional organisations such as
the ProQuest Dissertations and Theses Global, and of national professional organisations such as Trove.
The chosen articles were not limited in terms of date of publication because there were not enough studies
found; articles also had to be published in English so the investigator could review and analyse the papers.
To assist identification of the range and types of studies available, the current process performed a search
limitation ofthese databases. These limitations restricted the searchto getthe mostrelated studies. As
mentioned above, the search started with the use the keywords from Giles and Hall (2014) and Sabyani et
al. (2017) reviews to identify relevant studies in the database search. Additionally, the MeSH database was
used in the search to choose keywords. The following were the main keywords used:

» Registered Nurse OR Nurse OR Nurse family member OR Nurse Relative AND

« Family member OR Spouses OR Partner OR loved one OR Extended Family OR Immediate Family OR
Close relative OR Wife OR Husband OR Mother OR Father OR Significant other OR Lay-family
member AND

- Life Experiences OR Experience OR Personal experience AND

82|Page



« Acute care OR Critical illness OR Hospital

Consequently, the chosen keywords were used to search databases with a combination of the words ‘and’
and‘or’'tolimitthe search selection. The searchwas conducted during the period of Januaryto February
2017.Using the search strategy details in Sabyanietal. (2017), alarge number of studies from four different
databases mentioned above were identified. All studies were screened on the basis of title and abstract.
The search yielded the same studies as identified by Sabyani etal. (2017) and Giles and Hall (2014). As of
this writing, a descriptive study of the frequency of experiences of nurses with family members hospitalised
inacute care hospitals had notbeen undertaken. However, this search process confirmed the claim by
Sabyanietal. (2017)thatprevious studies have focused on qualitative design within the critical care setting.

Review of theliterature

Considering the previous systemicreview (Study 1),itis evidentthatagapin currentknowledge exists
concerning nurse-family memberexperiencesinthe case of hospitalisation ofanill loved one. As of this
writing, no additional published article has focused on the experiences of a nurse-family member. Within
health care studies, this review provides a summary discussion of the nature of the roles of lay-family
members and nurse-family members within the acute care setting.

Nature of lay-family member and within the hospital.

Currently, the needs oflay-family members of adult patients are of concernto health care professionals
within acute care hospitals. There is agrowing body of literature focused on the family, especiallyinthe
area of critical care units (Eggenberger & Nelms 2007; Engstrom & Soderberg 2007; Fateel & O'Neill 2015;
Frivold, Dale & Slettebo 2015; Gavaghan & Carroll 2002; Linnarsson, Bubini & Perseius 2010; Maxwell,
Stuenkel & Saylor 2007; Medina 2005; Vandall-Walker, Jensen & Oberle 2007; Verhaeghe et al. 2005),
oncology (Cicchelli & McLeod 2012), palliative care (Mitnick, Leffler & Hood 2010; Namasivayam, Orb &
Connor 2005) and in the community (Pickard, Jacobs & Kirk 2003). While some patients can take care of
theirown activities of daily livingand communication, many others cannot. Worldwide, family members
are often required as a primary source for obtaining information about the patient (Nevidjon 2004). As
with any individual facing anillness, lay-family members often provide ongoing emotional support and
physical care. However, Linnarsson, Bubiniand Perseius (2010) emphasised that family members alsolive
through strenuous and stressful experiences, not only physically and emotionally, but also occasionally,
socially. While the experience of a lay-family member results in a mixture of emotions, it was acknowledged
thatfamilies appreciated feeling that theirloved one was cared for (Frivold, Dale & Slettebo 2015).

Severalinternational pieces of literature focused oninvestigation of the frequency of family membersin
acute care hospitals contain data collected on those family members. In a study conducted in Israel
hospitals, Auslander (2011) found that of 1,076 patients surveyed 69% had family members at their side
an estimated eight hours per day. Often the main reason for this was the family member’s desire to support
and care for his or herloved one. However, Linnarsson, Bubini and Perseius (2010) concluded in their
review that the family member faces a difficult task not only in caring for, but also in supporting their ill
relativesin a hospital setting. Itis clear from the literature that family members play a vital role together
with health care professionals in caring for and supporting the patient. Often lay-family members have no
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formal clinical experience, butthey depend on whatthey learn from attending health care staff. Indeed,
thisclearlyappliestonurses,astheyareonthefrontlinewithinhealthcareorganisations.Nursesareina
position to support family members and help them provide high quality care for their ill loved one
(Gavaghan & Carroll2002).

Most families with a member admitted to acute care hospital and may provide care at a certain level.
Pickard, Jacobs and Kirk (2003, p. 93) explained care from afamily’s perspective as ‘caring is a part of
emotional relationship in which the act of caring can be described as an expression of love or of duty’. The
caring relationship among family may be considered an essential concept of the lay-family member role
which provides a strong sense of blessing and reward. Researchers reported a significant reward and
satisfaction for lay-family members who supported loved ones during their hospitalisation in terms of
lovingness and caring (Auslander 2011). In terms of feelings of self-reward, lay-family members may have
felta sense of accomplishment when involved in their loved one’s activities of daily living. Health care
professionals documented family members supporting and even taking partin ill loved one’s caring
activities, including personal care (Frivold, Dale & Slettebo 2015; Sneeuw etal. 1997; Verhaeghe etal.
2005). Lay-family members may gain a considerable degree of benefitin terms of building their relationship
with their ill loved one. Some nursing researchers used reward scales to gain an understanding of family
experiences during care provided when a loved one was hospitalised (Picot 1995). Arewarding experience
by a lay-family member may be a highly positive outcome from provision of care.

In terms of feelings of fulfilment, lay-family members may feel a sense of satisfaction when receiving
adequate information about the care of their ill loved one. Linnarsson, Bubini and Perseius (2010)
highlighted in their review that to meet lay-family member’s satisfaction their needs should be considered,
for example clear information about anill loved one’s condition can resultin a relationship of trust with
health care professionals. While collaboration between health care professionals and families may provide
satisfaction regarding care in some cases, it may also improve the quality of care provided (Frivold, Dale &
Slettebo2015). Inaddition, the presence of alay-family member alongside the patient allowed themto
watch, observe, and help when needed. In a study by Auslander (2011, p. 208), participants described their
contentment by stating, ‘I get satisfaction from being here.’ Being with ill loved ones during hospital
admission may also result in highly positive consequences for care received. Therefore, a lay-family
membermaybeconsideredinallaspects of carefortheirillloved one astheyare able tooversee patient
needs and safetyinthe hospital environment. However, Fateel and O'Neill (2015) reported thatnurses
wanted a clear policy to guide support of family members in relation to care involvement within clinical
practice, to ensure patient comfort and safety. Also, lay-family members involved in care provided to their
illloved one have noformaltraining in keeping them safe (Alshahrani2016; Donelan etal. 2002).

When an ill loved one is hospitalised, lay-family members are at particular risk of worry, and may become
unabletocopewiththeirconcernsaboutthe patient’s safety. The Institute of Medicine described patient
safety as ‘the prevention of harm to patients’ (Aspden et al. 2004, p. 1011). Within a hospital setting,
creating a sense of patient safety is an important element for all family members, especially during acute
illness (Astedt-Kurki et al. 2001). Lay-family members are aware of their ill relatives’ routine, for example,
providing general supervision during their feeding or showering routine, which may enhance patient safety
and provide effective care during theiradmission. While they struggle tobe withtheirloved ones, health
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care professionals address their concerns by explaining the clinical condition and the management of care
delivered (Lindhardt, Bolmsjo & Hallberg 2006). Consequently, it is important that support from health care
professionals includes provision of sufficient clinical information and engagement with lay-family members
regarding care to maximise patient safety. Ensuring patient safety by lay-family members is an important
emphasis for nurses in the current literature (Alshahrani 2016; Sapountzi-Krepia et al. 2008). In a hospital
setting, in order to deliver safe care appropriate training and competence is required. Health care
professionals should be aware of the extent of lay-family members’ role, and validate their capabilities in
safe practice while involving them in care.

Nature of nurse-family member and within the hospital

Nurses working within the health care system, for example in hospitals, are trained to work while ensuring
patient safety. When nurse-family members are with aniill loved one during an admission, they areina
different position to lay-family members in relation to recognising safe practice. This is due to their clinical
skills,anditis clearthatnurse-familymembersfunction atadifferentlevel whenoverseeingpatientcare
(Carlsson et al. 2016), using their professional relationship to navigate the health care system and report
inappropriate care. Ward-Giriffin etal. (2015); Ward-Griffin etal. (2005) emphasised thatwhen safetyis
jeopardised the nurse-family member steps in to protect their ill loved one, while maintaining a good
relationship with hospital staff. Ledwidge (2010) supported the idea that nurse-family members switch
betweenbeingtheworriedfamily membertothe nursein control of ensuring patientsafety. Itisclearthat
nurse-family members’ possession of knowledge and professional identity are helpful in facilitating good
care and maximising asense of safety for theirhospitalised loved one. Key literature sheds lighton the
experiences of nurse-family members within the hospital setting (Carlsson et al. 2016; Fulbrook, Allan, et
al. 1999; Fulbrook, Buckley, etal. 1999; Fulbrook, Creasey, etal. 1999; Giles & Williamson 2015; Ledwidge
2010; Lines, Mannix & Giles 2015; McNamara 2007; Mills & Aubeeluck 2006; Salmond 2011). All
descriptions of nurse-family member experiences established in the literature were within the interpretive
paradigm and were personal stories. As stated previously, studies related to lay-family members were
determined by frequency and their needs, generally by the use of descriptive methods such as surveys.
However, no study has examined frequency of the experience of nurse-family members in hospital to date.
Forthe purposes of this study, results of the qualitative systematic review (Study 1) were outlined. The
review identified five main themes that shape the experiences of health care professionals as a family
member in acute care hospital setting: privilege knowledge, dual identity, being a protector, family
expectation and intense impact from the experiences. Determining the experience of nurse-family
members will help fill the gaps that occur when their ill loved one is hospitalised and current health care
provided.

Summary

Intoday’s acute care hospital environment, lay-family members may provide supportforillloved onesin
addition to vital members of the professional health care team. A broad examination was conducted of the
literature for studies on the experiences of nurse-family members with ill loved ones admitted to acute
care hospitals, with the aim of identifying new related literature. While there were several publications
regarding lay-family members’ experiences within the health care setting, to date there are few available
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studies regarding the experiences of nurse-family members within this context. This chapter provided an
overview of the nature of lay-family members’ roles within the hospital setting, who may often remain
with theirill loved ones during hospitalisation and may provide care and support. The search within the
database did not identify any relevant study focused on surveying frequency of the experiences of nurses
with family members who have been hospitalised. Therefore, this study aims to address this gap in
literature by exploring the opinions of nurse-family members. The next chapter contains a detailed
discussion of methods used which includes description of research design, ethical issues, data gathering
and analysis.
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Chapter Three: Methods

Introduction

The previous chapter provided a literature review on the nature of lay-family member and nurse-family
memberroles withinthe hospital environment. The method chapteris a core componentinthe skeleton
of research that investigators use to map the research process. This chapter contains a description of how
the second study was undertaken and howitdeveloped in relation to gathering and synthesis of data. It
provides information on methods used and contains a description of study design. The sample, recruitment
strategies, tools for reliability and validity and ethical consideration are outlined. Furthermore, the chapter
highlights how data were cleaned prior to presenting findings of analysis. This is followed by definitions of
data gathering and statistical instruments used in data analysis.

Description of research design

As stated earlier, Study 2 aimed to explore and determine the frequency of issues related to the
experiences of nurses with family members hospitalised in acute care hospitals. A descriptive, quantitative
design that involved a quantitative instrument was adopted for this study. Specifically, the study was
descriptive and had a cross-sectional design that required collection of information from a different group
of people. Descriptive, cross-sectional designs can provide a snapshot of numerical data regarding
frequencies of certain characterises from a population group. Politand Beck (2016, p. 725 ) defined cross-
sectional design as ‘a study design in which data are collected at one point in time; sometimes used to infer
change over time when data are collected from a different age or developmental groups’. Obviously, this
designis the easiest and most convenientto undertake among other descriptive designs because data are
collected once without the need for repetition.

In this study, the population group investigated consisted of nurses from one metropolitan and one country
hospitals. There are many advantages of conducting a descriptive cross-sectional design in the field of
epidemiology. The mostimportant are the lack of a follow-up requirement, fewer resources used and cost
effectiveness (Bowling 2014; Gerrish, Lathlean & Cormack 2015). Therefore, to increase understanding of
the opinions of nurses regarding their experiences when their ill loved ones are admitted to an acute care
hospital and to identify contributing factors, a descriptive cross-sectional design using an online survey as
a data gathering instrument was the appropriate method. The use of online survey is increasing, because
its convenience and efficiency. With increased accessibility of online service in clinical practice, especially
for nurses, the use of electronic communication was considered the most appropriate way to invite a large
number of nurses to participate in a survey.

Study population

A study population means a group of people that are the focus of an investigation (Gerrish, Lathlean &
Cormack 2015). Nurses of hospitals within South Australia were the study population. However, it was not
feasible to include all nurses given the time frame of this study. Therefore, a convenience sample was
selected, and the online survey was emailed to each participant. Using convenience approach in the
selectionofnursestoparticipateinastudyallows participantstocomeforwardtovolunteer. Sampling of
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convenienceis consideredan easy processinterms ofrecruiting participants from a specificfacility, for
example, the hospital setting (Polit & Beck 2016).

The inclusion criterion for this study were nurses from two large acute care hospitals. There were no
exclusion criteria except that they had to have experienced the phenomena because the nature of
participants, issues of age, gender and language had no impact on results. A poster inviting participation in
the proposed study was placed on bulletin boards at each site. An email, which included an invitation letter,
aparticipantinformationsheetandalinkto Survey Monkeywas sentto participants through the nursing
administration. Three reminder emails were sent to nurses to increase response rate. The first reminder
was senttwo weeks after the surveywas sent, and the second reminder was sent after five weeks. The
final one was sent seven weeks after the survey commenced.

Study setting
The study sites selected were:

« One metropolitan hospital, a public acute care hospital located approximately ten kilometres
west of Adelaide’s city in South Australia. The facility has around 300 bed capacity, and is an
acute careteaching hospitalthat provides health services suchasinpatient, outpatient,
emergency and mental health to a population of more than 250,000 people.

« Onecountryhospital,apublicacute care hospitallocated about400kilometres north ofthe city
of Adelaide, South Australia. The facility has about 100 bed capacity, and is an acute hospital that
provides general medical and surgical care services including inpatient, day surgery, intensive
careunit, palliative careandbereavement,andoutpatientservicestoapopulationofmorethan
85,000 people.

As part of the Study 2 planning, collaboration and communication with the hospitals was considered
essential. With the country facility, a telephone meeting involving the research team and the Regional
Director of Nursing and Midwifery was conducted to discuss the opportunity to conduct the study and their
inputregarding the project. Forthe metropolitan facility, the researcherand his supervisorhad aface to
facemeeting withthe Acting Directorof Nursing todiscuss the projectproposal. Toincrease the number
of nursing participants, in-service sessions were planned to provide knowledge about the project and
online survey. Thus, the researcher offered an hourinformation session to nurses at both sites prior to
openingtheonline survey. Afterethics approval, aninformation session was presentedtonursesatthe
country facility only, as the metropolitan hospital preferred to email the information sheet to nurses.

Ethical Issues and Considerations

Ethical concerns are acrucial partof method and all of processes of aresearch project. Ethics approval
mustbe issued by a statutory authority, forexample, Human Research Ethics Committee (HREC). Approval
provides anassurancethatresearchers maintain ethical consideration atall parts ofahumanresearch
project. Briefly, human research is ‘a research conducted with or about people, or their data or tissue’
(National Health and Medical Research Council 2007, p. 3). Furthermore, the investigator respected
participants’ rights and kept their identities anonymous. To gain knowledge and understanding of ethical
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approvalissuesin terms of application, mechanisms and supported documents, the researcher underwent
aone-dayinformation sessionknownas Human Research Ethics Training by HREC-University of Adelaide.

HREC: approval process

In Australia, all research projects are required to obtain an authorisation from the National Health and
Medical Research Council within the Australian government health sites that meets the requirements of
the National Statement on Ethical Conductin Human Research, incorporating all updates (National Health
and Medical Research Council 2007). At South Australian Health sites, prior to commencing a research
project, the researchers must undertake two applications: National Ethics Application Form (NEAF) and
Site Specific Assessment (SSA). These are part of an electronic system that allows investigators tofillouta
requestonline. However, arequest mustbe submitted electronically as a PDF (portable document format),
which includes investigators’ signatures and supported documents, to the HREC research governance
officer of the sites. Supporting documents include a curriculum vita, a cover letter, a study protocol,
participant information sheet, an email approval from hospitals, an email invitation, a poster invitation and
asurvey.

Ethics approval was granted by HREC with reference number: HREC/16/TQEH/240 and is valid from 04
November 2016 to 04 November 2021 (Appendix I). After NEAF approval, the committee advised
contacting the Research Governance Officer (RGO) of both sites in relation to the requirement of a SSA
form. The RGO office of the metropolitan hospital requested an approval for advertisement by poster
invitation from the Health Communications office. After providing advertisement approval, the SSA was
granted by RGO with the SSA reference number: SSA/17/TQEH/11 (Appendix II). The RGO office of the
country hospital requested a certificate insurance letter from the Legal and Risk office of the University of
Adelaide. After providing the letter, the SSA was approved with SSA reference number: SSA/17/SAH/4
(Appendix I11). All researchers at the University of Adelaide must not commence human research without
ethical approval from the University or until the project has been reviewed and authorised by another
institution of HREC under an equivalent ethical standard. While all SA Health HREC'’s ethical approvals are
accepted by the University of Adelaide, a notification of an existing ethical approval to the University is
required to be submitted within two weeks. In Study 2, an acknowledgement receipt of notification of
ethical approval from the University’s HREC was received (Appendix [V). An email invitation which
comprised a poster invitation and a participant information sheet were approved (Appendix V). Therefore,
no further ethical approval for the study from the University’s HREC was needed. Figure 1 outlines the
process undertaken to obtain research approval from authorities.
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Human Research Ethics Training by the University of Adelaide

Human Research Ethics Committee (South Australia)

Site Specific | Site Specific 1
Assessment ‘ Assessment
(WH&HS ) | (TQEH)

National Ethics Application Form
(South Australia)

Notification Human Research
Ethics Committee

The University of Adelaide

Research
commenced

Informed consent

The survey was online and anonymous, therefore, participation in the survey implied consent. The
information collected from the survey was intended to increase understanding about the experiences of
nurseswithfamilymembers whohadbeenadmittedtoanacute care hospital and itwas made clear that
therewas nodirectbenefitto participants. Participants mighthave feltthatsome ofthe questions asked
were stressful or upsetting. If a participant did not wish to answer a question, he or she could skip itand
gotothenextquestion,orstopimmediately.Ifparticipantsbecome upsetordistressed asaresultoftheir
participation in the research project, the research team was able to arrange for counselling or other
appropriate support. This was not required at any stage of data collection or research study.

Data storage

Data was stored electronically in a password protected folder on a secure server of the University of
Adelaide. Onlyresearchershave accesstothis password. However, once theresearch projectis completed,
the data on the server will be kept as required and then erased and not be re-accessed. No specific
identifiable participantinformation was collected and the data gathered will be stored confidentially for
12 months.
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Data GatheringInstrument
Three aspects need to be considered when developing an online survey. These are: development of the
survey, piloting the survey and method of delivering the survey (forexample, web based survey).

Development of the survey

When developing a survey, the researcher must create a document with a list of questions that
respondents will answer individually. This document is well known as a questionnaire design, in which the
wordinghastobeconcise and clear. Bowling (2014) emphasised thatthe listofitemsinaquestionnaire
should alignwith the study ofinterestinterms ofthe objective andresponseformatthatmustbe created.
In this study, development of the survey was based on the objective of the study, grounded in
recommendations ofthe currentsystematicreview (Sabyanietal. 2017). The surveywas developedto
explore issues relating to the experiences of nurses with family members hospitalised in acute care
hospitals. By using a clear structure of heading and sub-heading, it offered a form of guidance to
respondents.

In construction of this survey, three forms of questions were used: open, closed and scale type questions.
The open and closed questions were formatted either as a dichotomous (yes or no) or multiple response
orsingle response and pre-coded items plus an ‘other’ category where appropriate (Bowling2014). In
addition, categories of these questions were chosen carefully to ensure that respondents’ answers fit with
appropriate categories. The scale type question presentsarange ofresponses, commonlyknownasalLikert
scale (Gerrish, Lathlean & Cormack 2015). In general, the Likert scale contains a set of single items related
to a question of interest which measures level of agreement or frequency. The number of points along the
scale may vary, for example a range of four, five or seven pre-coded points (Polit & Beck 2016). However,
a five point Likert scale was used in this survey to measure both agreement and frequency. A justification
forchoosingthis option, could be thata 5-point Likert scale of agreement offers a neutral point, such as,
uncertain, where respondents were given the option to indicate the degree to which they agree or disagree
with a statement; a 5-point Likert scale of frequency offer a neutral point, such as, sometimes where
respondents were given the optiontoindicate the degree between alwaysto never (Bowling & Ebrahim
2007).Finally, respondents were given an option towrite comments undereachitem ofthe Likertscale,
which may provide freedom for elaboration of their opinion. The survey consisted of a total of 25 questions
under five sections (Appendix VI), which are the following:

« Section 1: Soughtdemographic dataincluding age, genderandyears of nursing experience. Also,
an additional question related to whether the nurse had a family member hospitalised was asked
asascreening processtodemonstrate the eligibility ofthe nurse to participate inthe survey. If
the nurse answered ‘no’ the survey was ended. (Questions: 1 to 4)

= Section 2: This section featured questions about the experience of the nurse upon hospitalisation
of his or her ill loved one. (Questions: 5 to 6)

» Section 3: This section contained inquiry about the most significant experience, using multiple
choice options. (Questions: 7 to 18)

« Section 4: This section made use of a 5-point Likert scale of agreement, which had five possible
answersranging from ‘strongly agree’ to ‘strongly disagree’ for statements aboutnurses’

91|Page



specialised knowledge, provision of care, evaluation of the care provided, role conflict
relationships with other family members, personal well-being and their professional practice.
(Questions: 19 t023)

= Section 5: This section made use of a 5-point Likert scale of frequency, which had five possible
answersthatrangedfrom‘always’to‘never’relatedtostatementsaboutnurses’specialised
knowledge, provision of care, evaluation of the care provided, dual identity and how their
experiencesaredifferenttothose ofalay-familymember. Attheendofthe survey, nurseshad
the opportunity to add additional comments, questions or concerns. (Questions: 24 t0 25)

Piloting of the survey

Piloting a survey means testing questions created to ask participants in terms of wording, clarity and
meaning. Piloting is an essential step in the development of any survey because “...it enables evaluation of
the performance of the measure in meeting the study objectives” (Gerrish, Lathlean & Cormack 2015, p.
422). The surveywas piloted using staffof the Adelaide Nursing School, the University of Adelaide. An email
was sentto all staff through the school’s administration office inviting them to participate and complete
the survey. Aftertwoweeks, afew comments were raised interms of clarifying the questions and terms
used. Consequently, the researcher made minor changes by modifying some questions based on the
supervisors’ suggestions and comments. The final draft of the survey was imported to Survey Monkey. To
ensure that the technicality of the online survey flowed smoothly, all supervisors tested the link prior to
commencing the survey. All previous versions of the survey were deleted with the hypertext link to ensure
the feasibility of the final version.

Method of delivering the survey

Aninternetsurveyis considered ausefulmethodtoaccessalargenumberofpeople and canbe efficient
interms oftime and data categorised. Gerrish, Lathlean and Cormack (2015, p. 589) highlighted thata
surveyisalsoknownasa‘census’, which involves gathering of data orinformation from a population to
gainstatistically descriptive data. Usingaweb based survey service, such as Survey Monkey, offers aneasy
and systematic way of gathering statistical data without changing presentation of results. Nowadays, many
online surveys have been launched by many researchers in almost in all fields (Polit & Beck 2016). While
there are many web based surveys, in this study the researcher created an accountin a well-known service
called Survey Monkey at an affordable cost. Then, all questions were imported into the survey, and a
generated hypertext link was developed.

Data cleaning

Cleaning datais a useful process to check its reliability before commencing analysis. Politand Beck (2016,

p.725)defined this process as ‘the preparation of data for analysis by performing checks toensure that
the data are consistentand accurate’. The researcher collected the descriptive numerical data from Survey
Monkey and computed percentages, which were then presented in table and bar chart form using SPSS

24.0 version software program. Additionally, some data variables were presented as means, ranges,
standard deviations, frequencies and percentages. The survey featured yes/no questions, and others
required participants to choose from different options from ‘strongly agree’ to ‘strongly disagree’ or
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‘always’, ‘often’, ‘sometimes’, ‘rarely’ and ‘never’ in response to specific statements. As previously
mentioned, the survey consisted of five sections with a total of 25 questions/statements, which will be
presented in the next section. The first section of the survey was dedicated to collecting information about
nurses’ socio demographics characteristics. The second section related to the experience of the nurses
upon hospitalisation of family members. The third section of the survey was related to the most significant
experience. The fourth section made use of a 5-point Likert scale of agreement foritems aboutnurses’
specialised knowledge, provision of care, evaluation of the care provided, role conflict relationships with
other family members, personal well-being and their professional practice. This section also featured
questions about how their experiences were different from those of a lay-family member. At the end of
the survey, the nurses had the opportunity to add comments, questions or concerns.

Issues of validity and reliability

Prior to commencing any survey, the data collection instrument must be checked for its validity and
reliability. The validity and reliability of any survey tool means that the instrument measures whatiitis
generated for (Polit & Beck 2016). Field (2013) underline that whereas validity means ‘whether an
instrument actually measures what it sets out to measure’, reliability indicates ‘whether an instrument can
be interpreted consistently across different situations.’ In this study, survey questions were developed
from the current systematic review, existing literature and the research team’s area of interest. The survey
was examined to establish validity and reliability through three methods. First, the researcher’s
supervisors, who have experience in developing surveys, reviewed the questionnaire independently prior
to the pilot study. The survey was redrafted through a process of meetings with supervisors which included
creating and refining the questionnaire. Secondly, the researchers’ pilot tested the survey and gained
feedback from Adelaide Nursing School staff who had participated. The feedback helped to reformat the
survey in a clearer more precise for the nurses. In addition, reliability was tested using Cronbach’s alpha as
described by Pallant (2016). The researcher suggests that these processes assisted in ensuring the
instrument was valid and reliable in meeting the objective of the study.

Data analysis

Data analysis in a survey study provides information about the methods used to manage and analyse data
setsandis carried outintwo sub-sections: statistical analysis and qualitative analysis. While statistical
analysis is an approach used to analyse numerical data, qualitative analysis is a method used to analyse
non-numerical data, such as narrative comments. The purpose of this approach was to gain a
comprehensive understanding of the experiences of nurses whose family members had been admitted to
acute care hospitals, and from this provide a snapshot of the numerical data collected regarding the
frequency with which certain characteristics were perceived by respondents. Another goal was to explore
themes which highlight these experiences in detail, provide adeeper understanding and, in particular,
provide an opportunity for nurses to be critical of specific aspects of the questions provided.

Statistical analysis

The researcher collected quantitative data from Survey Monkey and calculated percentages. Descriptive
statistics were used to analyse the data and results were captured in Microsoft Excel. Data were then
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numerically coded and analysed by using a Statistical Package for the Social Sciences program known as
SPSS 24.0version software (SPSS IBM, New York, U.S.A) for Windows. The significance level in this study
was considered to be setatorless than 0.05 for all analyses. With SPSS, itis easy to report description data
for variables and categorical values to guarantee that all output is appropriately reported and
comprehensible (Field 2013). The data are also presented in bar graphs and tables.

Theresearchers used aninternal consistency parameterto assess consistency of the survey by using
coefficientalpha. Commonly, coefficientalpha is a statistical test to measure internal consistency reliability
of questionnaires included in a survey. Bowling and Ebrahim (2007, p. 397) summarised coefficient alpha
as follows: ‘It is based on the average correlation among the items and the number of items in the
instrument(valuesrangefrom0to1)’. Thus,inStudy 2, the surveyfeaturesmultiple Likertitemsthatform
ascale, anditis necessary to determine if the scale is reliable. However, this is explored in detail in the
reliability analysis sectionin the following chapter. To enhance understanding ofthe SPSS programinterms
of application, tools and analysis procedure, the researcher undertook a three-day workshop on
introductory SPSS run by the Centre of Research Excellence at the University of Adelaide. In addition, as
the process of analysis starts during data gathering, consulting with a statistician in Adelaide Health
Technology Assessment at the University of Adelaide provided information about maintaining data sets,
data analysis and manuscript preparation.

Qualitative analysis

Thematic analysis is ‘a method for identifying, analysing and reporting patterns (themes) within data’
(Braun & Clarke 2006, p. 79). In this survey, narrative free-text responses provided by respondents were
analysed using thematic analysis. The Braun and Clarke (2006) approach is considered to be one of the
most structured approaches for qualitative analysis when gathering narrative data. This approach aligns
with narrative data, which focuses on the description and interpretation of the respondents’ experiences.
While there are avariety of approaches used to analyse narrative data (Gerrish, Lathlean & Cormack 2015),
Braun and Clarke (2006) was selected as appropriate for Study 2, which focused on gathering information
aboutnurse’s experienceswhentheirillloved ones were admitted to an acute care hospital. The Braun
and Clarke (2006, p. 97) approach offers the researcher core skills of ‘flexibility’ and ‘rigor’ in thematic
analysis. For narrative data, the perception and standpoint of the individual’s experience is acknowledged
through recognised key themes. Braun and Clarke (2006, p. 87) recommend six stages of the analysis
process that provide a structured approach useful in undertaking thematic analysis based on
understanding of individual experiences. The six stages are as follows:

Stage 1: Familiarising yourselfwith yourdata: Transcribing data (if necessary), reading and
re-reading the data, noting down initial ideas.

Stage 2: Generating initial codes: Coding interesting features of the data in a systematic fashion
across the entire data set, collating data relevant to each code.

Stage 3: Searching for themes: Collating codes into potential themes, gathering all data

relevant to each potential theme.
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Stage 4: Reviewingthemes: Checkingifthethemesworkinrelationtothe coded extracts
(Level 1) and the entire data set (Level 2), generating a thematic ‘map’ of the analysis.
Stage 5: Defining and naming themes: Ongoing analysis to refine the specifics of each theme,
and the overall story the analysis tells, generating clear definitions.
Stage 6: Producing the report: Selection of vivid, compelling extract examples, final analysis

of selected extracts, relating back ofthe analysis to the research question and literature, producing
a scholarly report of the analysis.

Summary

This chapter contained details about the design of the study and the method used to conduct Study 2. It
also featured a description of the study population, the setting and recruiting process. An overview of
ethical issues was provided from the perspective of obtaining ethical approval from multiple sites. The data
gathering instrument was presented in relation to development of the survey, the online survey and
piloting process. The following chapter provides an outline of how the survey was validated and tested for
reliability. The objective of the study is also outlined, and the major findings presented.
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Chapter Four: Survey Findings

Introduction

Inthis chapter, the survey response rate and findings of Study 2, the online survey, are presented. The aims
ofthis study were to examine the experiences of nurses with hospitalised family members todetermine
the frequency of this experience and explore related issues. The following question guided this survey:
‘What are the opinions of nurses regarding their experiences when theirill loved one is admitted to an
acute care hospital?’ Descriptive numerical data from the survey are presented using response rate, tables
andfigures. Qualitative dataarereportedusingthemestoofferan understandingofthe whole context of
the experience of nurses.

Response rate

Of 700 nurses from one metropolitan and one country hospital invited to participate in the survey, 116
responded (17%). Of these six were excluded, two respondents stated that they had not experienced
having anillfamily memberhospitalised, one was classified as a midwife during hospitalisation of theill
loved one, while two mentioned that their experience had taken place in a paediatric setting and one
nurse’s family member had been hospitalised in a maternity setting. Thus, responses from 110 of 700
eligible nurses were included in the study.

Survey results
Section 1: Nurses’ socio demographics characteristics

Participants’ demographic information was collected, in particular, age, gender, nursing experiences and
employmentsetting. Asshownintable 1 below, age rangedfrom 21to 64 years, withmostbeingfemale
and relatively experienced. The majority of respondents were from the metropolitan area.

Age (y) Mean (SD) 46 (10.6), Range 21-64
Gender Female 101 (91.8%) and Male 9 (8.2%)
Nursing experience (y) Mean 23.25, Range 1- 47, Standard deviation (SD): 11.8
Employment setting Metropolitan area 100 (90.9%) and Country area 10 (9.1%)

Legend: y: Years, SD: Standard deviation
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Section 2: The experience of nurses during hospitalisation of family
members

This section featured questions about each nurse’s experience of hospitalisation of his or her ill family
member. Nurses were first asked to report the number of times a loved one had been hospitalised. As
shownintable 2, the largest number of respondents 42.7% (n=47) indicated that they had experienced this
on two to three occasions.

Table 5: Number of occurrences of theexperience

Occurrence Frequency Percent (%)
1 episode 13 11.8
2-3 episodes 47 42.7
4-5 episodes 22 20.0
>5 episodes 28 25.5
Total 110 100

The second question asked nurses to identify their relationship with the patient family member who was
hospitalised and respondents were able to indicate all relationships that applied. Most respondents
identified parents as the category of family 39.9% (n=87), with siblings being the least common category
6.5% (n=14). As shown in figure 3 below, children and partners or spouses were also commonly indicated.
In addition, some respondents identified other family relationships, such as uncle, aunt, in-law,
grandparent, grandchild, stepfamily, niece and cousin.
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Section 3: Inquiry about the most significant experience.

Atthebeginningofthissection, nurses were asked abouttheirmostsignificantexperience withapatient
family member. They were able to select from multiple choice options to identify the following:
relationship with the patient, whether the ill family member was a health care professional, location for
the majority oftheirstay, howlongagotheadmissionhad occurred, theirprimary professionalrole,area
of practice and classification level atthe time ofthe experience. Inaddition, nurses were askedtoreport
whethertheyhadexperienceinthe practice areainwhichthe patientspentthe majority ofthe admission
andwhether atthetime of hospitalisation another member of theirimmediate family was anurse. Atthe
end of the section, they were requested to indicate whether they had an enduring medical power of
attorney and whether their family member was admitted to their own workplace.

Results show that the most significant experiences concerned the admission of their mother or
son/daughter (each with 26.4%; n=28). Father and husband/partner were less commonly reported.
Respondents were asked whether their ill family members were also health care practitioners at the time
of the experience and only four (3.8%) indicated this was the case (table 3).

Category Frequency Percent (%)
Mother 28 26.4
Son/ Daughter 28 26.4
Father 15 14.2
Husband/Partner 15 14.2
Other (Uncle, Aunt, Sister, Step-father, Grand-daughter, Niece) 9 8.5
Grand-father/Mother 8 7.5
Father/Mother-In-Law 3 2.8
Total 106 100

The question concerning the area of admission that described the majority of the patient’s stay was
completed by 103 respondents. As presented in table 4, medical/surgical was the most common response
and mental health and emergency categories were in the minority.
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Category

Medical/Surgical

Critical care

Palliative Care

Mental health

Emergency

Total

Frequency

81

17

103

Percent (%)

78.6

16.5

29

1.0

1.0

100

In terms of occurrence of the experience, many respondents 44.7% (n=46) of 103 who answered the
questionindicatedthattheirmostsignificantexperience had occurredintheyearpriortothe study, while
others(39%;n=41)referredtoexperiencesthathad occurredonetofive yearsprior. Asshownintable 5,
most respondents surveyed (84.5%; n=87) selected ‘clinician’ as their primary professional role during the

time of theexperience.

Category

Clinician

Manager

Educator

Not employed as nurse

Total

Frequency

87

11

103

Percent (%)

84.5

10.7

2.9

1.9

100

In terms of area of practice, 103 respondents specified that their most significant experience with the
hospitalisation of their family members occurred when they were working in Medical/Surgical 57.3%
(n=59) and critical care 24.3% (n=25). Respondents who worked in mental health 1.9% (n=2), in the
community 4.9% (n=5) were less commonly reported. Other categories were represented by only 11.6%
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(n=12) of the sample butincluded the following: student programs, radiology, peri-operative, infection
control, projects, education, women service and nursing informatics were represented.

The nurses’ professional classifications at the time of their experiences were evaluated under categories
of enrolled nurse (EN) and registered nurse (RN). As seen in figure 4, most respondents were level RN 1
and RN 2. However, there were 15.5% (n=16) RN 5 or higher.
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Figure 5: Classification level at the time of this experience.

Nurses were asked if they had any experience in the practice areain which their ill family member had
spent the majority of their admission. The option ‘yes’ was most frequently selected 70.9% (n=73) of 103
respondents. Perhaps this question was slightly ambiguous, because they could have interpreted itas short
placement as having worked in that area.

In answering the question of whether the ill loved one was admitted to the nurses’ workplace, 37.9% (n=39)
of 103 respondents confirmed ‘yes’. The 39 respondents were then asked where the admission had
occurred, and results showed that while most respondents (81.1%; n=30) indicated that their illloved ones
were admitted to otherwards/units, others (16.2%;n=6) reported thattheirloved ones were admitted to
the same ward/unit and only 2.7% (n=3) respondents stated that they had experienced both. Of 103
respondents surveyed, 23.3% (n=24) indicated that, atthe time of hospitalisation, another member of their
immediate family was also a nurse. In addition, 32% (n=33) of respondents had an enduring medical power
of attorney for the care of their ill loved one.
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Section 4: Likert scale of agreement as perceived by nurses

This section presented a 5-point Likert scale for nurses to rank their opinions under six categories: nurses’
knowledge, satisfaction with care, ability to evaluate care, different expectations on nurses, self-impact,
andrelationship with staff. Nurses were alsoasked howtheyfelttheirexperiences differed fromthose of
a lay-family member.

Section 4.1: Elements relating to the nursing knowledge, its impact and the delivery of
care.

In this section, participants responded to 12 items by selecting from a 5-point Likert scale. They were asked
to state theiropinionsregarding their nursingknowledge, itsimpact and the delivery of care provided to
their ill loved ones. Figure 4 presents results for this particular element. Of 110 respondents, 100
completed the 12 items relating to experience.

Figure 4 shows that more than 86% (n=86) of respondents agreed (strongly agreed and agreed) with items
1, 2 and 3, but almost 60% (n=60) disagreed (strongly disagreed and disagreed) with statement 4.
Respondents were almost equal in both agreement and disagreement for statements 5 and 9. Regarding
items 6, 8, 10 and 11, more than half of respondents agreed. However, the figure also indicates that some
respondents disagreed with number 7 which presentsonly 39% (n=39). Finally, withregards tothefinal
statement, 45% (n=45) of respondents surveyed stated that they either disagreed or strongly disagreed,
while 29% (n=29) expressed uncertainty.
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Percent
0% 20% 40% 60% 80%  100%

1. From my perspective, my nursing knowledge
influenced my role in this situation.

2. Because of my nursing knowledge, my role was
different from others who are not nurses.

3. Because of my nursing knowledge, | was in a better
position than others to judge the quality of nursing
care.

4. Because of my nursing knowledge, | experienced
less stress and anxiety in comparison to others.

5. Because | am a nurse, | was given additional
information by staff.

6. Being a nurse made it easy to assess the quality of
the care provided.

7. Over all , this experience had a negative impact on
me.

8. My knowledge was generally respected by the n

nurses.

9. Overall, | experienced dissatisfaction with the
delivery of care.

10. | used my nursing knowledge to the advantage of
my ill family member.

11. In general, | was satisfied with the delivery of care. n

12. Sometimes, | felt that | wanted to be treated like
others who are not nurses.

B Strongly agree [ Agree OUncertain EDisagree B Strongly disagree

Figure 6: Please indicate the extent to which you agree or disagree with each of the following
items relating to the experience.
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Content analysis

In addition, nurses were given the opportunity to comment on various items in each element. These
comments were analysed using content analysis, employing an inductive approach. Main categories
developed from the small number of respondents who made comments mostly reinforce the overall view
given in the Likert scale. The particular respondent’s number is identified alongside the text to facilitate an
audittrail. Foreach ofthe items the Likert responses are discussed with content analysis of comments
given.

Item 1: From my perspective, my nursing knowledge influenced my role in this situation. Most respondents
agreed with the statement with nine writing comments which revealed one main category and two sub-
categories.

Main category1.1: Nurses’ knowledge
Sub-category 1.1.1: Being an advocate (Respondents No. 50, 94, 9, 38, 3)
Sub-category 1.1.2: Had to explain everything (Respondents No. 59, 90, 93, 115)

Item 2: Because of my nursing knowledge, my role was different from others who are notnurses. In this
item seven respondents provided comment, three gave insights which did not relate to the issue and four
comments were analysed which revealed one main category and two sub-categories.

Main category1.2: Nurses’ knowledge
Sub-category 1.2.1: Being Vocal (Respondent No. 9)
Sub-category 1.2.2: Stepping in (Respondents No. 67, 50, 59)

Item 3: Because of my nursing knowledge, | was in a better position than others to judge the quality of
nursing care. For this item seven respondents commented revealing one main category and two sub-
categories.

Main category1.3: Ability to evaluate care
Sub-categories 3.3.1: Ability to recognise (Respondents No.59,44,9,94, 38, 3)
Sub-categories 3.3.2: Feartojeopardise the care (RespondentNo. 8)

Item 4; Because of my nursing knowledge, | experienced less stress and anxiety in comparison to others. In
this item 15 respondents commented revealing one main category and two sub-categories. Overall, the
majority of these respondents disagreed with this statement.

Main category 4.1: Self impact

Sub-categories 4.4.1: The stress of knowing (Respondents No. 9, 6,24, 38,43,94,95,106, 115,59, 83, 90,
67, 8)

Sub-categories 4.4.2: Ignorance is not always bliss (Respondent No. 79)
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Iltem 5: Because | am a nurse, | was given additional information by staff. For this item 15 respondents
commented revealing one main category and two sub-categories. However, five gave insights which did
not relate to the issue.

Main category 5.1: Nurses’ knowledge

Sub-categories 5.5.1: Additional information provided when requested (Respondents No. 9,62, 8,111, 95,
38)

Sub-categories 5.5.2: Extremely difficult to get information (Respondents No. 44, 85, 94)

Iltem6: Beinganurse madeiteasytoassessthe quality ofthe careprovided. Inthisitem sixrespondents
commented, three gave insight which did not relate to the issue and three comments were analysed which
revealed one main and two sub- category.

Main category 6.1: Ability to evaluate care
Sub-categories 6.6.1: Recognising deteriorating care (Respondents No. 90, 43, 106)

Iltem7:Overall, thisexperience had anegativeimpactonme. Forthisitem 19respondents commented
which revealed one main category and two sub-categories but three gave insights which did not relate to
the issue.

Main category 7.1: Self-impact

Sub-categories 7.7.1 Anger and frustration with care(Respondents No. 6, 9, 25,43, 51,58, 83, 108, 94, 21,
77, 24, 90)

Sub-categories 7.7.2 Positive impact (Respondents No. 79, 85, 93)

Item 8: My knowledge was generally respected by the nurses. In this item of 100 respondents who
completed, 12 respondents commented which revealed one main category and two sub-categories and
one gave insight which did not relate to the issue.

Main category 8.1: Nurses’ knowledge
Sub-categories 8.8.1: Avoidance (Respondents No. 6, 77, 12)
Sub-categories8.8.2: Acknowledged by mostnurses(RespondentsNo.9,59,111,93,112,67,79,94)

Item 9: Overall, | experienced dissatisfaction with the delivery of care. In this item 11 respondents
commented which revealed one main category and one sub-category.

Main category 9.1: Satisfaction with care
Sub-categories 9.9.1: Poorcare delivered (Respondents No. 9, 24,25,49,77,95,90,91,93,74,67)

Item 10: T used my nursing knowledge to the advantage of my ill family member. For this item 13
respondents wrote comments which revealed one main category and one sub-category. However, one
gave insight which did not relate to the issue.
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Main category 10.1: Nurses’ knowledge

Sub-categories 10.10.1; Assertive to gain appropriate care (Respondents No.9, 38,43, 24,58, 77,79, 105,
106, 90, 94, 112)

Iltem11:Ingeneral, Iwas satisfied withthe deliveryofcare. Inthisitemmore thanhalfoftherespondents
agreed with the statement, however, some respondents disagreed with nine writing comments which
revealed one main category and one sub-category.

Main category 11.1: Satisfaction with care
Sub-categories11.11.1: Dissatisfaction with care (RespondentsNo.6,9,35,104,12,108,105,94,106)

Iltem 12: Sometimes, | felt that | wanted to be treated like others who are not nurses. For this item nine
respondents wrote comments which revealed one main category and two sub-categories but three gave
insights which did not relate to the issue.

Main category 12.1: Self-impact
Sub-categories 12.12.1: Wanted to be acknowledged (Respondents No.67,77,93,94)
Sub-categories 12.12.2: Didn’t wantto be a nurse (Respondents No. 79,49)

Table 6: Categories for the elements relating to the nursing knowledge, its impact and the delivery of care,
illustrates the categories developed from the responses to this items.
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Table 9: Categories for the elements relating to the nursing knowledge, its impact and the delivery

of care

Main Category

Sub-Category

Nurses’ knowledge Being an advocate

Ability to evaluate
care

Self-impact
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Had to explain everything

Being Vocal

Stepping in

Additional information
provided when requested

Extremely difficult to get
information

Avoidance

Acknowledged by  most

nurses

Assertive to gain appropriate
care

Ability to recognise

Fear to jeopardise the care

Recognising
care

deteriorating

The stress of knowing

Ignoranceis notalways bliss

Able to advocate for family and others (50)

Hadtoexplaineverythingtopatientandtherestofmyfamilysotheyknewwhat
was happening, also had to liaise with hospital staff regarding discharge to a safe
environment (59)

Probably more vocal in my expectations (9)

| attended observations | thought were missed/lacking (67)

To some degree yes but had to ask too (sic) to seek information (9)

To talk with a doctor was extremely difficult (44)

| was avoided at all costs (6)

Respected or a better term would be acknowledged (111)

Advocacy/discussion ofcare pathways/attime assertivetogain appropriate care
(38)

Ability to recognise appropriate and timely care (59)

Can be a bitmore reticent as you don’t want to put the team who is managing
your loved one, off-side in any way. You don’t want to jeopardise their care if
the team caring for your loved one feels undermined or questioned (No. 8)

The quality of care in ED excellent, went down after (90)

| think there was more stress knowing what | know (9)

Sometime ignorance really is bliss, although | believe knowledge is power also
and itallowed me to be more involved in decision making regarding my son's
care (79)



Satisfaction
care
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with

Anger and frustration with

care

Positive impact

Wantedtobe acknowledged

Didn’t want to be a nurse

Poor care delivered

Dissatisfaction with care

Frustration about poor care and lack of quality care (6)

Well, nursing my ill son for 10 years and hi subsequent death did affect me
negatively, it also allowed me to grow as a person and as anurse. (79)

| wanted my knowledge and experience acknowledged, and for communication
with the nurses to reflect that knowledge, instead they barely even gave me eye
contact let alone inform me of the nursing care plan for my daughter (77)

Occasionally this was the case ( 79)

Medicationerrorduring surgery. Doctors refused to explain. Mum had 2extra
days in hospital for cardiac monitoring (25)

|was disappointed with the lack of nursing attention. Itwas accreditation time
and that was the focus. Not patient care. Call bell didn't work in toilet patients
were supposed to be supervised back to bed until physio cleared them. Not
timely in repair(9)



Section 4.2: Elements relating to personal and professional practice

This section contained sixitems thatmade use of a 5-point Likertscale. The nurses were asked to state
their opinion regarding their practice, its impact on their personal and professional practice and their
practice and attitude with other patients’ family members. Of 110 respondents, 98 completed the six items
relating to practice. Figure 5 presents the results for this particular element.

Regarding items 1 and 6, Figure 5 indicates that respondents equally agree and disagree that their
experience has an impact on their practice. While only 24% (n=24) respondents felt uncertain about
statement 2, 60% (n=60) of respondents strongly agreed that the experience had an impact on their
professional practice. Inrelation toitems 3 and 4, however, respondents reported theiragreement with
the statementbutalso strongly disagreed that their future interactions with a nurse-family member will
be affected.

Percent

0% 20%  40% 60%  80%  100%

1. Over all, this experience had a negative impact 31

pn me.

2. Over all, this experience had a positive impact on
my professional practice.

3. This experience changed my attitude towards
other patients' family members.

4. This experience has impacted on my practice
relating to patients’ family members.

5. If I know that a patient’s family member is a
nurse it will impact on how | look after the patient.

nurse it will impact on the way, | interact with 41

6. If | know that a patient’s family member is a I """""""""""""""
them.

EStrongly agree [ Agree Uncertain B Disagree B Strongly disagree

Figure 7: Please indicate the extent to which you agree or disagree with each of the following
items relating to your practice

Content analysis

Item 1:Overall, thisexperience had anegativeimpacton me. Inthisitem45% ofrespondentsdisagreed
with the statement, however, some respondents agreed with six writing comments which revealed one
main category and one sub-category, one gave insight which did not relate to the issue.
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Main category 1.1: Self-impact
Sub-categories 1.1.1: Wearying experience (Respondents No. 6, 9, 93, 108, 90)

Item 2: Overall, this experience had a positive impact on my professional practice. Overall, the majority of
respondents agreed with this statement with 11 writing comments which revealed one main category and
one sub-category.

Main category 2.1: Self-impact

Sub-categories 2.1.1: Reinforced the need forempathy and care (Respondents No.43,9,12, 38,58,79, 87,
111, 6, 72, 67)

Item 3: This experience changed my attitude towards other patients’ family members. In this item 15
respondents provided comments which revealed one main category and two sub-categories.

Main category 3.1: Self-impact
Sub-categories 3.1.1: Reinforced communication and rapport (Respondents No. 8, 105)

Sub-categories 3.1.2: Family always treated well (Respondents No. 1,6, 39,72, 77,94, 103,106,111, 9, 3,
90, 67)

Item 4: This experience has impacted on my practice relating to patients’ family members. In this item
sevenrespondents provided comment, one gave insight which did not relate to the issue and six comments
were analysed which revealed one main category and two sub-categories.

Main category 4.1: Self-impact
Sub-categories 4.1.1: Strengthened family involvement (Respondents No. 8, 93)
Sub-categories 4.1.2: Have always treated the same (Respondents No. 9, 72, 103, 111)

Item 5: If | know that a patient’s family member is a nurse it will impact on how | look after the patient.
Generally, the majority of respondents disagreed with this statement with 14 providing comments which
revealed one main category and two sub-categories.

Main category 5.1: Self-impact
Sub-categories5.1.1: Everyoneisimportant(Respondents No. 38,43,58,90,104,106,108,116,9)

Sub-categories 5.1.2: Gaining professional respect through altered language (Respondents No. 6, 3, 111,
15, 6, 67)

Item 6: If | know that a patient’s family member is a nurse it will impact on the way | interact with them.
For this item 14 respondents gave comments, three gave insights which did not relate to the issue and 11
comments were analysed which revealed one main category and two sub-categories.

Main category 6.1: Self-impact

Sub-categories 6.1.1: Use different language (Respondents No. 58, 104, 116, 111, 38, 56)
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Sub-categories 6.2.2: Equal Interaction (Respondents No. 6, 9, 24, 62, 105)

Table 7: Categories for the elements relating to personal and professional practice, illustrates the

categories developed from the responses to this items.

Table 10: Categories for the Elements relating to personal and professional practice

Main Category

Sub-Category

Self-impact Wearying experience

Reinforced the need for empathy
and care

Reinforced communication and
rapport

Family always treated well

Strengthened family involvement

Have always treated the same

Everyone is important

Gaining  professional  respect

through alteredlanguage

Use different language

Equal Interaction
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Very tiring times for all of us (93)

Reinforced a more caring attitude to caring for the elderly (38)

Reinforced my beliefin good communication and building rapport
with the patient and their significant others. (8)

Always have a positive attitude to contributions of family ( 6)

Reinforced my belief that the patient and their significant others
mustbe engaged inthe care plans ordecisions made inanintentional
waybythenurseofprimary carerforthe patientinthe clinical setting

®)

Have always treated all patients & families with respect (72)

We should treat everyone the same regardless of whether their
family member is a nurse or not (43)

Professional respect and courtesy always. Also being able to
incorporate that family members’ concerns/queries into my
assessments (6)

Language used is different (116)

| don’t see it matters | treat all family members equally (9)



Section 4.3: Elements relating to the disclosure of identity.

This section contained six items and made use of a Likert scale. Nurses were requested to state their
opinionregardingtheirdualidentity,dualrole,involvementinthe care and disclosure of theiridentity. Of
110 respondents, 97 completed the six items relating to identity. Figure 6 presents the results for this
particular element.

Figure 6 showsthatmore than 50% of respondentsreported their disagreementwithitems 1,2, 3,5and
6, but most (nearly 70%) disagreed with statement 4. However, the figure also indicates that a small
number of respondents expressed uncertainty about statement 4.

Percent

0% 20% 40% 60% 80%  100%

1. | found it difficult dealing with my dual identity
(family member and nurse).

2. All'in all, | felt a sense of conflict because of my 28
dualroles.
3. I felt pressured by nurses to undertake tasks that 19
would not be expected from other family.
4. | felt a sense of satisfaction in caring for my ill
family member.
5. | would be uncomfortable looking after a family

. 11
member of a different gender.

6. | did not disclose that | was a nurse to avoid 24
being treated differently by staff.

EStrongly agree CAgree  Uncertain M Disagree M Strongly disagree

Figure 8:Please assess the extent to which you agree or disagree with each of the following items
relating to your identity.
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Content analysis

Item 1: | found it difficult dealing with my dual identity (family member and nurse). In this item 13
respondents commented revealing one main category and two sub-categories. Overall, almost half of the
respondents disagreed with the statement

Main category 1.1: Self-impact

Sub-categories 1.1.1: Not at all probably glad of it (Respondents No. 9, 58, 90)
Sub-categories 1.1.2: Always struggle (Respondents No. 106, 85, 106, 62, 116, 56, 111, 41
108, 15, 93)

Item 2: Allin all, | felt a sense of conflict because of my dual roles. In this item nine respondents wrote
comments, two gave insights which did not relate to the issue and seven commented which revealed one
main category and two sub-categories.

Main category 2.1: Self-impact
Sub-categories 2.1.1: Conflict does not exist (Respondents No. 6, 9, 106, 90)
Sub-categories 2.1.2: Pressure from other family (Respondents No. 38, 79, 93)

Item 3: Ifelt pressured by nurses to undertake tasks thatwould notbe expected from otherfamily. While
the majority of respondents disagree with this item, 13 respondents commented which revealed one main
category andtwo sub-categories.

Main category 3.1: Different expectations on nurses
Sub-categories 3.1.1: Occasionally, felt pressured (Respondents No. 8, 44, 75, 79, 62, 6, 90)
Sub-categories 3.1.2: Never asked (Respondents No. 93, 105, 106, 58, 9, 1)

Item 4: | felt a sense of satisfaction in caring for my ill family member. In this item eight respondents
provided comments which revealed one main category and one sub-categories. Two gave insights which
did not relate to the issue.

Main category 4.1: Self-impact
Sub-categories4.1.1: Derived satisfaction (Respondents No. 9,58, 106, 111,67, 56)
Item 5: 1wouldbe uncomfortable looking after afamily memberof adifferentgender.

Generally, the majority ofrespondents disagreed with this statement with five writing comments which
revealed one main category and two sub-categories.

Main category 5.1: Self-impact
Sub-categories 5.1.1: Gender does not matter (Respondent No. 9)

Sub-categories 5.1.2: Depends On Patient’s Condition (Respondents No. 62, 93, 85, 112)
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Item 6: 1 did not disclose that | was a nurse to avoid being treated differently by staff. For this item 27
respondents provided comments which revealed one main category and three sub-categories.

Main category 6.1: Self-impact

Sub-categories 6.1.1: | was found out (Respondents No. 3, 13, 21, 24, 44, 67,70, 77, 79, 43)
Sub-categories 6.2.2: Staff familiarity (Respondents No. 85, 90, 93, 100, 62, 105, 106, 83)
Sub-categories 6.2.2: Disclosed when needed (Respondents No. 6, 9, 54, 56, 111, 8, 104, 89, 75)

Table 8: Categories for the elements relating to the disclosure of identity, illustrates the categories
developed from the responses to this items.
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Table 11: Categories for the elements relating to the disclosure of identity.

Main Category

Sub-Category

Self-impact

Different expectations
on nurses

Relationship with staff
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Not at all probably glad of it

Always struggle

Conflict does not exist

Pressure from other family

Derived satisfaction

Gender does not matter

Depends On  Patient's
Condition

Occasionally, felt pressured

Never asked

| was found out

Staff familiarity

Disclosed when needed

Notatall probably glad of it | think | was taken more seriously. (9)

However, some respondents agreed with this statement.

Always struggle with this! (106)

I don’tfeel a conflict, | just know it impacts the patient, staff and me. Your
familymemberisn’tjust‘anotherpatient’, theyare ‘the nurse whoworksin
education’s aunt’. (106)

Pressure from siblings. (38)

| felt when | was there that | could help so | did. (9)

Previously assisted in care of my Uncle. Not phased by gender. (9)

Not difficult looking after someone in the family only difficult dealing with
the way they deal with their iliness. (62)

Yes, attimes, although | was also so involved in my son’s care that | did
most of it instinctively. (79)

Was never asked to undertake any tasks. (58)

Eventually, | was found out but not because of being treated differently. (44)

They knew who | was because it was where | work. (93)

| only mentioned | was a nurse when | noticed them do something that |
wouldn’t have done.(104)



Section 4.4: Elements relating to advocacy

This sectionfeatured 11 items and made use of a Likert scale. Nurses were asked to state their opinion
regardingtheirpersonalrole asanadvocate, observerofthe care delivered and decisionmaker. Of 110
respondents, 97 completed the 11 items relating to the personal role. Figure 7 presents the results for this
particular element.

Thefigure 7 shows that more than 70% of respondents stated that they agreed with items 1,4, 5,6 and
11,butalmost60% disagreed with statement9. Statements 2and 3 were metwithequal agreementand
disagreement. Over half of respondentsreported theiragreementwithitems 7,8 and 10. However, the
figurealsoindicates thatsome respondents, although a much lower percentage, were uncertain about
these items.

Percent

0% 20% 40% 60% 80%  100%

1. Because | am a nurse, my family expected me to
be the primary advocate.

2. Because | am a nurse, the staff expected me to
be the primary advocate.

3. Because | am a nurse, | expected to be the
primary advocate.

4. Because of my nursing knowledge, | felt
comfortable taking the advocate role.

5. Because of my nursing knowledge, | intervened
in my family member's care.

6. As a nurse, | felt that keeping watch over my
family member’s care was unavoidable.

7. As a nurse, other family members expected me
to be their spokesperson.

8. As a nurse, my ill family member expected me to
be his/her spokesperson.

9. | felt pressure from other family members to be
their spokesperson.

10. Other family members relied on me for
decision making.

11. My ill family member relied on me to explain
complex terminology and clinical procedures.

B Strongly agree CAgree  Uncertain M Disagree M Strongly disagree

Figure 9: Please indicate the extent to which you agree or disagree with each of the following
items relating to your personal role

Content analysis

Item 1:Becauselamanurse, myfamily expected metobethe primaryadvocate. Overall, the majority of
respondentsagreed with the statementwith eightwritten comments which revealed one main category
and two sub-categories.

Main category 1.1: Different expectations on nurses

115|Page



Sub-categories 1.1.1: Just for advice (Respondents No. 3, 69, 106, 87)
Sub-categories 1.1.2: Being a primary advocate (Respondents No. 9, 111, 38, 93)

Item 2: Because | am a nurse, the staff expected me to be the primary advocate. In this item seven
respondents wrote comments, four gave insights which did notrelate to the issue and three comments
were analysed which revealed one main category and one sub-category.

Main category 2.1: Different expectations on nurses
Sub-categories 2.1.1: Agreed role (Respondents No. 24, 54, 9)

Item 3: Because lam anurse, | expected to be the primary advocate. For this item seven respondents
provided comments, three gave insights which did not relate to the issue and four comments were
analysed which revealed one main category and one sub-category.

Main category 3.1: Different expectations on nurses
Sub-categories 3.1.1: Expected to be the advocate (Respondents No. 9, 56, 72, 38)

Item 4: Because of my nursing knowledge, | felt comfortable taking the advocate role. In this item six
respondents commented, two gave insights which did not relate to the issue and four comments were
analysed which revealed one main category and two sub-categories.

Main category 4.1: Nurses’ knowledge
Sub-categories 4.1.1: Very comfortable (Respondents No. 9, 67, 81)
Sub-categories 4.1.2: Occasionally uncomfortable (Respondent No. 111)

Item 5: Because of my nursing knowledge, | intervened in my family member’s care. The majority of
comments indicated that respondents intervened because they had no choice with 16 writing comments,
one gave insightwhich did notrelate tothe issue and 15 comments were analysed which revealed one
main category and one sub-category.

Main category 5.1: Nurses’ knowledge
Sub-categories5.1.1: Hadnochoice(RespondentsNo.3,8,21,73,77,6,9,24,38,44,49,58,54,56,113)

Iltem6:Asanurse, |feltthatkeepingwatch overmyfamilymember’'s care wasunavoidable. Forthisitem
five respondents commented, one gave insight which did not relate to the issue and four comments were
analysed which revealed one main category and one sub-category.

Main category 6.1: Different expectations on nurses
Sub-categories 6.1.1: / did not trust care (Respondents No. 9, 38, 44, 77)

Item 7: As a nurse, other family members expected me to be their spokesperson. In this item four
respondents provided comments, one gave insight which did not relate to the issue and three comments
were analysed which revealed one main category and one sub-category.
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Main category 7.1: Different expectations on nurses
Sub-categories 7.1.1: It was a given (Respondents No. 1, 9, 103)

Item 8: As a nurse, my ill family member expected me to be his/her spokesperson. Overall, the majority of
respondents agreed with the statement with six giving comments, two gave insight which did not relate to
the issue and four comments were analysed which revealed one main category and two sub-categories.

Main category 8.1: Different expectations on nurses
Sub-categories 8.1.1: Always a spokesperson (Respondents No. 1, 95, 111)
Sub-categories 8.1.2; Otherfamilyisthe spokesperson (RespondentNo. 3)

Item 9: Ifeltpressure from otherfamily members to be theirspokesperson. The majority of respondents
disagree with this item and did not relate to the issue.

Item 10: Other family members relied on me for decision making. More than half of the respondents agreed
with this item there were various comments revealed in this statement. Six respondents wrote comments
which revealed one main category and three sub-categories.

Main category 10.1: Different expectations on nurses

Sub-categories 10.1.1: Shared decision making (Respondents No. 8, 75)
Sub-categories 10.1.2: Others make decision (Respondents No. 90, 93)
Sub-categories 10.1.2: Relied upon me (Respondents No. 9, 111)

Item 11: My illfamily memberrelied on me to explain complex terminology and clinical procedures. The
last item received responses from 12 respondents who provided comments, one gave insight which did
notrelatetotheissueand 11 comments were analysed whichrevealed one main category andtwo sub-
categories.

Main category 11.1: Different expectations on nurses
Sub-categories 11.1.1: Had to explain (Respondents No. 1, 9, 58, 83, 106, 112, 98)
Sub-categories 11.1.2: Unable to comprehend (Respondents No. 6, 24, 56, 72)

Table 9: Categories for the elements relating to advocacy, illustrates the categories developed from the
responses to thisitems.
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Table 12: Categories for the elements relating to advocacy

Main Category

Sub-Category

Nurses’ knowledge

Different expectations
on nurses
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Very comfortable

Occasionally
uncomfortable

Had no choice

Just for advice

Being a primary advocate

Agreed role

Expected to be the
advocate

| did not trust care

It was a given

Always a spokesperson

Other family is the
spokesperson

Shared decision making

Others make decision

Relied upon me

Shared decision making

Very comfortable with taking the role of advocate (9)

Not always comfortable. Occasionally my hand was forced by blatant errors
that the staff should have known better. | can be reluctant but not scared of
advocating if | need to (No. 111)

| had no choice as his care was inadequate (58)

They looked to me for advice (69)

Yes, my role of advocate and medical attorney has been sort because of my
nursing background (9)

Despite informing them of the family agreement that | would be the primary
advocate they regularly communicated with a less experienced family
member (24)

Yes, | probably expected to be the advocate (9)

| did not trust the care (44)

Itwasn’tthatthey expected me to be the spokesperson, itwas a ‘given’ as |
was the nurse (1)

| reassured my father that | would be his spokesperson and he trusted me with
this (1)

My Grandmother was happy with her daughter, my aunt, as advocate and me
to help with determination of care needs (3)

All was discussed between family (75)

If decisions needed to be made my husband made them (90)

Yes, because they trusted | would be able to advocate for them (9)

All was discussed between family (75)



Others make decision If decisions needed to be made my husband made them (90)

Relied upon me Yes, because they trusted | would be able to advocate for them (9)
Had to explain If | didn’t explain it, no-one else took the time to explain it (1)
Unable to comprehend Mum was unable to comprehend complex terminology and clinical

procedures (6)
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Section 4.5: Likert scale of frequency as perceived by the nurses

There were 11 items that made use of a Likert scale in this section. Nurses were asked to state their opinion
regarding the frequency of information provided, their satisfaction with the care provided to theirloved
ones, involvement with care and disclosure of identity. Of 110 respondents, 95 to 97 completed the 11
items relating to the frequency as perceived by the nurses. Figure 8 presents the results for this particular
element.

For item 1, although 31% of respondents received significant information often, 40% of respondents only
sometimes received information. However, an equal percentage of respondents often and sometimes
agreed with item 2, and the percentage was almost equal foritem 3. Regarding item 4, 38% of respondents
statedthattheywouldratherbetreatedlike afamilymemberwhoisnotanurse. Analmostequalnumber
of respondents chose rarely and neverforitem 5. In response to items 8 and 9, respondents strongly stated
‘never’. Forthefinalitem, while 32% ofrespondentsreported thatthey neverexperienced avoidance by
respondents, others (28% in both cases) reported that they experienced avoidance either sometimes or
rarely.
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Percent

0% 20% 40% 60% 80%  100%

1. It was the nurses who communicated significant
healthcare information with me.

40

2. My knowledge was respected by the nurses.

3. | was satisfied with the delivery of care.

4, | wanted to be treated like a relative who was not
A nurse. = [

5. 1 felt that being recognised as a nurse impeded me
providing effective support to my ill family member.

6. | was comfortable telling the staff that | was a
nurse.

7. | was asked to perform nursing tasks by my ill
family member.

8. | was asked to perform nursing tasks by nursing
staff.

9. | experienced conflict in informing staff that | was
@ nurse.

10. | felt | needed to be present to ensure adequate
care was provided.

11. The nurses avoided me.

E Always OOften Sometimes M Rarely B Never

Figure 10: Please indicate how often the following items apply to your experience

Content analysis

Item 1: It was the nurses who communicated significant healthcare information with me. The experience
was variable, with four writing comments, one gave insight which did not relate to the issue and three
comments were analysed which revealed one main category and two sub-categories.

Main category 1.1: Relationship with staff
Sub-categories 1.1.1: Not enough information (Respondents No. 6, 75)

Sub-categories 1.1.2: Information from other staff(Respondents No. 103)
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Item 2: My knowledge was respected by the nurses. For this item, the two most common categories were
often and sometimes, with four respondents providing comments, two gave insights which did not relate
to the issue and two comments were analysed which revealed one main category and one sub-category.

Main category 2.1: Nurses’ knowledge
Sub-categories 2.1.1: My knowledge was a thorn in their side (Respondents No. 3, 6)

Item 3: | was satisfied with the delivery of care. Although the majority of respondents were distributed
betweenoftenand sometimes, some were dissatisfied. Inthisitem, fourrespondents wrote comments,
twogaveinsightswhichdid notrelatetotheissue andtwo comments were analysedwhichrevealedone
main category and one sub-category.

Main category 3.1: Satisfaction with care
Sub-categories 3.1.1: /It was bad (Respondents No. 3, 90)

Iltem4:lwantedtobetreatedlike arelative whowasnotanurse. Forthisitem,answersfromrespondents
were spread among the categories, where four respondents commented, three gave insights which did not
relate to the issue and one comment was analysed which revealed one main category and one sub-
category.

Main category 4.1: Self-impact
Sub-categories 4.1.1: Except in communication (Respondents No. 3, 38, 111)

Item 5: | felt that being recognised as a nurse impeded me providing effective support to my ill family
member. Overall, the majority of respondents were distributed between rarely and never, with three
respondents commenting, two gave insights which did not relate to the issue and one comment was
analysed which revealed one main category and one sub-category.

Main category 5.1: Self-impact
Sub-categories 5.1.1: After disclosure of identity (Respondent No. 54)

Iltem 6: lwas comfortable telling the staffthat lwas anurse. Inthisitem, the respondents appeared tobe
completely happy or sometimes happy, with seven respondents provided comments, one gave insight
which did not relate to the issue and six comments were analysed which revealed one main category and
two sub-categories.

Main category 6.1: Relationship with staff
Sub-categories 6.1.1: Healthcare staff familiarity (Respondents No. 56, 85, 93)
Sub-categories 6.1.2: Disclosed when asked (Respondents No. 93, 111)

Item 7: | was asked to perform nursing tasks by my ill family member. For this item, answers from
respondents were spread among the categories except for the always category, four respondents provided
comments which revealed one main category and one sub-category.
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Main category 7.1: Different expectations on nurses
Sub-categories 7.1.1: Was a given (Respondents No. 6, 9, 56, 111)

Item 8: | was asked to perform nursing tasks by staff. Generally, the majority of respondents answered
never, with two writing comments, one gave insight which did notrelate to the issue and one comment
was analysed which revealed one main category and one sub-category.

Main category 8.1: Different expectations on nurses
Sub-categories 8.1.1: /just did it (RespondentNo. 6)

Item 9: | experienced conflict in informing staff that | was a nurse. The maijority of respondents were
distributed between never, rarely and sometimes, four respondents provided comments which revealed
one main category and two sub-categories.

Main category 9.1: Relationship with staff
Sub-categories 9.1.1: Well received by staff(Respondents No.9, 111)
Sub-categories 9.1.2: Never acknowledged (Respondents No. 77,108)

Item 10: I felt | needed to be present to ensure adequate care was provided. In this item answers from
respondents were spread among the categories, eight respondents commented, one gave insight which
did not relate to the issue and seven comments were analysed which revealed one main category and one
sub-category.

Main category 10.1: Relationship with staff
Sub-categories 10.1.1: Wanted to be present (Respondents No. 3, 9, 17, 56, 93, 95, 6)

Item 11: The nurses avoided me. For this item answers from respondents were spread among never, rarely
and sometimes categories except for the always and often categories, three respondents wrote comments
which revealed one main category and one sub-category

Main category 11.1: Relationship with staff
Sub-categories 11.1.1 Avoided at times (Respondents No. 6, 95, 111)

Table 10: Categories for the Likert scale of frequency as perceived by the nurses, illustrates the categories
developed from the responses to this items.
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Table 13: Categories for the Likert scale of frequency as perceived by the nurses

Main Category Sub-Category

Nurses’ knowledge Myknowledge wasathornin
their side

Different expectations = Was a given
on nurses

I just did it

Relationship with staff Not enough information

Information from other staff

Healthcare staff familiarity

Disclosed when asked

Well received by staff

Never acknowledged

Wanted to be present

Avoided at times

Satisfaction with care It was bad

Self-impact Except in communication

After disclosure of identity
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It was more ‘thorn in their side’ (3)

Yes, when visiting | was asked to do things (9)

| did them anyway, just to provide safe care for mum (6)

Not enough BUT (sic) much more than medical staff who were rarely seen

(6)

As well as medical & physio staff (103)

They all knew | was a nurse (93)

Onlyifthey asked. Orifl had to pointoutan error and letting the staffknow
of the evidence underpinning my criticism (111)

Well received (9)

They knew but never acknowledged it, | was offended by that (77)

Attimes as | knew which staff were less than capable of providing adequate
unsupervised care, however | did not ask for them not to look after him |
just wanted to be present (56)

Eventually, after repeated confrontations without resolution (95)

Care in ward was bad (90)

Except in communication. Happy (sic) to have more technical jargon than
simplified (111)

Only after | advised them of my role (54)



Reliability Analysis

Reliability analysis offers an indication of how the scale items fittogether by assessing internal consistency.
Internal consistency reliability was analysed using the Cronbach’s alpha instrument. Cronbach’s alpha is
usedtoassessthereliability of a questionnaire and internal consistency of the scale asawhole. The 5-
point Likert scale of agreement and frequency as perceived by the nurses was used for 46 items which are
grouped under sixcategories:

* Nurses’ knowledge,

» Satisfaction with care,

» Ability to evaluatecare,

» Different expectations onnurses,
» Self-impact, and

« Relationship with staff.

However, one item, a standalone question, did not fit any category and was excluded from the analysis. In
addition, some items were reverse scored to maximise reliability of the survey and are presented in
Appendix VII. The alpha analysis revealed values ranging from 0.595 to 0.884 and descriptive statistics,
including the mean and standard deviation within each category, are presented in Table 6.

Category Number of Number of Possible Actual Mean (SD)  Cronbach’s
respondents ltems Range Range alpha
Nurses’ knowledge* 97 8 8-40 8-34 17.49 .703
(4.88)
Satisfaction with care* 97 3 3-15 3-15 8.38 .884
(3.17)
Ability to evaluate care 100 2 2-10 2-10 3.57 .695
(1.60)
Different expectations on 96 12 12-60 15-59 33.94 .876
nurses (9.42)
Self-impact 96 14 14-70 25-65 42.71 .700
(7.25)
Relationship with staff* 94 6 6-30 10-30 20.18 .595
(4.16)

*less than 10 items, Abbreviations: SD (Standard Deviation) (A five point Likert scale of agreement, which had
five possible answersranging from ‘1=stronglyagree’to ‘5=strongly disagree’ and Afive pointLikert scale of
frequency, which had five possible answers that ranging from ‘1= always’ to ‘5= Never’)
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A Cronbach’s alpha value of 0.7 or above is considered to indicate an adequate reliability score (Nunnally
1994). However, the low alpha score of relationship with staff may be because of the low number of items.
Pallant (2016) highlighted that a low Cronbach’s alpha score can occur when there are less than 10 items
while Hinton, McMurray and Brownlow (2004, p. 364)indicated that ‘0.5 t0 0.7 scores show moderate
reliability’. Ifthere arelessthan 10items, itshould be the case that Cronbach’s alphascores greaterthat
0.5 are acceptable. Therefore, the alpha values in this study were considered to indicate an adequate
reliability score.

Linear regression was used to evaluate the relationship between the six category outcomes and the
predictor: nursing experience (adjusting for the confounders: age and gender). A p value of more than 0.05
was adopted as not statistically significant and less than 0.05 was significant. As shown in table 7, a limited
number of significant relationships were found between outcomes and predictors. A statistically
significant, negative correlation was found between different expectations on nurses and nursing
experienceinbothunadjusted (r[96]=-0.163, p=.042)and adjusted models (r[96]=-0.331, p=.019).

Inbothmodels, fornursesinthis survey, the greaterthe experience in nursing practice, the higheris the
expectations of others (patient, family and health care team). This suggests that nurse-family members
withmoreyearsinpractice, have more expectationstobe the primaryadvocate, spokespersonandthe
decision maker from others, than nurses’ with fewer years of practicing nursing. Furthermore, these
expectations have varying effects on the experiences of nurse-family members in the hospital settings.
However, there were no significant associations found between different expectations on nurses and
nursing experience with eitherage orgender. Forallmodels, scatter plots and histograms were used to
testnormality of residuals and homoscedasticity, and these assumptions of a linear regression were found
to be upheld in each case.
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Table 15: Results from Linear Regression Models of six outcome categories versus nursing
experience, unadjusted and adjusted for age andgender

Unadjusted Model Adjusted Model*
Category Predictors B-coefficient (95% Cl) p-Value B-coefficient (95% Cl) p-Value
Nursing experiences - (-.136 t0 .029) | .204 -.140 (-.285 to .005) .058
.054
Age 118  (-.046 to .281) .158
Gender** -.336  (-4.044 to .859
3.373)
Nursing experiences - (-.061 to .047) .801 .011  (-.0851t0.107) .826
.007
Age -.024 (-.1321t0.084) .659
Gender -598 (-3.048 to .632
1.851)
Nursing experiences | .006  (-.022 to .033) .691 -.031  (-.077 to .016) .198
Age .048  (-.004 to .100) .072
Gender - (-2.237 t0 .004) | .151
1.117
Nursing experiences - (-.321 to -.006)| .042 -.331 (-.608 to -.055) .019
.163
Age 229  (-.082to .541) .150
Gender 1.380 (-5.685 to .702
8.445)
Nursing experiences | .073  (-.050 to .196) .243 194 (-.020 to .408) .076
Age -163  (-.405to0 .078) .185
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Gender 3202 (2276  to | .252
8.679)

Nursing experiences | .025 (-.048 to .097) .505 -.027 (-.151 10 .098) .676

Age 070 (-.071to .210) 331

Gender 2759 (-649t06.168)| .113

*Adjusted for Age (years) and Gender. **Gender comparison is females versus males. Abbreviations: CI, confidence interval. Significant

p- Value set at (<.05).
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Further analysis

An ordinal logistic regression model was used to evaluate the relationship between dependent variables
(Likertscales agreement) and the predictor: ‘Did you have an enduring medical power of attorney?’ As
shown intable 8, there is a statistically significant association between ‘Because of my nursing knowledge,
| felt comfortable taking the advocate role’ and whether the nurse had enduring medical power of attorney
(global P value=.027). When the nurse had enduring medical power of attorney they were 2.8 times more
likelythan nurseswithoutenduringpowerofattorneytohave agreementwiththe statement‘Because of
my nursing knowledge, | felt comfortable taking the advocate role’ (odds ratio=2.8, 95% confidence
interval: 1.6 t04.7).

In addition, an ordinal logistic regression model was used to evaluate the relationship between dependent
variable (Likert scales agreement and frequency) and the predictor: ‘Was your family member admitted to
your workplace?’. There was a statistically significant association between whether the nurse was
comfortable telling staff that she/he was a nurse and whether the family memberwas admitted to their
workplace (global P value=0.001). When the nurse’s family member was admitted to their workplace, they
were 3.9timesmorelikelytobealways oroftenbe comfortabletellingstaffthatshe/hewasanurse (odds
ratio=3.9, 95% confidence interval: 1.7 to 8.9), as presented in table 8.

All outcomes of the Likert scale items of agreement and frequency are presented in Appendix VIII
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Table 16: Results from an ordinal logistic regression model

Outcome Likert scales Predictor Reference Odds Ratio 95% CI

Agreement
Agreement Did you have an enduring medical power of attorney? YES NO .794 .375 to 1.682 0.547
Agreement Did you have an enduring medical power of attorney? YES NO 1.548 .727 to 3.296 0.257
Agreement Did you have an enduring medical power of attorney? YES NO 2.844 1.611 to 4.67 0.027
Agreement Did you have an enduring medical power of attorney? YES NO 1.660 .757 to 3.640 0.206
Agreement Did you have an enduring medical power of attorney? YES NO 1.658 774 to 3.555 0.194
Agreement Did you have an enduring medical power of attorney? YES NO 747 .342 to 1.632 0.464
Agreement
s

Agreement
Agreement Was your family member admitted to your workplace? YES NO 1.405 .661 to 2.987 0.377

Comparison p-value*

Did you have an enduring medical power of attorney? YES NO 1.271 .585 to 2.764 0.545

Did you have an enduring medical power of attorney? YES NO 1.197 .552 to 2.597 0.649

Was your family member admitted to your workplace? YES NO 1.891 .899 to 3.980 0.093
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Q25T1 Frequency

Q25T6 Frequency
Q25T8 Frequency
Q25T10 Frequency
Q25T11 Frequency

*Significant p-Value set at (<.05).

Was your family member admitted to your workplace?

Was your family member admitted to your workplace?

Was your family member admitted to your workplace?

Was your family member admitted to your workplace?

Was your family member admitted to your workplace?

YES

YES

YES

YES

YES

NO

NO

NO

NO

NO

2.003

3.903

1.013

.970

.889

.911 to 4.404

1.718 to 8.867

468 to 2.195

467 to 2.015

419 to 1.884

0.084

0.001

0.974

0.936

0.758
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Section 5: Additional comments, questions orconcernsrelated to the experience

The final question of the survey requested voluntary comments, questions or concerns. Twenty-six of 110
respondents provided additional notes. While four respondents gave insights which did not relate
specifically to the study question, 22 comments were analysed revealing four themes. Although some
comments were only brief, others provided in-depth statement.

Theme 1: Dissatisfaction with the care provided (11 comments)

Comments: The way my step father was treated was unprofessional and no action was taken.
(No. 2)

Theme 2: Difficulty communicating with staff (6 comments)

Comments: Most of my concerns ‘re’ (sic) care arose from nurses who had trained overseas.
Language barriers and general basic care was areal concern. Misinterpreted
orders ‘ect’ (sic) how to use basic equipment as well as implementing patient
concerns when patient deteriorating a real problem (No. 114)

Theme 3: Being ignored by staff (3 comments)

Comments: As a family member who is also a nurse it was extremely frustrating not to be

able to influence decisions (e.g. wound dressing choice) even when rationale expressed
and evidence provided. As a Clinical Nurse | am confident with making clinical decisions
and changes to patient care. | felt that nurses were following established patterns of care
rather than providing care individualised to changing clinical signs (No. 112)

Theme 4: Being an advocate (2 comments)
Comments: Very difficult being a family member over seeing their care in hospital. You are

limited withinformationandyoualsotake ontheemotionalrollercoasterofemotions. At
times | had to fight for certain patient’s rights so my father would be more comfortable
and pain free at the end of his journey. | was always confident that | made the right

decision for my father and would not change my decisions. (No. 93)
Summary

Results ofthe online survey provide details about how nurses experienced the admission of their loved
ones to acute care hospitals. Of 116 respondents, 110 met the inclusion criteria to participate in the online
survey, with aresponse rate of 17%. Most nurses whoresponded in the study were female withamean
age of 46 years. Additionally, most respondents were working in metropolitan Adelaide with previous
relevant work experience ranging from 1 to 46 years. Most respondents indicated they had experienced
two to three instances of having family members hospitalised in acute care hospitals. Parents were
identified as the most significant category of relationship: 87 (39.9%) of nurse respondents chose this
option.
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Medical/surgical area was the main category of admission for 81 (78.6%) respondents. Also, 46
(44.7%) respondents indicated that their experience with patient family members had occurred within a
year previous to the study. Most respondents were clinicians 87 (84.5%) at the time of the experience and
59 (57.3%) respondents specified that their most significant experiences with the hospitalisation of their
family members occurred when they were working in medical/surgical area.

Most respondents strongly agreed or agreed that their nursing knowledge influenced their role as nurse-
familymember. They stated that this knowledge putthemin abetter position to judge the quality of care
theirloved ones werereceiving, butalso made them differentto otherrelatives. Inaddition, the majority
of respondents positively agreed that their experiences impacted their professional practice and the way
theyinteractedwithotherpatients’familymembers. Half of respondentsreported thattheydisagreed or
stronglydisagreedthattheyfelta sense of conflictbecause ofdualidentity. Mostrespondentsagreedor
strongly agreed that they took on an advocate role, intervened and kept watch over theirill loved ones’
care. Moreover, nurses with more years of experience reported that they had more expectations to be the
primary advocate and spokesperson, than nurses with fewer years experience. Lastly, most respondents
stated theyrarely or never feltthat being recognised as a nurse impeded them from providing effective
supporttotheirillfamilymembers andbeingaskedto performnursing tasks by staff. Some respondents
offered their own thoughts in comments and expressed their experiences using their own terms.
Qualitative analysis of narrative dataled to an understanding of the nursing experience as described above.
Thefollowing chapterfeatures discussion ofthese results withrecommendations for future practice.
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Chapter Five: Discussion And Conclusion

Introduction

Chapter five presents the final component of Study 2 and provides a comprehensive discussion of findings,
which aligns with the literature and study purpose. Results of the study are discussed in terms of main
findings and their relevance to clinical practice. Finally, the discussion outlines limitations of the study,
implications of the results and need for further research.

Restatement of the study purpose

The experience of caring for apatientwho has a relative who is a nurse is different than that of caring for
other patients. There may be different expectations of those caring for the patientand the nurse who is
also the family member. The systematic review (Study 1) highlighted the importance of howthese
experiences canimpact the quality of patient care and offered the researchers afocus for the current study.
Study 2 aimed to explore the opinions of nurses regarding their experiences when their ill loved ones were
admitted to an acute care hospital. Particularly, the aim of this study was to answer the research question:
‘What are the opinions of nurses regarding their experiences when theirill loved ones are admitted to
acute care hospitals?’ This issue was examined with a cross-sectional survey (Study 2) which contributed
to this portfolio of research. It was conducted in one metropolitan and one country hospital in South
Australia. Furthermore, the data collected may be used withinthe health care systemto develop clinical
practice policy.

Discussion of findings

The previous chapter contained descriptions of the experiences of nurses whose loved ones were
hospitalised. However, it was unclear what the nurses’ views were on how they would like to be supported
during such a stressful event. Study 2 offered insightinto nurses’ opinions of these unique experiences and
revealed their standpointin terms of the need for clinical support. Nurses experience significant challenges
when anill loved one is hospitalised. While the experience of family members has been widely researched,
it could be expected that nurse-family members would have similar experiences. However, it could be
anticipated that there are significant differences in nurse-family experiences. To the best of our knowledge,
no study has specifically studied these issues from a quantitative perspective. Study 2 is a unique study in
the following respects: it was conducted in two different areas (metropolitan and country) within the
Australian community, and participants were nurses who had experienced having an ill loved one
hospitalised.

Main Findings

Section 1: Nurses’ sociodemographic characteristics

Over the past decade, the nursing workforce is considered part of the aging population which dramatically
increased in Australia and globally. The finding of this study reflected the Australian profile of nurses, with
the average nurse age exceeding 45 years, and almost all being women.
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This trend is aligned with Australia’s Future Health Workforce Nurses report that shows an increasing
average age of nurses (44.6 years) and a majority of female nurses (Health Workforce Australia 2014).
The female respondents in this age group are likely to take on the responsibility of caring for dependent
family members, such as parents. This means that that the majority of participants were experienced
nurses and have greater expectations coupled with a responsibility to their hospitalised ill relatives.

Section 2: The experience of nurses during the hospitalisation of family members

The surveyrevealedthatthe majority ofrespondentsindicated they had experienced havinganillloved
one hospitalised on more than two occasions. It is apparent that this finding reflects a common experience
among nurses to accompany loved ones during hospitalisation. This may potentially influence the factors
that include, but are not limited to, communication with staff, role conflict and expectations of care
provided. Moreover, being anurse withanillfamilymember may provide amore complexexperiencein
both personal and professional relationships (Cicchelli & McLeod 2012; Wilson & Ardoin 2013). Atthe same
time, the findings of this study identified parents as the most frequent category of family relationship
hospitalised. Generally, parents take the responsibility of looking after their sick children in a hospital, but
in this study, the case is different, where nurse-family members assume the multiple responsibilities in the
involvement of hospital care. Indeed, the aging population is growing steadily which may suggest that adult
children are more likely to care fortheir parents (Ledwidge 2010). In Canada, there is agrowing body of
literature focused on nurse-family members caring for their aging parents (Taverner, Baumbusch & Taipale
2016; Ward-Griffinetal. 2015; Ward-Giriffin etal. 2005). Therefore, it seems that having a nurse-family
member alongside his or her ill parent is something common in the hospital environment.

Section 3: Inquiry about the most significant experience

In the current study, it was apparent that nurses reported that the area of admission for the majority of
relatives’ admission was the medical/surgical area. Commonly, this area is considered to be an accessible
space for family members during visiting periods and a space for supporting ill loved ones physically and
psychologically. In terms of occurrence of experiences, almost 50% of respondents indicated that their
most significant experience had occurred in the year prior to the study; however, others referred to
experiencesthathadoccurred onetofive yearsprior. Thisindicated thatthe experiences weresstillfresh
andvividinthe respondents’ memories. This is similar to the study findings of Ledwidge (2010), where
nurse-family members had experienced the admission of their ill loved ones to hospitals within a five-year
period. Inthisstudy,itseemsthattherecentnature of such eventsfornurse-familymembersmadethem
easier to recall. Recent events, whether good or bad, are more easily recalled and form lasting memories.
Therefore, significant and more recent experience will provide a more accurate finding because details are
remembered.

The survey showed that the majority of respondents were taking a ‘clinician’ role during the time of the
experience and specified that they were working in the medical/surgical area. The medical/surgical areais
classified under the umbrella of acute care sectors which provide necessary treatment for a short period
oftimeforaniliness suchas acuteinfection. Thistrendis similartothefindings outlined inthe Australia’s
Future HealthWorkforce Nurses’ report, which highlighted thatmostnurses workinthe acute sectoras
clinicians (Health Workforce Australia 2014).
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As mentioned previously, most ill family member admissions were aligned with the nurse-family
members’ areas of practice, which gave them awareness of the care being provided. Having expert
knowledge in the specialty where the relative was admitted may impact on the nurses’ opinions
regarding care that should be provided for theirill loved one. Moreover, the survey revealedthatwhile
some nurses reported that their ill loved one was admitted at their own workplace, the majority of
admissions occurred in other wards/areas. Having an ill family member admitted to nurse- family
members’ own workplace is common (Cicchelli & McLeod 2012; Fulbrook, Allan, et al. 1999;
Fulbrook, Buckley, et al. 1999; Fulbrook, Creasey, et al. 1999; Giles & Williamson 2015; Ledwidge 2010;
McNamara 2007; Salmond 2011). The literature highlights the advantages of having an ill family member
admitted at the workplace are easy access and familiar environment. However, based on findings of this
study, it can be questioned whether the nurse-family members were being supported by their colleagues
and managers at their workplace during these stressful events. Ledwidge (2010) found that participants
indicated there was support from the workplace and considered themselves fortunate, while others said
there was no support. It seems that workplace support is not consistent among nurses, but is considered
an important element in an effective health promotion strategy.

In the current study, respondents were evaluated by their professional classifications: most respondents
were level registered nurse (RN) 2, and some were level RN 5 or higher. The majority of participants were
experienced, skilled and, in some cases, had managementroles, which may have influenced care provided
totheirillloved ones. Because oftheirseniority, they mayhave expected orrequested more specialised
care for their ill loved ones compared to non-nurse-family members. These nurses may have more access
to privileges, such as private rooms, due to their positions in the workplace. In addition, the survey shows
that more than a third of respondents confirmed that their ill loved ones were admitted at their own
workplace. Having anillloved one admitted atthe nurses’ workplace is not new, noruncommon, within
acute care hospitals (Fulbrook, Allan, etal. 1999; Fulbrook, Buckley, et al. 1999; Fulbrook, Creasey, et al.
1999; Ledwidge 2010; McNamara 2007; Salmond 2011). This study revealed thatwhen the nurse’s relative
was admitted totheirownworkplace, theywere comfortable disclosing theiridentity to the hospital staff.
Based on findings yielded in this study, while nurses were well known and respected at their familiar
workplace, it can be questioned whether the experience would have been different in an unfamiliar
workplace, for example a different department.

In South Australia, medical power of attorney or power of attorney for health care ‘authorizes the agent,
subjecttotheconditions (ifany)statedinthe powerofattorney, to consentortorefuse consenttomedical
treatmentifthe personwhograntsthe powerisincapable ofmakingthedecisiononhisorherownbehalf
(Ashby & Wakefield 1993, p. 279). This is also known as ‘Advanced Directive’ which allows individuals to
make healthcare decisions when illloved ones are unable to make their own (Mitnick, Leffler & Hood 2010).
The individual the patient chooses as an agent should be someone who they know and trust, such as a key
family member. Often, parents, siblings, spouses, children, or significant others are individuals who may
be authorised asthe medical powerof attorneyfortheirillloved one. Aninteresting finding of this survey
isthatathird ofrespondents had an enduring medical power of attorney for the care of theirillloved one.
These nurses felt more comfortable taking the advocate role than nurses without an enduring medical
powerofattorney. Therefore,akeyareaforenquiryiswhethernursesfindthisusefulinprovidingcareto
theirilllovedone, aswellaswhetherthisishigherinthenursing populationthaninlay-familymembers.
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Section 4: Likert scale of agreement as perceived by nurses

Respondents were asked for their opinions regarding their experiences when theirill loved ones were
admitted to acute care hospitals. A 5-point Likert scale of agreement and frequency was used to evaluate
six different concepts (categories): nurses’ knowledge, satisfaction with care, ability to evaluate care,
different expectations on nurses, self-impact and relationship with staff.

Category 1: Nurses’knowledge

Nurse-family members are in a unique position. Their position and the knowledge they have gained
through their work means they are able to navigate the healthcare system, interpret signs, symptoms and
laboratory information, and they may be the knowledgeable health care provider. When a family member
of a nurse is admitted to hospital, nurses may have a desire to appear clinically knowledgeable regarding
care provided. Where clinical knowledge is used as an advantage to influence their role, for example when
taking an advocate role, intervening in the care and being respected by the nursing staff. In general,
respondents in this study show agreement that knowledge they possess plays a pivotal role thatinfluences
theirexperience during anill familymembers’ hospitalisation. Thisis consistentwith previous literature
thatnurses have aunique positiontoinfluence theirillloved ones’ care, notonly because oftheir clinical
knowledge, but also their status within the hospital system (Carlsson et al. 2016; Giles & Hall 2014; Giles &
Williamson 2015; Ledwidge 2010; Lines, Mannix & Giles 2015; McNamara 2007; Mills & Aubeeluck 2006;
Salmond 2011). Nurses viewed use of specialised knowledge and clinical experience as essential tools to
ensure good care. In other words, nursing knowledge and the privilege that comes with the position
become useful and relevantresources for nurses when aloved one falls ill. Indeed, when nurses were
involved in their ill family member’s care they found that their role as a family memberimpacted family
members because of their clinical knowledge. Therefore, nursing knowledge may enable nurses to help
theirillfamily membertoreceive the best care. However, based on the findings yielded in this study, itis
worth questioning whether there was mutual communication between the nurse-family member and
health care team regarding the treatment of their ill relative.

Category 2: Satisfaction with care

Nurse-family members’ satisfaction with care provided to their ill loved one was one of the prominent
issues addressed in this survey. Most respondents agreed on satisfaction items related to delivery of care.
Satisfaction with care was identified in previous literature as an outcome of mutual collaboration between
the nurse-family member and health care staff which gives the family member satisfaction that their ill
loved oneis being cared for appropriately (Salmond 2011). In addition, studies show that nurse-family
members were satisfied with care provided because they were involved init (Cicchelli & McLeod 2012;
Ledwidge2010). ltseemsthatsatisfactionwiththe outcome ofcaredeliveredisinfluencedbythe nurse-
family members’ views of ideal care.

Although a minority of nurses disagreed on satisfaction items related to care provided, they provided
strong views to support their claims through written comments. For example, some nurses mentioned a
lack of nursing attention thatled to amedication error which furtherled to one participant saying thatthe
‘care in the ward was bad’. Certainly, the nurse-family member visualises him- or herself in a position that
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iscrucialtothe patient’s satisfaction andapositive patientoutcome. Itisworth consideringif nursesfeel
aneedtobe partofsome aspects of care to be satisfied with the level of care theirloved onesreceive.

Category 3: Ability to evaluate care

The concept of evaluating care is considered an important component in ensuring that high quality care is
provided. The ability tojudge quality of care requires skillinobserving, analysing and evaluating patient
care. In general, lay-family members may be able to see things that are comforting and observe care
provided. However, when the family member is a nurse, the context is different because nurses may have
greater capacity to evaluate care delivered. Because of his or her training, it is reasonable to assume that
anurse may have a solid baseline of skillwhen itcomes to fundamentals of care, which is a unique resource
to evaluate care. Most nurses surveyed acknowledged the significance of their ability to evaluate quality
of care provided. Research conducted with nurses whose family members were critically ill often features
a similar description of ‘the ability to evaluate’ care provided (Salmond 2011). This could present a threat
to staff, as results of this survey show that some staff avoided nurse-family members. Given their
knowledge of standards of practice and resources available to evaluate patient care, it may be
hypothesised that nurses apply the same evaluation skills to assessment of care for all individuals, be they
family membersor other patients.

Category 4: Different expectations for nurses

A fourth concept within nurse-family member experiences involves different expectations of them when
theystaywiththeirillloved onesinhospital. Inthis category, acombination of personaland professional
expectations expected of nurses by family members and the health care team were identified. Personal
expectations are related to the obligation that the nurse-family member has during their family member’s
admission. This study revealed that most respondents indicated agreement that, because of their nursing
knowledge, overseeing the care delivered to their ill loved one was unavoidable. In addition, some nurses
stressed thatthey expected to take the role of an advocate for appropriate care for theirill relatives. On
the otherhand, professional expectations of others (patient, family and health careteam) are related to
involvementwithandadvocatingforcare providedfortheirloved one.While the majority ofrespondents
in this study agreed that acting as an advocate is a prominent expectation from others, they felt no outside
pressure to be involved in performing nursing tasks.

However, these personal and professional expectations of others may have a directimpacton clinical
practice, which may affectthe care delivered totheillloved one, such as participating in providing care.
This is consistent with findings from previous study of nurse-family members alongside their ill loved ones
during hospitalisation (Carlsson et al. 2016; Giles & Hall 2014; McNamara 2007; Mills & Aubeeluck 2006;
Salmond 2011). What has not been explored is whether nurse-family members prefer to participate in the
care of the ill loved one and to what degree, as well as the type of care activities. The survey results
demonstrate that nurses with a greater number of years in practice rated their expectations of themselves
more highly than those who had fewer years of experience. The assumption behind this is that nurse-family
members feel a greater obligation because of their extensive nursing knowledge gained during their years
of practice. However, itcanbe questioned whetherthere was a difference between nursing experience
and area ofspeciality.
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Category 5: Self-impact

The fifth prominent concept was nurse-family members’ self-impact, which relates to a mixture of personal
and professional boundaries in their relationship with aloved one when he or she fallsill and is hospitalised.
Finding andidentifying personaland professionalboundaries can be challenging for nurse-family members,
whichmayindicate afeeling of conflict. Inotherwords, beingwith anill relative the nurse-family member
may experiencedifficultyin settingtheboundaries of beinganurseand afamilymemberinthe contextof
care. This study revealed that most respondents agreed that the experience had a negative impact on them
personally because of their professional knowledge and often led to stress and anxiety. However, the
majority of respondents claimed that the experience had a positive impact on their professional practice
inrelationtothewaytheylook afterandinteractwith patients’ familymembers. Thisfinding concurs with
the findings of studies conducted by Mills and Aubeeluck (2006); Ward-Griffin (2004) which suggest that
knowingthe condition ofillfamily members creates anemotionaltension but, atthe sametime, enables
nurses to extend their professional knowledge as part of their daily practice. Indeed, the recognition of
being a nurse within a family relationship puts nurses in a unique position during an ill loved one’s
admission. Although the majority of respondents agreed that they wanted to be treated as nurses, some
confirmed that conflict did not exist as a consequence of dual roles. However, dealing with dual roles while
caring for ill loved ones during their admission was balanced and intertwined in previous literature
(Salmond 2011). Therefore, an important question is whether nurses are able to set a strategy to manage
the boundaries between their professional role and their personal life as arelative whois anurse.

Category 6: Relationship with staff

Relationships with staff is the final consideration within the experiences of nurse-family members when
loved ones are hospitalised. This category reported the relationship of nurse-family members and health
care staff in relation to disclosing their identities and communicating some aspects of care provided to the
ill relatives. Previous studies have focused on the nurse’s identity as a family member in critical care (Mills
& Aubeeluck 2006; Salmond 2011), and this survey extends the understanding of this professional identity
in the acute care area. This study revealed that the majority of respondents agreed they were comfortable
disclosing their profession to staff, indicating that being available while their family member is hospitalised
ensures that optimal care is delivered through proper communication with staff. This is consistent with
findings from previous research that nurse-family members tried to establish rapport with staff to gain
information (Giles &Hall2014; Salmond 2011). Similarly, Eggenberger and Nelms (2007) reported thatlay-
family members identified communication as a key to establishing a relationship with nursing staff to gain
accurate information. Even though most nursing staff were not avoided some were which was consistent
with Alshahrani (2016) findings. However, based on findings yielded in this study, it can be asked whether
therelationship of nurse-familymemberis consideredsimilartothatofthe lay-familymemberinterms of
disseminating information.

Section 5: Additional comments, questions or concerns related to the experience

The online survey provided an opportunity for nurses to express their opinions regarding their experiences.
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In particular, nurses specified an informative comment in regards to their experiences during family
members’ admission. The majority of the nurses surveyed (97 respondents) were satisfied with delivery of
care providedtotheirillloved ones, asinthe agreementscale. However, although less thanaquarter of
respondents wrote in the additional comments section of the ‘satisfaction with care’ category, comments
gave useful insights about these experiences and factors of important concern. The findings highlighted
thatthe majority of the nurses who wrote comments were unsatisfied with the care provided. They felt
unhappywith some aspects of care giventotheirillloved ones andfeltitwas unprofessional. Therefore,
the assumption that can be made from this is that nurses utilise their knowledge to evaluate care delivered.
Indeed, nurse-family members were alert to the quality standards of care expected in an acute care setting
and commonly compared their ill loved ones’ care to the nursing care they would routinely deliver. These
findings were consistent with those described in the literature reviewed where the concerns of nurses
using theirspecialised knowledge to evaluate care provided were stressed (Giles & Williamson 2015; Lines,
Mannix & Giles2015;McNamara 2007; Mills & Aubeeluck 2006; Sabyanietal.2017;Salmond2011).

Itis clear that nurse-family members possess sufficient knowledge to evaluate the quality of care that their
illrelativesreceive and have an awareness of resources to access quality care within the health care system.
In our study, this experience was animportant component of the categories based on the previous section.
It can be concluded that privileged knowledge has significant potential to challenge nurse-family members’
ability to provide a high quality of care to their ill loved ones.

Summary

The purpose ofthis chapter was todiscuss outcomes of the online survey conducted for Study 2. The survey
revealeditwas commonfornursestohaveillloved ones hospitalised, and somerespondentsindicated
that the admission, most frequently a parent, had occurred at their own workplace. Nurses indicated that
their most significant experience had occurred in the year prior to the study. Moreover, the majority of
respondents were older nurses with several years of experience, and some were working in management
roles, which putthemin control of care delivered attheirworkplace. This experience oftenled nursesto
demand specialised care for their ill loved ones.

It further became apparent that nurse-family members perceive their experiences to be different to those
of lay-family members. Nurses’ knowledge, satisfaction with care, ability to evaluate care, different
expectations, self-impact and relationship with staff were the six issues identified by nurses who had
experienced staying with their ill loved onesin hospital. Given their knowledge and professional role, nurse-
family members are in a unique position as compared to general public family members. The nurses
observed delivery of care and stated that they felt confident in evaluating care because of their background
knowledge. While some nurses expressed satisfaction with care provided totheirill loved ones, others
stressed that they were unhappy with some aspects of care. The survey findings further showed thatnurses
withmore years of practice have higher expectations to be the primary advocate for others, thannurses
with fewer years of nursing experience. Additionally, nurse-family members expressed that, in the context
ofcare, theywanttobeidentified andtreated as nursesratherthanjustfamilymembers. Inthefollowing
sections, the limitations of this study are outlined as well as the implications of findings and
recommendations for futureresearch.
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Limitations and issues in the study

While results from this study contributed valuable information about how nurses experience
hospitalisation of loved ones, the study has four major limitations which may have had an impact on
accuracy:

« The response rate in both hospital settings was low. Specifically, the largest cohort of
respondents came from the metropolitan hospital, which may limit the generalisability of
findings. Itdoes, however, provide informationthatmaybe usefulindevelopingguidelinesto
improve clinical practiceinthe managementofpatientsituations. Inaddition, theinformation
may be valuable for nursing staff and the health care team in supporting nurse-family members
to improve the overall experience of clinical practice.

= Thesurveyspecifically created forthis study mayrequire furthervalidationinthis population
andinothers.Moreover,withthe Likertscaleresponse,therewasavarianceonthe numberof
participants answering some items. Because of this, the results may not represent the
participants’ experiences completely.

Implications of thestudy

Thissurveyoffers new evidence andrich dataregarding the nurse-family member’s experience during an
ill loved one’s hospitalisation. Several implications for nursing practice and nursing education can be drawn
from studyfindings:

Practice recommendation:

From survey findings, itis clear that nurse-family members have a certain level of awareness of their loved
ones’ care needs. Thus, there are a number of ways that health care staff may attempt to meet these
needs. Itis essential that health care providers not assume that all nurse-family members desire the same
level ofinformation thatis provided to lay-family members. Because of their nursing knowledge, nurse-
family members wantto be treated like a nurse by health care providers to gain information about their
loved ones’ care. Additionally, health care providers should understand and acknowledge that nurse-family
membersjudge the quality of nursing care provided and maintain a high standard of care. However, any
involvementin the care must be under the health care providers’ consultation and based on hospital policy.
Health care providers need to understand that nurse-family members may experience stress and anxiety
which may be different than that of lay-family members and provide support.

The findings also indicated that there are high expectations placed on nurse-family members to take the
roles of advocate, spokesperson and decision maker from health care providers. Health care providers
need to identify these expectations by engaging in an open dialogue with nurse-family members to
understand their role within the family relationship to avoid conflict. Health care administrators may
provide suitable resources to health care providers to increase their awareness when dealing with family
memberswhoarealsonurseswitharelative undergoingtreatment.
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Particularly, for new staff members or even nursing students, on-going nursing education can help
address the challenges faced within the hospital setting when supporting a family member who is a
nurse. Health care administrators mustbe cognizant that health care providers need to be able to use all
the information and resources available, not only to improve the quality of care but also to provide
sufficient support to all family members.

Education recommendation:

In general, the needs of family members in clinical practice are embedded in the nursing curriculum at
nursingschoolsanduniversities worldwide. Given thefindings ofthis study, itwouldbe beneficialtoadd
to the learning curriculum a module aimed at increasing nurses’ awareness of the unique experience and
challenges faced when a patient’s family member is a nurse. Understanding the experience of the nurse-
family member will help students develop skills in managing these situations and help avoid conflict.
Learning the value of family relationships as part of the care process will allow future nurses to competently
evaluate and respond to the needs of nurse-family members and their loved ones.

Direction for FurtherStudy

The direction for future research is related to the paucity of studies relevant to nurse-family members’
experiences during the admission of ill loved ones. This survey indicates that these experiences are
common in clinical practice. Thus, future studies are recommended as follows:

+ Thestudysurveyedonly 110 participants as the sample of this study. Inthe future, alarger
sample size may be considered. Moreover, the study selected nurses only from South Australian
hospitals. Therefore, expanding the surveyto otherlocations in Australia willimprove the
generalisabilityof this research.

» Future studies could particularly examine the impact of this in the country setting where nurses
aremuchmorelikelytohave arelative admitted to theirhospital. Inaddition, furtherresearch
couldinclude comparisons of experiences and needs of nurses workingin private hospitals
where the system may be different to that found in public hospitals.

« Researchinto the experiences of nursing staff assigned to patients whose family members are
nurses (Study 3).

= Also, the experiences of patients whose family members are nurses may be of value.

In general, more studies are needed to build evidence demonstrating how nurse-family members’
experience the admission of their loved ones to optimise the care provided. Finally, health care
professionals and researchers need to understand the reasons that studies of the experiences of family
members who are health care professionals are important by gathering information and adding
knowledge, which may include replicating the current study.
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Proposed amendments to the research protocol or conduct of the research which may
affect both the ongoing ethical acceptability of the project and the site acceptability of the
project are to be submitted to this Research Governance Office after a HREC decision is
made.

A copy of this letter should also be maintained on file by the Coordinating Principal
Investigator as evidence of project authorisation.

Notification of completion of the study at this site is to be provided to this Research
Governance Office.
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If University personnel are involved in this project, the Principal Investigator should notify the
University before commencing their research to ensure compliance with University requirements
including any insurance and indemnification requirements.

We wish you every success in your research project.

Yours sincerelv

Bernadette Swart

Manager, CALHN Research Office

Ph: 8222 3890

Email: bernadette.swart@sa.gov.au

Email: Health.ResearchGovernancelP&Contracts@sa.gov.au
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@ Government of South Australia
;@5 SA Health

Country Health SA Local Health

Mr Hussamaldeen Sabyani Network Inc.
University of Adelaide Adelalde Office
2 Level 1 &2

School of Nursing ) 22 King Willam Street
Faculty of Health Sciences Adelaide SA 5000

. ildi PO Box 287, Rundle Mall
Room. EH3 35_ Level 3 Eleanor Harrald Building ol
Adelaide Nursing School DX 243

Fax 08 8226 7170

Adelaide SA 5000 Tel 08 8226 6120

__ABN 96 157660 816 __
n

Dear Hussam

RE: SITE SPECIFIC ASSESSMENT — AUTHORISATION

Project Title: When a nurse has a family member admitted to an Acute Care

Hospital: experiences and opinions

SSA Reference: SSA/17/SAH/4

Site Name: Whyalla Hospital and Health Services

Thank you for submitting the site specific assessment (SSA) form for the above named

project.

Following a review of the SSA form and attachments for the above project, and noting
the protocol was ethically approved in full by the Queen Elizabeth Hospital Human
Research Ethics Committee (HREC/16/TQEH/240), | am pleased to advise that your
project is now authorised at the above site and may commence.

Please note the following conditions of authorisation:

Authorisation is limited to the site identified in this letter only.

Project authorisation is granted for the term of your project outlined in Section 9
of the SSA, or until the project is complete (whichever date is earlier). Should
you require an extension to this timeframe, please submit an amendment to the
SSA with a brief justification.

The Coordinating Principal Investigator is responsible for notifying the institution
via the Research Governance Officer of any changes to the status of the project
within a timely manner, including discontinuation or withdrawal of the study at
the named site, or changes to the scope of the project including the participants,
research staff, site resources or other governance matters affecting the site.

If University personnel are involved in this project, the Principal Investigator
should notify the University before commencing their research to ensure
compliance with University requirements including any insurance and
indemnification requirements.



s The study must be conducted in accordance with the conditions of ethical
approval provided by the lead HREC, and in conjunction with the standards
outlined in the National Statement on Ethical Conduct in Human Research
(2007).

« The Coordinating Principal Investigator must ensure regular (at least annual)
progress notes are submitted. These progress reports should be submitted
directly to the Research Governance Officer.

« A copy of this letter should be maintained on file by the Coordinating Principal
Investigator as evidence of project authorisation.

Should you have any queries regarding your project authorisation, or any other
matters pertaining to research governance, please contact andrea.church@sa.gov.au
Ph: (08) 8553 4208; or researchgovernance@sa.gov.au Ph: (08) 8226 7461.

Yours sincerely

Andrea Church
RESEARCH GOVERNANCE OFFICER
Country Health SA Local Health Network Inc

16 January 2017

Page 2 of 2
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Appendix 1V: Notification of ethical approval from the University’s HREC

Notification of ethics approval form_Hussam

HREC

Tue 15/11/2016 11:35 AM

Dear Hussam
Our automated email addressed to you failed to send overnight and was returned to us.

I've therefore set out below the contents of the email which acknowledges receipt of the notification approval for
HREC/16/TQEH/240.

With thanks

Kind regards

Coleen

Coleen Roddam

Office of Research Ethics, Compliance and Integrity
Research Branch, The University of Adelaide
Level 4, Rundle Mall Plaza, 50 Rundle Mall
ADELAIDE SA 5000

AUSTRALIA

Telephone: +61 8 8313 4417

Facsimile: +61 8 8313 3700

E-mail: coleen.roddam@adelaide.edu.au
http://www.adelaide.edu.au/rb/oreci

This is an automated email message generated by ResearchMaster. For any queries about this email, please contact
hrec@adelaide.edu.au

RECEIPT OF HREC APPROVAL NOTIFICATION FORM

Dear Mr Sabyani

Project No.: HREC/16/TQEH/240
Project Title: When a nurse has a family member admitted to an Acute Care Hospital: experiences and opinions

HREC approval granted by: Human Research Ethics Committee (The Queen Elizabeth Hospital, Lyell McEwin
Hospital and Modbury Hospital)

Date of HREC approval: 4/11/2016
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This is to advise that the notification of Human Research Ethics Committee approval listed above was received by
the Office of Research Ethics, Compliance and Integrity at the University of Adelaide on 14/11/2016.

Details of this ethics approval will be provided to the University Insurance Office for the purposes of reporting to
the University's insurers.

Personnel named in this notification:
Dr Francis Donnelly

Dr Richard Wiechula

Judith Magarey

Mr Hussamaldeen M Sabyani

To obtain certificates of insurance, please complete the 'Human Research Projects- Application to Request a
Certificate of Insurance' form and email it to helpdesklegal@adelaide.edu.au. The Application form is available at:
http://www.adelaide.edu.au/legalandrisk/insurance/clinicaltrials

Alternatively, please ring the Legal and Risk Branch on (08) 8313 4539.

This ensures that the University staff and students who undertake the project (as named in the 'personnel named'
listed above) are covered by the University's insurance policies.

You are reminded that it is the responsibility of all researchers to:

- comply with the Australian Code for the Responsible Conduct of Research (2007) and the National Statement on
Ethical Conduct in Human Research (2007);

- immediately report any notifiable event to the University HREC Secretariat (hrec@adelaide.edu.au). Information
about Notifiable events is available at: http://www.adelaide.edu.au/legalandrisk/insurance/notifiableevents/.

You are also reminded that it is your responsibility to notify the HREC Secretariat (hrec@adelaide.edu.au) of any
changes to this human research ethics approval including a revised end date, new University researchers (staff or
students) working on the project, changes to the number of participants involved in the project, changes to
indemnity status and at project completion.

Yours sincerely

Human Research Ethics Secretariat

Office of Research Ethics, Compliance and Integrity
Research Branch, The University of Adelaide

Level 4, Rundle Mall Plaza, 50 Rundle Mall

ADELAIDE SA 5000 AUSTRALIA

Ph :+61883135137

Fax :+618 8313 7000

E-mail: hrec@adelaide.edu.au

Website: http://www.adelaide.edu.au/rb/oreci/human/

CRICOS Provider Number 00123M

IMPORTANT: This message may contain confidential or legally privileged information. If you think it was sent to you
by mistake, please delete all copies and advise the sender. For the purposes of the SPAM Act 2003, this email is
authorised by The University of Adelaide.

Think green: read on the screen.
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Appendix V: An email invitation, a poster invitation and a participant
information sheet

Dear Sir or Madam,
As a nurse have you had a family member admitted to an acute care hospital? We are

very interested in investigating this experience through a survey.

My name is Hussamaldeen. | am a doctoral candidate in the Adelaide Nursing School at the University of
Adelaide, South Australia. Currently, | am conducting a research study as part of the requirement of my degree
in Doctor of Nursing. 1 am studying the experiences of nurses who have had famiy members hospitalised in
acute care hospitals. Specifically, | am interested in answering the question: What are the opinions of nurses
regarding their experiences when their il family member is admitted to an acute care hospital? This wil be
conducted under the supervision of Associate Professor Judy Magarey, Dr Rick Wiechula and Dr Frank
Donnelly.

The project has ethical approval Human Research Ethics Committee (TQEH/AMH/MH) number
HREC/16/TQEH/240. | wouk like to invite you to participate in a confidential questionnaire survey.
Participation is voluntary and that there will be no way of the researchers or nursing administration knowing who
does or does not complete the survey. If you decide to take part in the research project, you will be asked to
complete an online survey. Completing the survey will take approximately 15-20 minutes.

The survey wil ask questions about basic demographic information and some questions about your views
conceming your experience of having a famiy member hospitalized. The survey is completed anonymously and
no information which may identify you as an individual will be recorded. The survey can be accessed online by

clicking the following link: htips:/fwww.surveymonkey.com/rfHussanm

If you would like additional information about the project, please see the attached participant information
sheet. Thank you sincerely for your participation and | hope to receive a positive response.

Warmm regands,

Hussamaldeen Sabyani

HDR candidate (DRNRS)

ANS representative for "HeSPA™ commitiee

Adelaide Nursing School

Adelaide Health & Medical Sciences Building (AHMS)
Comer of North Termrace and George street, Adelaide
T. +61(0) 8 8313 0428
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THE UNIVERSITY
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Who AM I?

| am Hussamaldeen, a nurse with a background in acute care and a
student in a research program in the Adelaide Nursing School at the
University of Adelaide. | am initiating my thesis research project to leam
about the experiences of nurses when they have a family member
admitted to an acute care hospital.

Are you a NURSE who has had a family
member admitted to an acute care hospital?

If so, | would welcome your participation in this survey which is designed
to investigate your experiences and opinions. Completing an online
survey may take approximately 15-20 minutes in your own time. An
email with instructions will be sent to your email address by the
nursing administration. Altematively, the survey can be accessed
online by the following link:
https:/iwww.surveymonkey.com/rfHussam OR if you would lke
additional information about the project please feel free to contact me on

NO identifying information will be used.
NO interview or meeting necessary.

HREC Reference number: HREC/16/TQEH/240



THE UNIVERSITY
o ADELAIDE

PARTICIPANT INFORMATION SHEET

The University of Adelaide
When a nurse has a family member admitted to an Acute Care

Title o - o
Hospital: experiences and opinions

Approval number HREC/16/TQEH/240

Principal Investigator Hussamaldeen Sabyani

Associate Investigator(s) Assoc. Prof. Judy Magarey, Dr. Rick Wiechula, Dr. Frank Donnelly

Location Adelaide

1. Introduction

You are invited to take part in this research project, which is called “When a nurse has a family
member admitted to an Acute Care Hospital: experiences and opinions”. You have been
invited because you are a nurse working in an acute care hospital and this research will explore
issues relating to the experiences of nurses who have had an ill family member hospitalised in
an acute care hospital. This Participant Information Sheet tells you about the research project. It
explains the processes involved with taking part. Knowing what is involved will help you decide if
you want to take part in the research. Please read this information carefully. Ask questions about
anything that you don’t understand or want to know more about. Before deciding whether or not
to take part, you might want to talk about it with a relative, friend or local health worker.
Participation in this research is voluntary. If you don’t wish to take part, you don't have to.

2. What is the purpose of this research?

The main objective is to determine the prevalence of and explore issues relating to the
experiences of nurses who have had family members hospitalised in acute care hospitals. In
particular, the study will examine how nurses perceive their experiences to be different from those
of family members who are not nurses. The results of this research will be used by the researcher
as part of his Doctor of Nursing research at the Adelaide Nursing School at the University of
Adelaide.

3. What does participation in this research involve?

If you decide to take part in the research project, you will be asked to complete a brief online
survey; this will determine if you are eligible to take part. Completing the survey will take
approximately 15-20 minutes. If the screening questionnaire shows that you meet the
requirements, then you will be able to start the research project. This research project has been
designed to make sure the researchers interpret the results in a fair and appropriate way and
avoids jumping to conclusions. There are no costs associated with participating in this research
project, nor will you be paid.

CALHN Participant Information Sheet and Consent Form Guidelines
Version 3. 12 November 2016 Page 1 of 4
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4. Other relevant information about the research project

One metropolitan hospital and one country Hospital are the two hospitals taking part in this project.
At each site we aim to recruit participants to complete the online survey.

5. Dol have to take part in this research project?

Participation in any research project is voluntary. If you do not wish to take part, you do not have
to. If you decide to take part and later change your mind, you are free to withdraw from the project
at any stage. If you do decide to take part, you will be given this Participant Information document.
Participation in the survey indicates your consent. Your decision whether to take part or not to
take part, or to take part and then withdraw, will not affect you, your relationship with professional
staff or your relationship with the University of Adelaide or employer.

6. What are the possible benefits of taking part?

There is no direct benefit to you for your participation, however the information collected from the
survey will increased understanding about nurses’ experiences who had a family member
admitted in an acute care hospital.

7. What are the possible risks and disadvantages of taking part?

You may feel that some of the questions we ask are stressful or upsetting. If you do not wish to
answer a question, you may skip it and go to the next question, or you may stop immediately. If
you become upset or distressed as a result of your participation in the research project, the
research team will be able to arrange for counselling or other appropriate support. Please contact
the researchers regarding arranging counselling. Any counselling or support will be provided by
qualified staff who are not members of the research team. This counselling will be provided free
of charge.

8. What if | withdraw from this research project?

\ If you decide to withdraw from the project, you may simply choose not to continue the survey.

9. Could this research project be stopped unexpectedly?

‘ It is not anticipated that this research will be stopped unexpectedly.

10. What happens when the research project ends?

At the end of this research, the data collected will be analysed and written up for a doctoral
portfolio which will be deposited in the library at the University of Adelaide. The research may be
published in an electronic journal and may be presented at conferences. If you would like to
receive a written summary of the results, you may request this to the research team. The
completed project would be available by the end of 2019.

CALHN Participant Information Sheet and Consent Form Guidelines
Version 3. 12 November 2016 Page 2 of 4
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11. Complaints and compensation

If you suffer any distress or psychological injury as a result of this research project, you should
contact the research team as soon as possible. You will be assisted with arranging appropriate
treatment and support.

12. Who is organising and funding the research?

This research project is being conducted by Hussamaldeen Sabyani through the University of
Adelaide.

13. What will happen to information about me?

The information gathered will be stored confidentially for 12 months. Summary data without
identification of participants will be saved on a password protected computer file in a confidential
staff server and submitted as required to the Adelaide Nursing School with the final project
documentation. Your information will only be used for the purpose of this research project and it
will only be disclosed with your permission, except as required by law. The personal information
that the research team collect and use is basic demographic information and some questions
about your views concerning your experience of having a family member admitted to an acute
care hospital.

14. Who has reviewed the research project?

All research in Australia involving humans is reviewed by an independent group of people called
a Human Research Ethics Committee (HREC). The ethical aspects of this research project have
been approved by the HREC of TQEH/LMH/MH. This project will be carried out according to the
National Statement on Ethical Conduct in Human Research (2007). This statement has been
developed to protect the interests of people who agree to participate in human research studies.

15. Further information and who to contact

The person you may need to contact will depend on the nature of your query. If you want any
further information concerning this project or if you have any problems which may be related to
your involvement in the project, you can contact the HREC Executive Officer and the Research
Governance Officer.

Research contact person

Name Hussamaldeen Sabyani.
Position Research Candidate
Telephone +61(0) 8 8313 0428
Email

CALHN Participant Information Sheet and Consent Form Guidelines
Version 3. 12 November 2016 Page3of4
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For matters relating to research at the site at which you are participating, the details of the local

site complaints person are:

Research Governance Officer

Name Ms Bernadette Swart
Position Manager, CALHN Research Office
Telephone (08) 8222 3890
Email Health. CALHNResearchGovernancelP&Contracts@sa.gov.au

If you have any complaints about any aspect of the project, the way it is being conducted or any
questions about being a research participant in general, then you may contact:

Reviewing HREC approving this research and HREC Executive Officer details

Reviewing HREC name

TQEH/LMH/MH HREC

HREC Executive Officer

Ms Heather O’'Dea

Telephone

(08) 8222 6841

Email

Health. CALHNResearchEthics@sa.gov.au

CALHN Participant Information Sheet and Consent Form Guidelines

Version 3. 12 November 2016
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THE UNIVERSITY
o ADELAIDE

PARTICIPANT INFORMATION SHEET

The University of Adelaide
When a nurse has a family member admitted to an Acute Care

Title o - o
Hospital: experiences and opinions

Approval number HREC/16/TQEH/240

Principal Investigator Hussamaldeen Sabyani

Associate Investigator(s) Assoc. Prof. Judy Magarey, Dr. Rick Wiechula, Dr. Frank Donnelly

Location Adelaide

1. Introduction

You are invited to take part in this research project, which is called “When a nurse has a family
member admitted to an Acute Care Hospital: experiences and opinions”. You have been
invited because you are a nurse working in an acute care hospital and this research will explore
issues relating to the experiences of nurses who have had an ill family member hospitalised in
an acute care hospital. This Participant Information Sheet tells you about the research project. It
explains the processes involved with taking part. Knowing what is involved will help you decide if
you want to take part in the research. Please read this information carefully. Ask questions about
anything that you don’t understand or want to know more about. Before deciding whether or not
to take part, you might want to talk about it with a relative, friend or local health worker.
Participation in this research is voluntary. If you don’t wish to take part, you don't have to.

2. What is the purpose of this research?

The main objective is to determine the prevalence of and explore issues relating to the
experiences of nurses who have had family members hospitalised in acute care hospitals. In
particular, the study will examine how nurses perceive their experiences to be different from those
of family members who are not nurses. The results of this research will be used by the researcher
as part of his Doctor of Nursing research at the Adelaide Nursing School at the University of
Adelaide.

3. What does participation in this research involve?

If you decide to take part in the research project, you will be asked to complete a brief online
survey; this will determine if you are eligible to take part. Completing the survey will take
approximately 15-20 minutes. If the screening questionnaire shows that you meet the
requirements, then you will be able to start the research project. This research project has been
designed to make sure the researchers interpret the results in a fair and appropriate way and
avoids jumping to conclusions. There are no costs associated with participating in this research
project, nor will you be paid.

CALHN Participant Information Sheet and Consent Form Guidelines
Version 3. 12 November 2016 Page 1 of 4
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4. Other relevant information about the research project

One metropolitan hospital and one country Hospital are the two hospitals taking part in this project.
At each site we aim to recruit participants to complete the online survey.

5. Dol have to take part in this research project?

Participation in any research project is voluntary. If you do not wish to take part, you do not have
to. If you decide to take part and later change your mind, you are free to withdraw from the project
at any stage. If you do decide to take part, you will be given this Participant Information document.
Participation in the survey indicates your consent. Your decision whether to take part or not to
take part, or to take part and then withdraw, will not affect you, your relationship with professional
staff or your relationship with the University of Adelaide or employer.

6. What are the possible benefits of taking part?

There is no direct benefit to you for your participation, however the information collected from the
survey will increased understanding about nurses’ experiences who had a family member
admitted in an acute care hospital.

7. What are the possible risks and disadvantages of taking part?

You may feel that some of the questions we ask are stressful or upsetting. If you do not wish to
answer a question, you may skip it and go to the next question, or you may stop immediately. If
you become upset or distressed as a result of your participation in the research project, the
research team will be able to arrange for counselling or other appropriate support. Please contact
the researchers regarding arranging counselling. Any counselling or support will be provided by
qualified staff who are not members of the research team. This counselling will be provided free
of charge.

8. What if | withdraw from this research project?

\ If you decide to withdraw from the project, you may simply choose not to continue the survey.

9. Could this research project be stopped unexpectedly?

‘ It is not anticipated that this research will be stopped unexpectedly.

10. What happens when the research project ends?

At the end of this research, the data collected will be analysed and written up for a doctoral
portfolio which will be deposited in the library at the University of Adelaide. The research may be
published in an electronic journal and may be presented at conferences. If you would like to
receive a written summary of the results, you may request this to the research team. The
completed project would be available by the end of 2019.

CALHN Participant Information Sheet and Consent Form Guidelines
Version 3. 12 November 2016 Page 2 of 4
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11. Complaints and compensation

If you suffer any distress or psychological injury as a result of this research project, you should
contact the research team as soon as possible. You will be assisted with arranging appropriate
treatment and support.

12. Who is organising and funding the research?

This research project is being conducted by Hussamaldeen Sabyani through the University of
Adelaide.

13. What will happen to information about me?

The information gathered will be stored confidentially for 12 months. Summary data without
identification of participants will be saved on a password protected computer file in a confidential
staff server and submitted as required to the Adelaide Nursing School with the final project
documentation. Your information will only be used for the purpose of this research project and it
will only be disclosed with your permission, except as required by law. The personal information
that the research team collect and use is basic demographic information and some questions
about your views concerning your experience of having a family member admitted to an acute
care hospital.

14. Who has reviewed the research project?

All research in Australia involving humans is reviewed by an independent group of people called
a Human Research Ethics Committee (HREC). The ethical aspects of this research project have
been approved by the HREC of TQEH/LMH/MH. This project will be carried out according to the
National Statement on Ethical Conduct in Human Research (2007). This statement has been
developed to protect the interests of people who agree to participate in human research studies.

15. Further information and who to contact

The person you may need to contact will depend on the nature of your query. If you want any
further information concerning this project or if you have any problems which may be related to
your involvement in the project, you can contact the HREC Executive Officer and the Research
Governance Officer.

Research contact person

Name Hussamaldeen Sabyani.
Position Research Candidate
Telephone +61(0) 8 8313 0428
Email

CALHN Participant Information Sheet and Consent Form Guidelines
Version 3. 12 November 2016 Page 3 of 4
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For matters relating to research at the site at which you are participating, the details of the local

site complaints person are:

Name Ms Andrea Church
Telephone (08) 8553 4208
Email Andrea.Church@sa.gov.au

If you have any complaints about any aspect of the project, the way it is being conducted or any
questions about being a research participant in general, then you may contact:

Reviewing HREC approving this research and HREC Executive Officer details

Reviewing HREC name

TQEH/LMH/MH HREC

HREC Executive Officer

Ms Heather O'Dea

Telephone

(08) 8222 6841

Email

Health. CALHNResearchEthics@sa.gov.au

CALHN Participant Information Sheet and Consent Form Guidelines

Version 3. 12 November 2016
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Appendix VI: Survey

1. Welcome to My Survey

Are you a nurse who has had a family member admitted to an acute
care hospital?

If so, | would welcome your participation in this survey which is
designed to investigate your experiences and opinions.

Participation is voluntary and that there will be no way of the
researchers or nursing administration knowing who does or does
not complete the survey. If you decide to take part in the research
project, you will be asked to complete an online survey.

Thank you in anticipation for your time and support.
Please start with the survey now by clicking on the next
button below.
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2. Section 1

This section is designed to collect some personal information.
Please indicate your response.

* 1. Please indicate your age in years.

* 2. Please indicate your gender.
Female
Male

Other

* 3. Please indicate your nursing experience in years.

* 4. Have you had an ill family member hospitalised?
Yes

No

166|Page



3. Section 2

The following questions inquire about the experience you had
when an ill family member was hospitalised, please indicate your
response.

* 5. How many times have you had this experience?
) 1
2-3
45

>5

* 6. Relationship with the patient/s (tick as many that apply):

Father
Mother

| Brother

| sister

| Husband
Wife

| Partner
Son

| Daughter

Other (please specify)

167|Page



4, Section 3.1

Please relate the following questions to the one experience you
consider to be the most significant, please indicate your response.

* 7. What was your relationship with the patient?(choose only one) If you had more than one family member
involved in a particular incident, please relate it to one.

Father

) Mother
Brother
Sister
Husband
Wife
Partner
Son
Daughter

Other (please specify)

* 8. Was the ill family member a current healthcare practitioner?
Yes

No
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5. Section 3.2

9. If Yes, he/she is a:
) Nurse

") Doctor

L‘V ) Other (please specify)

* 10. What was the area of admission for the majority of their stay?
) Medical
“,‘ Surgical
() Critical care

\'4\ Mental health

") Other (please specify)

11. Approximately how long ago did this significant experience occur?
‘\_'/; Past year

) 1-5yearsAgo
@ 6-10 years Ago

) >11 years Ago

* 12. Please indicate your primary professional role at the time of this experience:
7 ) Clinician
O Educator

") Manager

(_) Other (please specify)
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*18:

* 14,

* 15

*16.

F e

Please indicate your area of practice at the time of this experience:

) Medical

) Surgical

Critical care

) Mental health

) Other (please specify)

Please indicate your classification level at the time of this experience:

") EN
") RN1

) RN2

RN 3

RN 4

) RN 5 or higher

) Other (please specify)

. Have you had experience in the practice area in which the patient spent the majority of the admission?

Yes

) No

Was another member of your immediate family currently a nurse?

) Yes

No

Did you have an enduring medical power of attorney?

) Yes

) No
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18. Was your family member admitted to your workplace?

[\J Yes
() No
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6. Section 4.1

*19. If yes,

From my perspective,
my nursing knowledge
influenced my role in this
situation.

Comment

Strongly agree

Agree

Because of my nursing
knowledge, my role was
different from others
who are not nurses.

Comment

Because of my nursing
knowledge, | was in a
better position than
others to judge the
quality of nursing care.

Comment

Because of my nursing
knowledge, |
experienced less stress
and anxiety in
comparison to others.

Comment

Because | am a nurse, |
was given additional
information by staff.

Uncertain

* 20. Using the following 5-point scale of agreement, please indicate the extent to which you agree or
disagree with each of the following statements relating to the experience.

Disagree Strongly disagree
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Strongly agree Agree Uncertain Disagree Strongly disagree

Comment

Being a nurse made it
easy to assess the - ~ - -

quality of the care (N O ) o @)

provided.

Comment

Over all, this experience - B )
had a negative impact ) () ) @) @
on me.

Comment

My knowledge was
generally respected by ( W
the nurses.

Comment

Overall, | experienced . .
dissatisfaction with the () { ) ) @) )

delivery of care.

Comment

| used my nursing

knowledge to the = ~ ~ P =
advantage of my ill ~ e /
family member.

Comment

In general, | was
satisfied with the () () () f ) O)
delivery of care.

Comment

Sometimes, | felt that |

wanted to be treated like ‘ ) ) Q ‘ (, ‘ Q ‘
others who are not ~ / / p
nurses.
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Comment

Strongly agree

Agree

Uncertain

Disagree

Strongly disagree
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7. Section 4.2

* 21. Using the following 5-point scale of agreement, please indicate the extent to which you agree or
disagree with each of the following statements relating to your practice.

Strongly agree Agree Uncertain Disagree Strongly disagree

Over all, this experience )
had a negative impact { (
on me.

Comment

Over all, this experience

had a positive impact on ~ e ~
my professional ‘
practice.

Comment

This experience

changed my attitude ‘

towards other patients' ~ N : / E
family members.

Comment

This experience has

impacted on my practice ;

relating to patients’ - - ~ ~
family members.

Comment

If | know that a patient's

family member is a

nurse it will impact on D) () () C (
how | look after the

patient.

Comment

If | know that a patient’s

family member is a

nurse it will impact on ) D,
the way, | interact with

them.
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Comment

Strongly agree

Agree

Uncertain

Disagree

Strongly disagree

176|Page




8. Section 4.3

* 22. Using the following 5-point scale of agreement, please assess the extent to which you agree or
disagree with each of the following statements relating to your identity.

Strongly agree Agree Uncertain Disagree Strongly disagree
| found it difficult dealing
with my dual identity N ~N ; ~ -
(family member and - ; ’
nurse).

Comment

Allin all, | felt a sense of
conflict because of my
dual roles.

Comment

| felt pressured by

nurses to undertake i . . .
tasks that would not be ) y 4 w \_
expected from other

family.

Comment

| felt a sense of -
satisfaction in caring for ) QO
my ill family member.

Comment

| would be

uncomfortable looking

after a family member of /
a different gender.

Comment

| did not disclose that |

was a nurse to avoid

being treated differently — —/
by staff.
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Comment

Strongly agree

Agree

Uncertain

Disagree

Strongly disagree
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9. Section 4.4

* 23. Using the following 5-point scale of agreement, please indicate the extent to which you agree or
disagree with each of the following statements relating to your personal role.

Strongly agree Agree Uncertain Disagree Strongly disagree

Because | am a nurse,

my family expected me N - ; ~ -
to be the primary : ‘
advocate.

Comment

Because | am a nurse,

the staff expected me to ~
be the primary

advocate.

Comment

Because | am a nurse, | i . . -
expected to be the ) y . w \_
primary advocate.

Comment

Because of my nursing

knowledge, | felt ;

comfortable taking the - h. 1 .
advocate role.

Comment

Because of my nursing

knowledge, | intervened

in my family %
member's care.

Comment

As a nurse, | felt that

keeping watch over my

family member's care g - -/
was unavoidable.
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Strongly agree Agree Uncertain Disagree Strongly disagree

Comment

As a nurse, other family
members expected me - —~ - _ P

) )i ) )i
to be their ) O W L .

spokesperson.

Comment

As a nurse, my ill family

member expected me to ~ ~ (,,, ~ .
be his/her ‘—) ~ — L (g /
spokesperson.

Comment

| felt pressure from other
family members to be @) () O O @
their spokesperson.

Comment

Other family members . .
relied on me for decision U ) @) Q Q
making.

Comment

My ill family member

relied on me to explain " ~ ~ ( ‘ ~
complex terminoclogy ‘ )
and clinical procedures.

A~

Comment
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10. Section 5

* 24 Using the following 5-point scale of frequency, please indicate how often the following statements apply
to your experience.
Always Often Sometimes Rarely Never

It was predominantly the . N
nurses who communicated ) () ] P ()
with me.

Comment

| |

My knowledge was —~ ~ ~
respected by the nurses. %

Comment

| was satisfied with the
delivery of care. ‘~»»‘

Comment

| wanted to be treated like a . . .
relative who was not a o) ) (. Q) @)
nurse.

Comment

| felt that being recognised

as a nurse impeded me N —~ o~ — —~
providing effective support = N _/ : ¥
to my ill family member.

Comment

| was comfortable telling the \
) ) i ) (
staff that | was a nurse. \ P L ) \/

Comment

| |

| was asked to perform a )
nursing task by my ill family ) L) () () ()
member.
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Comment

Always

Often

| was asked to perform a
nursing task by staff.

Comment

| experienced conflict in
informing staff that | was a
nurse.

Comment

O

| felt | needed to be present

to ensure adequate care
was provided.

Comment

The nurses avoided me.

Comment

|

Sometimes

)

N/

* 25. Do you have any other comments, questions, or concerns?

Rarely

Never
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Appendix VII:

Cronbach’s alpha

8 Likert scale | Nurses’ Knowledge 703
Q2IT1 Agreement From my perspective, my nursing knowledge influenced my role in this situation.
Q21T2 Agreement Because of my nursing knowledge, my role was different from others who are not nurses.
Q21T11 | Agreement Iused my nursing knowledge to the advantage of my ill family member.
Q24T4 Agreement | Because of my nursing knowledge, T felt comfortable taking the advocate role.
Q24T5 Agreement | Because of my nursing knowledge, I intervened in my family member's care.
Q21T5 Agreement Because I am a nurse, I was given additional information by staff.
Q21T9 Agreement My knowledge was generally respected by the nurses.
Q25T2 Frequency My knowledge was respected by the nurses.
3 Likert scale | Satisfaction with care .884
Q2ITI0O_R* | Agreement | Overall, I experienced dissatisfaction with the delivery of care.
Q21T12 Agreement  In general, | was satisfied with the delivery of care.
Q25T3 Frequency I was satisfied with the delivery of care.
*The score of this item was reversed
2 Likert scale | Ability to evaluate care .695
Q21T3 Agreement  Because of my nursing knowledge, I was in a better position than others to judge the quality of nursing care.
Q21T6 Agreement  Being a nurse made it easy to assess the quality of the care provided.
12 Likert scale | Different Expectations on Nurses 876
Q23T3 | Agreement [ felt pressured by nurses to undertake tasks that would not be expected from other family.
Q24T1 Agreement | Because [ am a nurse, my family expected me to be the primary advocate.
Q24T2 | Agreement | Because I am a nurse, the staff expected me to be the primary advocate.
Q24T3 Agreement | Because [ am a nurse, [ expected to be the primary advocate.
Q24T7 | Agreement | As a nurse, other family members expected me to be their spokesperson.
Q24T8 | Agreement  As a nurse, my ill family member expected me to be his/her spokesperson.
Q24T6 | Agreement  As a nurse, [ felt that keeping watch over my family member’s carc was unavoidable.
Q24T9 | Agreement | I felt pressure from other family members to be their spokesperson.
Q24T11 | Agreement  Other family members relied on me for decision making.
Q24T12 | Agreement | My ill family member relied on me to explain complex terminology and clinical procedures.
Q25T7 Frequency | I was asked to perform nursing tasks by my ill family member.
Q25T8 | Frequency I was asked to perform nursing tasks by staff.
14 Likert scale | Self-impact 700
Q21T4_R* | Agreement | Because of my nursing knowledge, I experienced less stress and anxiety in comparison to others.
Q21T8 Agreement | Over all, this experience had a negative impact on me.
Q21TI13 Agreement | Sometimes, | felt that I wanted to be treated like others who are not nurses.
Q22T1 Agreement | Over all, this experience had a negative impact on me.
Q2212 Agreement | Over all, this experience had a positive impact on my professional practice.
Q22T3 Agreement | This experience changed my attitude towards other patients' family members.
Q22T4 Agreement | This experience has impacted on my practice relating to patients’ family members.
|Q22T5 | Agreement | If1know that a patient’s family member is a nurse it will impact on how 1 look after the patient.
Q22T6 Agreement | If | know that a patient’s family member is a nurse it will impact on the way, | interact with them.
Q23TI Agreement | I found it difficult dealing with my dual identity (family member and nurse).
Q2312 Agreement | Allin all, I felt a sense of conflict because of my dual roles.
Q23T4 Agreement | I felt a sense of satisfaction in caring for my ill family member.
Q25T4 Frequency I wanted to be treated like a relative who was not a nurse.
Q25T5 Frequency [ felt that being recognised as a nurse impeded me providing effective support to my ill family member.
*The score of this item was reversed
6 Likert scale | Relationship with staff 595
Q23T6 Agreement 1 did not disclose that T was a nurse to avoid being treated differently by staff.
Q25T Frequency It was the nurses who communicated significant healthcare information with me.
Q25T6_R* | Frequency [ was comfortable telling the staff that [ was a nurse.
Q25T9 Frequency I experienced conflict in informing staff that T was a nurse.
Q25T10 Frequency [ felt I needed to be present to ensure adequate care was provided.
Q25T11 Frequency The nurses avoided me.

*The score of this item was reversed

1 Likert scale

This item has been removed from Cronbach’s alpha

Q23T5 Agreement

I would be uncomfortable looking after a family member of a different gender.

excluded from analysis
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Appendix VIII: An ordinal logistic regression model

Performing an ordinal logistic regression model in SPSS

Did you have an enduring medical power of attorney?
Yes (1)
No (2)

8 Likert scale | Advocate role

Q24T1 | Agreement | Because I am a nurse, my family expected me to be the primary advocate.
Q24T2 | Agreement | Because I am a nurse, the staff expected me to be the primary advocate.
Q24T3 | Agreement |Because I am a nurse, I expected to be the primary advocate.

Q24T4 | Agreement | Because of my nursing knowledge, I felt comfortable taking the advocate role.
Q24T7 | Agreement | As a nurse, other family members expected me to be their spokesperson.
Q24T8 | Agreement | As a nurse, my ill family member expected me to be his/her spokesperson.
Q24T9 | Agreement |I felt pressure from other family members to be their spokesperson.

Q24T11 | Agreement | Other family members relied on me for decision making.

Did you have an enduring medical power of attorney?

Frequency Percent
Yes 33 320
No I 70 68.0
Total 103 100.0

Was your family member admitted to your workplace?
Yes (1)
No (2)

7 Likert scale | Relationship with staff
Q21TS | Agreement | Because I am a nurse, I was given additional information by staff.

Q24T2 Aireement Because I am a nurse, the staff exiected me to be the irimii advocate.

Q25T1 |Frequency |It was the nurses who communicated significant healthcare information with me.
Q25T6 | Frequency | I was comfortable telling the staff that I was a nurse.

Q25T8 | Frequency |1 was asked to perform nursing tasks by staff.

Q25T10 | Frequency | felt I needed to be present to ensure adequate care was provided.

Q25T11 | Frequency | The nurses avoided me.

Was your family member admitted to your workplace?

Frequency Percent
Yes | 39 379
No 64 62.1
Total 103 100.0
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SECTION 4: STUDY THREE

The lived experiences of nurses in general wards
caring for adult patients who have a family member
who is a nurse: a qualitative study
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Chapter One: Introduction

Hospitalisation ofanillloved one is often a crisis forthe patientand theirfamily. In such situations health
care staff may find themselves working with family members who consider themselves accountable for the
care of anill loved one. For example, family members may take on roles such as ‘spokesperson’ and
‘protector’ifthe patientis unable orunwilling to speak forthemselves (Gavaghan & Carroll 2002, p. 64).
To fulfil these roles family members often provide physical support, psychological support and emotional
support in the hospital care of an ill loved one (Laitinen 1992). Spending considerable periods of time with
aloved onewhois admitted to hospitalis often a stressfuland demanding experience. While apatient’s
family may take on some aspects of care during theillness of theirloved one, especiallyinanacute care
setting, the expectation is that health care staff are the main carers, the frontline. Bridgman and Carr
(1997)identify that within the overall health care teamitis nurses who are mostly involvedininteracting
with families. However, interactions become more complex when one or more of the family members
visitingorsupportingthe patientisthemselvesanurse. The complexity ofthis situationissuchthatlittleis
known of how nurses feel or react to this situation. For the purposes of this study the term ‘nurse-family
member’ is used (Olivet & Harris 1991, p. 248). In situations where a nurse-family member is visiting a
patientrelative the nurse providing care may be faced with a range of conflicting responsibilities, emotions
and family expectations. Understanding the lived experience of nursing staff working with nurse-family
members is important at many levels of the patient care episode.

Context of thestudy

In an acute care hospital, nurses regularly communicate and consult with family members in many aspects
of patient care. However, when family members are also nurses, a unique and challenging situation may
present. By investigating the experiences of family members who are also nurses, scholars have
determined that those nurses’ experiences of their loved ones admission are different to the experiences
offamilymemberswhoarenotnurses (Giles &Hall2014; Sabyanietal.2017).Whenafamilymemberis
alsoanursetheremaybedifferentexpectations and challengesforthe attending nurse thatmayimpact
onthedelivery of careto anillloved one. While the experiences of family members who are nurses has
been explored, an extensive search of the literature revealed that very few nurses have published their
personal reflections about their experiences when caring for patients with nurse-family members. A
number of personal and reflective writings published by McCahon (2001); Olivet and Harris (1991); Spear
(2002) suggest that caring for a patient whose family member is a nurse is more complicated and different
to working with general public family members. These reflections noted that some nurses felt
uncomfortable in the presence of a nurse-family member, while others felt supported by the nurse-family
member. Conducting a formal study to explore these experiences provides an important contribution to
this field of study.

Purpose of thestudy

The purpose of this study was to gain understanding of the experiences of nurses working in general wards
when caring for adult patients with a nurse-family member. This study focused specifically on experiences
of general ward nurses as some previous research has focussed on the critical care environment (Giles &
Hall2014). Itissuggested thatthe loweracuity nature ofthe generalward, wherethere isless emphasis
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on technology, may alter the dynamic between nurses and the nurse-family member. In relation to nurses
caringforadultpatients, inthe presence of anurse-family member, the specificstudy objectives wereto
explore:

» Livedexperiencesand challenges nursesface when caring for patients with nurse-family members.
» Dynamics of the relationships with patients and nurse-family members.
» Impacton nurses’ experiences and professional practice.

Statement of the Study Question

This study addressed the research question: ‘What are the lived experiences of nurses in general wards
caring for adult patients who have a family member who is a nurse?’ By enabling staff to share their
experiences this study contributes to understanding how to improve the experience of nursing care for
both staff andpatients.

Significance of the current study

While some nurses may deal easily with medical care of patients whose family member is a nurse, others
may feel stressed and apprehensive. An increased awareness of these situations and the dynamics they
createmayhelpnursestodeveloptrustingand confidentrelationships, notonlywiththe patient, butalso
the nurse-family member. With little guidance to support nurses working with patients with a nurse-family
member, this information may also be useful to development of policies to inform best practice. As a thread
joiningtogetherthethreestudies,ithasbeenshownthe essential nature oftrustisacentralaspectofthe
nurse/patient/family relationship, one that depends on open channels of communication. With this critical
emphasisitwasimportantto useinsightsfromthe developmentoftheresearch proposalfrom Study 1to
help guide the design of this study.

Study Assumptions

Throughout this study it was important for the investigator to identify and recognise prior beliefs and
assumptions. Asaregistered nurse withmorethan 15 years of experience workingin publichospitalsin
Saudi Arabia in clinical and educational roles, the researcher had experienced managing complex family
relationships. Acknowledging and making explicit, personal assumptions is animportant component of the
qualitative research process. The assumptions for this study are acknowledged as follows:

« ltis meaningful to study the experiences of nurses supporting nurse-family members during the
admission of their ill-loved ones in a general ward.

» Nursesexperience some degree of tension when providing care to patients who have a nurse-
family member inattendance.

* Qualitative study was asuitable method for collection of rich information aboutthe way in which
nurses consider and supportnurse-family members. This approach may also be suitable to explore
how other professionals, such as doctors, manage such relationships.

Definitions of terms

For the purpose of this project, the following keywords were defined:
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* Nurses are personnel who provide nursing care to inpatients in a health care facility, for example,
acute care hospital (Grossman & Valiga 2016). In Australia, the title ‘nurse’ is protected by law
(Nursing and Midwifery Board of Australia 2016).

* Nurse-familymemberisamemberofthefamilyoftheill patientwhoisanurse (Salmond2011).

= Lay-family memberis amemberofthe family whois notanurse (Girardin & Widmer2015).

= Significant otheris anindividual whois importantin someone’s life (Gavaghan and Carroll 2002).

« General wards are acute inpatient care areas usually with lower acuity than intensive care,
emergency, burns and high dependency (Dai etal. 2013).

» Phenomenologyisaphilosophythatfocusesonthe ‘life-world’ or‘lived experience’ ofhuman
beings through their own descriptions (Holloway 2005). The phenomenology expressions ‘life-
world’ and ‘lived experience’ are synonymous with this study design.

= Phenomenological study is an approach of inquiry in which the researcher finds the essence of
human experiences (the life-world) about a phenomenon as sources of narrative evidence
(Gerrish, Lathlean & Cormack 2015).

Structure of Study3

Study 3 presents a hermeneutic phenomenological study to investigate nurses’ experiences when caring
foran adult patient who has a family memberwho is a nurse. Outlines of all the chapters are presented
below.

Chapter one is the introduction and offers an outline of the background, aims and significance of this study.
The research question that addressed is, ‘What are the experiences of nurses in general wards caring for
adultpatients whohave afamily memberwhois anurse? Summaries ofthe other chapters are givenin
this chapter.

Chapter two is the literature review. It offers an overview of evidence-based literature related to the
experience ofmanagingnurse’sfamilymembers. While the practice of caring forapatientwhose family
memberisanurseisnotuncommon, someauthorshave notedthe situation mayimpactonnursingcare
provided to the patient. However, no research to date has investigated this context using a qualitative
study.

Chapter three presents the methodology and discusses the theoretical perspective of this research study.
It provides an introduction to hermeneutic phenomenology and Heidegger’s philosophical position, which
underpins this study (Heidegger 1962). In addition, it gives clear justification for the chosen methodology.
This chapter describes van Manen’s methodological structure, which was used to inform the connection
between a philosophical idea and a hermeneutical process (van Manen 1997).

Chapter four describes the methods used to undertake this research. It restates the research question and
the aim of the study. The chapter provides detailed descriptions of the following: study setting,
participants, inclusion and exclusion criteria, recruitment strategies, ethical issues and the demonstration
oftherigourandtrustworthiness ofthe study. The sixsteps of vanManen’s structure are usedtoanalyse
the interview transcripts.
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Chapter five reports the results of the thematic analysis regarding the nurses’ experiences of working with
nurse-family members who have adult relatives in general wards. Five face-to-face interviews with
Registered Nurses are presented in this chapter.

The final chapter concludes this hermeneutic phenomenological research. This chapter highlights the main
themes and their meanings in relation to the research question. The significance of results is discussed in
the context of literature reviewed. This is followed by discussion of study limitations, as well as
recommendations for further investigation and clinical implications.

Summary

The context of this study considers the experiences of nurses when caring for an adult patientwhose family
member is a nurse. In an acute care hospital, family members’ needs are important considerations when
careisprovidedtopatients. However,whenone ormorefamily membersisanurse, the contextofthese
considerations alters, warranting further investigation. To date, nursing research has not explored the
experience ofnursescaringforapatientwithafamilymemberwhoisanurse. Anunderstanding ofthese
experiences may assistnurses in being better able to support the nurse-family member and his/herill-
loved one. The purpose of the study and its specific aims and objectives were outlined in this introductory
chapter. Finally,asummaryofthe structure of Study 3was also provided. The nextchapterpresentsthe
literature review.
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Chapter Two: Literature Review

Introduction

As an institution delivering health care, a hospital is an organisation within which a diverse group of health
care staff play arole in providing care for patients and support patients’ families. Nurses encounter the
activities of family members, individuals without medical training, who offer whatever help they can to
theirillloved one during the period oftheir hospitalisation. Nurses work to build relationships with family
members collaborating to deliver the best possible care they can. Interacting with family members is clearly
a significant part of the nurse’s role. Nurses are educated to deal professionally with family members’
concerns as part of their ordinary workflow (Levine & Zuckerman 2000). The literature review confirmed
and clarified thatthere were no studies published onthe experiences of nursesingeneral ward settings
caring for patients who have nurse-family members.

Phenomenological studies in nursing research

Nursingis concerned with the psycho-social well-being of people and their unique experiences. Nurse
scholars, in conducting phenomenological studies, attempt to provide in-depth information about people’s
experiences. Nursing research regarding people’s experiences stems from a holistic approach to quality of
care. In general, phenomenological studies explore complex experiences and in the health care context
may include patients, nurses, administrators and other professionals. Phenomenological studies have
become popular over the past two decades, specifically regarding the life experiences of people and their
whole being (van Manen 1990). Phenomenological research has gained recognition among nurse
researchers as an alternate research approach to that used in naturalisticinquiry (Gerrish, Lathlean &
Cormack2015). Nurseresearchers are concerned withunderstanding individuals and their life experiences
within clinical practice. In other words, nursing scientists adopt phenomenology, based on the
understanding thatan individual’s experiences focuses on being in the world (Creswell 2013). Through the
lens of phenomenological study design, nurses can seek to better understand the dynamic relationship
between the world and the human. Giorgi (2000, p. 13) stressed that ‘they [nurses] are asking for
descriptions of situations in the world as experienced by human subjects!’.

In the human sciences, phenomenological principles provide a means of knowing individuals as attributed
to their phenomena (Polit & Beck 2016). In such situations, nurse researchers consider that
phenomenology explains deep knowledge because itnotonly verbalises the nature of knowing (van Manen
1990), but also discovers, explores, and describes the phenomena. Additionally, with a description of lived
experience, nursing investigators use phenomenology as awaytoillustrate the artofahuman oriented
science. While this knowledge may not directly inform practice, such awareness certainly enlightens
practice (van Manen 1997). However, some alternative positions and debate on nursing phenomenology
suggest thatitis: ‘betraying the fundamental tenets of phenomenology and of misconstruing the key
concepts’ (McNamara 2005, p. 695). Koch notes that key to a successful study is to ensure data are
contextualised and as such can be viewed as primary data (Koch 1996). Tobe able to critically appraise and
evaluate research data, research method fundamentals must be clear to understand the essence of the
research.
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In a phenomenological sense, there is understanding that the main focus is on describing experiences or
how phenomena are interpreted. This view suggests that phenomenology should be the method of choice
when aiming to understand the meaning of the experience of a phenomenon. van Manen (2016) advocated
that phenomenological studies have an interpretive component which avoids any predetermined set of
fixed procedures and systems. This is necessary knowledge for the novice researcher as it means there is
nofixed blueprintforthe conductofphenomenological study. Inordertoreachaplace ofunderstanding
of experience, it is necessary to develop an integrated and reflective position about the experience that is
ideally beneficial in nursing research. Indeed, phenomenology has become established as a research
method for nursing science and is an element of many qualitative nursing studies concerned with the
concept of subjective meaning and experience (Omery 1983). Although discussion continues in literature
aboutprinciples of phenomenology and use ofthis methodologyinresearch, itis clear thatitcontributes
to advancement of the holistic context of nursing research.

Asthelargestgroup ofhealth care professionals, itis verylikely thatatsome stage oftheircareeranurse
willcareforsomeonewhohasanurse withintheirimmediate family circle. While the practice of caringfor
apatientwhose familymemberisanurseis notuncommon, some authors have noted the situation may
impact on nursing care provided to the patient (Carlsson et al. 2016; Fulbrook, Allan, et al. 1999; Fulbrook,
Buckley, etal. 1999; Fulbrook, Creasey, etal. 1999). Due to the insights and knowledge that the nurse-
familymember possesses, supporting them mightbe considered a privilege and challenge fornurses. While
some nurses manage these challenges easily, others may feel significant personal or professional pressure
and may even make an effort to avoid such encounters (Alshahrani 2016).

Theliterature concerning family members andtheirrolein careis diverse. Forthe purpose ofthis study,
reviewoftheexistingliteratureispresented undertwoheadings, working towards asuccinctand critical
description of the literature. The headings for this review are based on the broad themes within the
literature, namely: family members within general wards and the perception nurses have of nurse-family
members.

Family members within general wards

Inmany cultures thereis alongand well-established pattern of family caringforillloved ones. This care,
while traditionally provided in home, may also extend to the care of a family member in an acute care
hospital setting. Indeed, when an ill family member is hospitalised support may be needed from a range of
family members. Patients may need their family to be present to provide assistance with activities of daily
living, to promote well-being, to advocate and communicate with health care professionals and possibly to
assistthe patienttobecomefamiliarwith the health care system (Fink 1995; Verhaeghe etal.2005). For
example, in general wards, such as surgical and medical wards, a parent may assist with the care of their
sonordaughterfollowing an operation. Family members may include, butare notlimited to, husbands,
wives, mothers, fathers, sons, daughters, brothers, sisters and friends. During such caring events, family
members may experience a range of emotions due to strange and unfamiliar ward settings. They may also
experience a profound sense of responsibility to care for and support their loved one (Linnarsson, Bubini
& Perseius 2010). Lay-family members often have understanding and knowledge about the condition of
their loved one and contribute to the delivery of care.
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Since 1970, there has been a considerable amount of research that has documented family members
accompanying theirillloved ones during admission in acute and critical care settings (Verhaeghe etal.
2005). While quantitative research has usually been directed to the more measurable needs of the family
with theirill-loved one (Auslander 2011), the use of specificforms of qualitative research has beenless
common (Linnarsson, Bubini & Perseius 2010). Of qualitative studies conducted, the majority relate to
critical care areas, such as intensive care units (Frivold, Dale & Slettebo 2015), or have been specifically
focused on the individual family memberinvolved, such as anelderly relative (Pickard, Jacobs & Kirk 2003).
Further studies have explored the phenomena in the context of specific patient conditions, such as cancer
(Sneeuw etal. 1997), oron one aspect of concern, such as family involvementin care (Fateel & O'Neill
2015). Some have focused on one facet of the experience of hospitalisation, such as vigilance (Carr &
Fogarty 1999), while others have been specifictofamily membergender (Anjos, Ward-Giriffin & Leipert
2012), specific to the family member as a professional (Ward-Giriffin et al. 2015), or related to the
development of a program to meet the needs of family members with ill loved ones (Mass et al. 1994).
Family members often have special needs because ofthe supportinvolvedin care provided toiill loved
onesduring their time in hospital. Consistently, published papers show that family members are committed
to the comfort of their ill loved ones during general wards admission (Alshahrani 2016; Auslander 2011).

In an acute care hospital, the general ward setting usually accounts for the largest number of admissions
and bed occupancy. Treatmentin these wards is for patients with less complex and life threatening medical
conditions than critical care patients (Dai et al. 2013). In such wards some patients can manage their
conditionwith regards to daily activities, such as hygiene, nutrition and hydration. However, others rely
heavily on assistance from nurses and/or family members. At times family members take a caregiver role
when theirloved one is admitted to a general ward. Even though nurses are ultimately responsible and
accountable for daily care, a sensible acknowledgement and integration of some care activities being
performed by family members is helpful. Congdon (1994, p. 127) emphasised that assistance provided by
family members may include the following activities of daily living: ‘bathing, dressing, preparing meals...".
Mass et al. (1994, p. 22) developed a program, known as ‘Family Involvement with Care’, which includes
the types of activities that family members undertake with nurses to participate in the care of ill loved
ones. Theseinclude group activities and some aspects of physical and psychosocial care. Thisinvolvement
with patient care may help create a close relationship with the patient, as well as build rapport with nurses.

Qualitative studies of lay-family member

Overthe pastthree decades, several research studies have addressed the importance of ill patients having
family members attheir bedside in general wards. Many studies have used qualitative methods. Inthe
United States of America, Congdon (1994) used qualitative grounded theory and conducted interviews with
nurses to gather information on their experiences of discharging patients accompanied by family members
within surgical wards. Interview data revealed that nurses’ perceptions were that the discharge process
went smoothly due to support from family members, though others reported feelings of uncertainty
associated with the process because of inadequate communication with the health care team. However,
some nurses surprisingly expressed thattheywere unaware of the impacthospitalisation has onfamily
membersofthe patientduringhospitaladmission. Also, othernurses were unsure oftheinvolvementof
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family members during the decision-making part of the discharge process. Nurses who had cared for these
patients found thatthey often needed to coordinate with family membersinrelation to delivery of care.

Two ethnographic studies conducted by Carr and Fogarty (1999) examined the meaning of experiences of
vigilancefromthefamily’s perspective while stayingatthe bedside ofanillloved one. Astudyof 16 family
members who had stayed with a cognitively impaired relative for six to 24 hours was conducted inadult
neurology and rehabilitation units. The researchers noted that the majority of ill loved ones had some
degree of cognitive impairment and participants were described as a mixed group of undefined relatives.
No information was provided about participant employment and family status at the time of their
experience. However, results provided a rich description in terms of the development of themes. Findings
revealed that family members were stressed by the fact that an important part of their experience involved
being vigilant by being present with their hospitalised ill-loved one, and five themes related to the meaning
of the experience were stated: ‘commitment to care, emotional upheaval, dynamic nexus, transition, and
resilience’ (Carr & Fogarty 1999, p. 435). Such themes may assist health care staffin understanding family
members’ needs and contribute to the development of a strategy to fulfil patient needs during stays in
general wards. Appreciating the perspectives of lay-family members’ assists in the broader interpretation
of how nurses might consider the needs of nurse-family members.

In an ethnographic study conducted in the United Kingdom, May, Ellis-Hill and Payne (2001) explored the
relationship between family members of adult patients and health care staff in a rehabilitation ward. They
addressed the important key relationship between family member and health care staff, centred on
information exchange, gate-keeping and legitimacy considerations using a video recorder. The study
provided a measure of the day to day interactions between family members and health care staff. The
attitudes of nurses towards supporting family members may determine whether respect and trust
develops between the different parties (Astedt-Kurki et al. 2001). A strength of the study was careful
participant selection, including precise definitions of family member and type of relationship with the
patientwhich may facilitate transferability to similar types of general wards. Morris and Thomas (2002)
identified theimportance ofthis type of studywhile providing rich descriptions of the role of relationships
and negotiation with family members and health care professionals.

Inan Australianstudy, Hancock etal. (2003) investigated theimportantaspects of nursing care as perceived
by lay-family members who stayed during hospitalisation oftheirloved onesinfive acute care hospitals
(ten medical wards). The researcher used a questionnaire to collect quantitative and qualitative data and
atotal of 99 family members participated in the study. The family members described they were attimes
restricted by nursesinterms of degree of involvementin the care oftheirloved ones. Inclusion of family
members in patient care was dependent on nurses, but may also have been related to family member
choice. Although, the researchers acknowledged the study had some limitations in relation to participant
selection, ethical concerns and setting, overall, the study provided insights to the importance of how
nursing care is perceived by family members. Therefore, the role of family members in helping to improve
the care of their ill loved one during hospitalisation in general wards is an important concern. Overall, study
participants, data collection and analysis were accurately described. Although qualitative data was clearly
presented,itwould have been usefulifsome quotations from participants were included tosupporttheir
findings.
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In Denmark, Lindhardt, Bolmsj6 and Hallberg (2006) used a descriptive phenomenological approach to
investigate family members’ lived experiences of caring for an adult loved one in medical and surgical
wards. Eight family members who accompanied their loved ones agreed to participate in an interview, with
study design informed by Husserl’s phenomenological method. Research findings identified the
phenomenonofbeingarelative intwomainthemes, ‘history’ and ‘standing guard’. Historyisreflectedin
terms of the relationship and family member experience, a sense of responsibility to continue the journey
oftherelationship with care oftheirloved one. The researchersidentified that ‘standing guard’ referred
tothefamilymemberactingasanadvocateforhisorherlovedone, similartothe Carrand Fogarty (1999)
observation of ‘vigilance’ (Carr & Fogarty 1999). That is, he or she experiences a sense of responsibility to
protecthis orherloved one by watching over care provided by nurses and all health care staff. Onsome
occasions family members participated in care of ill loved ones not only for support, but also to provide
safety while assisting with their activities of daily living. However, itis unclear whether family member
involvementwith care was by choice or by a sense of obligation or expectation. Lindhardt, Bolmsjé and
Hallberg (2006) concluded that during hospitalisation of an ill loved one, family members carry with them
responsibilities, emotions and proficiencies which create certain expectations of health care staff and the
health care system.

An Australian study by Higgins etal. (2007), using a descriptive qualitative approach and ethnographic data
collection methods, was aimed at identifying the needs of family members of adult patients during
hospitalisation in medical and surgical wards. A total of ten family members agreed to participate in
interviews. Theresearchernoted that participants were a mixed group with regards to age, genderand
type ofrelationship to the patient. Limited information was provided about participantemployment and
marital status at the time of their loved ones’ hospitalisation. Through, detailed thematic analysis two main
themes were revealed: ‘being informed’ and ‘being there’.

Higginsetal. (2007, p.213)introduced the term ‘beinginformed’ which referred to the need for family to
be well informed by health care professionals. The authors emphasised that family member’s experiences
may be confusing and worrying due to the possibility of receiving inconsistent and conflicting information.
Similar to the previous research, succinct information was identified as a primary need for family members,
and the manner of how such information is delivered was cited as being equally important (Carr & Fogarty
1999; Lindhardt, Bolmsj6 & Hallberg 2006).

In Denmark, a qualitative descriptive study was conducted by Lindhardt, Hallberg and Poulsen (2008) with
nurses collaborating with family members of adult patients hospitalised inmedical wards. Eight nurses
caring for a patientaccompanied by a family memberwere interviewed. Nurses assessing the collaboration
between themselves and family members identified two major difficulties: ‘relatives — a demanding
resource and coincidental encounter — the collaboration’ (Lindhardt, Hallberg & Poulsen 2008, p. 678).
Many nurses reported feeling unprepared and unsure about the relationship established when a lay-family
member accompanies an ill loved one, precisely during the time when care is provided. Such findings add
weight to the need for further studies concerning the nurse, patient and family dynamic.

More recently, an ethnographic approach to involvement of family members in care of ill loved ones in two
countries, Australia and Saudi Arabia, by Alshahrani (2016) aimed to explore the role of family members in
the care of patientsin medical settings. In herdoctoralthesis, 22 familymembersinthe Australia setting

195|Page



and 52 familymembersinthe SaudiArabia setting were observed and interviewed. Fourmain domains
emergedfromthedata: roleambiguity, involvementin care, nurse-relative relationship and safety. The
thesis revealed that family members’ role was at times ambiguous, which poses a challenge to nurses
especially in the extent of family members’ involvement in patient care. Alshahrani (2016) recommended
that family members’ involvement be negotiated during an ill loved ones’ admission, to provide clarity and
consistency with patient care involvement. Previous studies have focused on the domain of family
members’involvementinpatientcareinacritical care setting (Fateel & O'Neill 2015)andinacommunity
setting (Pickard, Jacobs & Kirk 2003). An interesting exploration of the cultural meaning and context of
family members’ experience was reported. The doctoral thesis presents rich information about the
methods and data gathered. In addition, there was accurate description of results as evidenced by
illustrations of the findings. To provide a balanced assessment of the literature, quantitative studies on the
issue of nurses and family relationships are next considered.

Quantitative studies of lay-family member

From a quantitative research perspective, most empirical studies have focused on the presence,
involvementand needs of family members during theirillloved ones’ general care. An early study using
descriptive design conducted by Molter (1979) focused on needs of family members of ill loved ones in two
teaching hospitals in the United States of America. For the study, 40 family members of hospitalised adult
patients were interviewed using a structured interview format. During interviews, each family member
identified theimportance oftheir presence during hospitalisation of theirill-loved one and indicated that
recognition of theirown needs was imperative. Molter (1979) established the firstinstrument for needs
assessment known as Critical Care Family Needs Inventory (CCFNI), which has been described in many
papers published worldwide (Bandari et al. 2015; Brysiewicz & Chipps 2017). Molter (1979) used Likert
scalestoidentify45needs offamilymemberswhentheirilllovedoneisadmittedtohospital. Fiveofthese
were rated as the most significant needs of family members in a hospital facility:

» Feel there ishope,

« Feel that hospital personnel care about the patient,

= Becalled at home about changes in the condition of the patient,
« Know the prognosis,and

+ Receive information about the patient at least once a day.

In Finland, a pilot study by Laitinen (1992) used a family member participation scale to measure quality of
care provided to their loved one. Seven family member responses were positive with regards to being
presentwith theirloved oneinthe hospital, however the study indicated limited involvementin terms of
whether family members should or should not be asked to participate in care delivery. Despite this
assertion the researcher stated that family members were involved in up to 18 activities of daily living,
including emotional support, the provision of which often occurred more than three times in a week.
Although Laitinen (1992)investigated a small sample which may notbe generalisable to larger populations,
itis suggested that appropriate methods provided valid findings. The use of appropriate statistical analysis,
assessmentofinterrater reliability and identification of Cronbach’s alpha were helpful in establishing study
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rigor and in providing detailed reports of family member’s needs when their ill-loved one was hospitalised
in a generalward.

A cross-sectional study design by Cho and Kim (2006) was performed to examine the needs of family
members’ presence alongside an ill loved one in non-critical wards in Korean hospitals. Of 3,203 patients
surveyed, 87% identified the need for presence of family members during hospitalisation. The researchers
emphasised there was an increase in presence of family members in hospital settings during the period of
1997 to 2006. However, this increase may be due to an increase in elderly population or an increase in the
proportion of patientadmissions during thattime, both of which indicate the need for supportfrom family
members. Therefore, with an increased number of patients needing family members, such considerations
are an essential aspect of general ward management to provide high level patient care. Overall, the article
reflects an accurate study with a well-structured approach to data gathering.

Aquantitative study conductedin Brazilby Penaand Diogo (2009) led toidentification of differentfamily
member activities within two medical wards of hospitalised elderly patients. Thirty family members were
recruited and interviewed using face to face interview tools. This adapted instrument recorded daily
activities performed by family members which were categorised as ‘always, never and whenever
necessary’(Pena&Diogo2009, p.353). Theresults of the study showed thatfamily members consider
themselves active participants in care provided to their ill loved ones. The most predominant activity was
delivering emotional support, which scored 96.7%, as compared to other activities of daily living. However,
results from this data may not be generalisable to other patient populations, for example younger adults.
Furthermore, data showed that, while there is great involvement of family members in providing emotional
support, physical support, such as changingbody position, dressing and hygiene, were also delivered under
the guidance ofnurses.

In a cross-sectional study conducted in Israel, Auslander (2011) explored the extent of inpatient care
provided by family members for patients hospitalised in general care. Of 1,076 adult patients admitted to
general wards, more than 69% had family members present at their bedside for an average of eight hours
aday. In addition, she highlighted that 12% of patients were aged below 45 years of age which represents
younger aged patients. This population group may not need as much direct assistance from families
compared to older patients making it somewhat difficult to determine the relevance of findings to other
populations. Auslander (2011, p. 208) stressed that during hospitalisation of an ill loved one, family
members get involved in a number of common tasks, such as ‘monitoring, communication and
accompanying, support and comforting...’. However, most family members have no formal training and
rely to a great degree on what they learn from listening and observing health care staff. Therefore, itis
clear from both qualitative and quantitative measures thatin some instances and cultures, family members
are an essential partof patient-centred care. Health care staff, especially nurses, are encouraged to identify
the support that family members need to assist in provision of appropriate care.

Since the 20th century, admission of adult patients accompanied by family members to acute care hospitals
has beenaphenomenon of studywithregardstotherole of nurses. Nurses are aware oftheimportance
offamily members, suchas a source ofinformation and background. On a daily basis, nurses observe family
members assisting their ill loved one with physical care and psychological support. Nurses identified that
without external support, family members may face difficulty dealing with caring responsibilities, especially
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inrelationtothe moretechnical aspects of care. Involvementoffamilymembersinpatientcare, withthe
assistance of nurses, has been acknowledged as an essential componentin related literature (Fink 1995).

As populations age itis likely that a significant increase in the number of family members accompanying ill
loved ones within general care wards will occur. The presence of family member during the ill loved one’s
admissionis now considered to make a significant contribution toimprovementofquality of care. Atthe
same time, nurses increasingly face challenges in creating new relationships in daily practice. The
experience of nurses managing a patient has been explored through the efforts of many nursing
researchers overthe last20 years. Miracle (2006) stressed that the needs of family members mustbe made
clear to nurses to meet patient needs and improve care delivered. Moreover, many studies have focused
on experiences and perceptions nurses have of family members of ill loved ones during hospitalisation in
general ward settings.

In Australia, Hancock etal. (2003) were among the firstresearchers toinvestigate the nursing needs of
adultpatientsaccompanied by relatives. Ninety nurses completed asurvey, known as ‘Caregiving Activities
Survey’,intenmedical wards acrossfive publichospitals (Hancocketal. 2003, p.507). Hancocketal. (2003,
p. 510) used the ‘Caregiving Activity Scale’ to measure responses, which were constructed of four parts:
psychosocial care, physical care, doctors’ orders and discharge planning. Some nurses commented that
time management limited them in terms of providing adequate nursing care, especially in the area of
psychosocial care.

In the hospital setting, various cultures are considered as having an influence on lay-family member needs.
Insome cultures, itis expected thatfamily presence plays a vital roleinterms of communication with the
healthcare professional andforacertainlevel of supporttoillloved ones. Thetermcultureisdefined as,
‘the attitudes and behaviour characteristic of a particular social group’ (Oxford Dictionaries 2018). For
example, in Israel, a majority of participants reported that they were with their ill relatives nearly every
day (Auslander2011). This was similar to a study conducted in Saudi Arabia where itwas a normal practice
to have afamily member or carer with the patient most of the time; however, this may not be common
across cultures, such asin Australia (Alshahrani2016). In developing countries, such as Korea and Brazil, it
was reported that family member presence and involvement were necessary during aniill loved one’s
hospitalisation (Cho & Kim 2006; Pena & Diogo 2009). However, itis crucial to not assume cultural norms,
but to discuss these among the family group.

The perception of nurses

Theexperiencesofnursescaringforapatientwhose familymemberisanurseisaninterestingtopicthat
has surprisingly only been discussed in the form of personal reflections (Olivet & Harris 1991). No literature
was found that identifies formal qualitative study into the interactions of nurses and nurse-family
members. As indicated, only a few personal reflection articles describe being a nurse where a family
memberwithanillloved oneis alsoanurse. While some nurses are unconcerned aboutthe presence of
nurse-family members when providing care to theirill-loved ones, others may consider such circumstances
very stressful and overwhelming experiences. One nurse described her experiences with her head nurse,
saying,‘...Jane: Oh, I'msofrustrated with MrBrown’s daughterandldon’tknowwhattodo. Head nurse:
You meanthe daughterwhoisanurse? ...’ (Olivet & Harris 1991, p. 248). In another reflective article, Spear
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(2002, p. 196), stated that during her mother’s hospitalisation, her mother requested not to be turned
because of pain, which she fully supports, butthe nurses responded by saying, “You are not being objective.
You're anurse. You know that your mother needs to be turned...’.

Oneofthefewarticles onthistopicby Olivetand Harris (1991), titled ‘Expectation versus realisation the
family member who is a nurse’, was based on a story, and the author discussed the experiences of nurses
and nurse-family member concerns, relationships and specialised knowledge. Olivet and Harris (1991, p.
251)suggested eightstrategies for nurses to be implemented during the stay of nurse-family members
with their ill loved ones:

Assess the role of the nurse-family member,

2. Assessthe knowledge of the nurse-family member related to the patient’s presentillness and
treatment plans,

3. Assessthe role of stress being experienced by the nurse-family member,
Assess the emotional responses of the patient and all significant others,
Provide explanations and preparations for all procedures and treatments to the patientand all
family members including the nurse-family member,
Provide support and encouragement to the nurse-family member,
Seek to establish an alliance among staff, patient, nurse-family member, and other family
members, and

8. Provideaconsistent, highquality of patient care so that no changes are necessary when the family
member is anurse.

Another narrative on personal experiences by Wilson and Ardoin (2013), entitled ‘When professional and
personal worlds meet: nurse as daughter’, was based on two nurse-family members’ experiences during
the hospital journey with their loved ones. Wilson and Ardoin (2013, p. 196) offered the following
recommendations to nurses caring for a patient whose family member is a nurse:

= Prepare for the nurse-family member’s visit; this person knows quality health care and is usually
the spokesperson,

» |dentify the nurse-family member as a member of the team and allow his or herinput,

= Recognise the emotional connection for the nurse-family member, and

« Listenrespectfully to the nurse-family member and provide information accordingly.

While nurses may offer supportforthe physical and emotional needs of their clients, they also try to fulfil
the various needs of nurse-family members throughoutthe duration oftheirloved ones’ timein hospital.
Detailedinformation, the ability to be engagedin care, expectations from staffand role boundaries may
serve as general needs for nurse-family members maximise to delivery of care for ill-loved ones. As always,
nurses are in a unique position to provide an appropriate plan of care to patients and family members,
regardless of professionalbackground. However, nurses appeardivided on whether nurse-familymembers
should be supported in the same way as others (Olivet & Harris 1991; Wilson & Ardoin 2013). In this
respect, Study 3 is unique for its investigation of experiences of nurses with nurse-family members focused
on non-critical areas, specifically, medical and surgical wards. This study provides greater understanding of
the current experience of nurses and actors influencing these unique experiences.
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Summary

The purpose ofthis chapterwasto provide areview of the literature related to the experiences of nurses
supporting lay-family members and nurse-family members when their ill loved ones have been admitted
togeneralwards. Although nurses face significant challenges and compliments with support of nurse-
family members, they may also feel pressured and strained, leading to avoidance of such encounters. The
review was divided into two parts: an overview of the existing literature related to family members with
loved onesingeneral wards, such as the medical and surgical areas, an overview of the literature on nurses’
viewpoints regarding supporting lay-family members, and a review of the literature on the views of nurses
withregardsto providing supporttonurse-familymembers. Caringforapatientwhose familymemberis
a nurse may add complexity to the care provided and support needs for the family. Highlighted in the
chapterwas the growing body of literature in the form of qualitative and quantitative studies on the role
of nurses supporting family members, specificallyingeneral ward areas. Inrespect of the nurse-family
member only a few personal accounts have shed light on the nurse’s perspective with ill loved ones
hospitalised in generalwards. These papers are not constructed from research and indeed thereis no
research to date that has investigated the context using a qualitative study. The qualitative methodology
used to undertake this study is presented in the next chapter.
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Chapter Three: Research Methodology

Introduction

This chapteroutlines the methodology usedin Study 3, providing anoverview ofthe chosen qualitative
method of enquiry and research design. There are two main phenomenology schools of thought:
descriptive and interpretive (hermeneutic phenomenology). Study 3 used an interpretive hermeneutic
phenomenological approach because of its potential to gain deep understanding of lived experience. In
this chapter, the philosophical underpinnings of hermeneutic phenomenology are discussed, along with
the van Manen approach to analysis. The work of van Manen was preferred for the structure and
interpretation and for synthesising the data of this project.

Qualitative research

Qualitative research maytake aninterpretative or critical approach because it aims to define a concept
andinvestigate a particularphenomenon ofinterest (Gerrish, Lathlean & Cormack 2015). A qualitative
research study entails a non-experimental research design that uses rich and illustrative data to provide a
deep description of the meaning of a phenomenon. This is particularly important when conducting social
inquiry aboutindividuals’ experiences within their natural setting. Qualitative research is often used in
fields such as nursing and social sciences. Mason (2002) emphasised that there is no common definition
for qualitative research; however, a recent definition, from a nursing perspective suits the purpose of this
research. Politand Beck (2016, p. 74 1) define qualitative research as ‘the investigation of phenomena,
typically in an in-depth and holistic fashion, through the collection of rich narrative materials using a flexible
research design’. In other words, it generates an understanding of an individual’s experience using a
specific research design. Therefore, qualitative research offers a humanistic approach to understand the
experiences, perceptions and opinions from the unique perspective of the research participant.

Qualitative research allows the researcher to gain knowledge of the phenomena from nurse participant
perspectives of their experiences in the clinical setting. As Polit and Beck (2016) highlight, qualitative
approaches such as phenomenology are concerned with understanding the meaning of the lived
experience through the eyes of the interviewee. Qualitative method was considered more suitable for this
study than quantitative method because the study question involves a uniquely human interaction
betweentwo ormore peopleinthelife-world. While there are many differentqualitative methodologies,
suchas, ethnography grounded theory and critical theory, phenomenology was selected forusein this
case. Thus, the methodology aims to allow the researcher to describe and understand human experiences
ofaphenomenon (Polit & Beck 2016). Using a specific qualitative research design notonly requires an
understanding of the nature of the study, but also the type of research questions considered appropriate.
Developing a research question that has a phenomenological characterinvolves two steps: ‘finding a
phenomenon of interestand formulating aninitial life-world evoking question’ (Holloway 2005, p. 107).
Exploring the essence of how nurses deal with adult patients whose family members are nursesinageneral
ward and what it meant to them reflects a concern of the life-world. To achieve this, it was important to
use an open question, in keeping with a phenomenological approach, that provides nurses enough
freedom to verbalise their experiences by asking the research question, ‘What are the experiences of
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nurses caring foran adult patientwhose family members are nursesin ageneralward?’ Inthis formthe
question is considered suitable to employ a phenomenological design approach.

Phenomenology

Phenomenological research explores human experiences. These experiences are examined by either
descriptive or interpretive methods using data collected from participants who have lived a certain
experience. Phenomenological design was considered the appropriate method for this study because it
allowed the researcherto explore the phenomenon of supporting a nurse-family member by collecting
descriptive data based on nurses’ experiences. The aim was to provide detailed information on the nature
of the meaning of individual daily experiences and describe and reflect on them (Gerrish, Lathlean &
Cormack 2015). This design allowed nurses, via in-depth interview, to share meaning from their own
experiences of caring with adult patients whose family members are nurses. Borbasi and Jackson (2012, p.
257)indicatedthatthe purpose ofphenomenologydesignis ‘tounderstandandattribute meaningtothe
phenomenonofinterest’. Holloway (2005) stated that such designs have two advantages:firstly, itisan
ideal design for human experience from the perspective of qualitative research, and secondly, it is
considered to be a method of systematic, critical and rigorous examination of the phenomenon. The term
phenomenon was defined by Gerrish, Lathlean and Cormack (2015, p. 587) as ‘an occurrence,
circumstance, experience or fact thatis perceptible to the senses’. Phenomenological researchers seek to
understand the importance of an experience by asking questions such as what is the essence of the
participants’ experience and what does it mean?

Phenomenologyis both ‘aphilosophy ofknowledge and qualitative research approach’ (dstergaard, Dahlin
& Hugo 2008, p. 94). The philosophy of phenomenology was advanced by contemporary philosophers
Husserl and Heidegger and is often generally divided into two main approaches: descriptive and
interpretive (Polit & Beck 2016). Annells (2007) emphasised that phenomenological research does not
proceed with a formulaic or direct approach; rather researchers are required to familiarise themselves with
arange of phenomenological approaches to be able to outline the philosophical assumptions in their work.
While both descriptive andinterpretive approaches begin by using the term ‘life-world’, whichinvolves
collecting information from individual daily experience as a starting point, different processes are used in
the analyticmethod (Gerrish, Lathlean & Cormack 2015, p. 215). Forexample, descriptive approaches may
use a process of ‘bracketing’ where one isolates their understanding of meaning from previous
experiences, while the interpretive approach uses a ‘sensitising’ process to describe the experience
(Gerrish, Lathlean & Cormack 2015, p. 215). In other words, descriptive phenomenology allows the
researcher to describe lived experiences in a literal way free of outside interpretation, essentially a ‘pure’
description of anindividual’s experience. In contrast, interpretive phenomenology requires the researcher
to seek out and interpret meaning of individual experience, emphasising individual subjectivity. Laverty
(2003) mentioned that, although there is similarity between descriptive and interpretive approachesin
some features, both types are clearly from different research traditions. Therefore, the researcher benefits
from understanding how to choose either descriptive or interpretive phenomenological research to best
appreciate how an individual might perceive an event.
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Descriptive phenomenology, attributed to Edmund Husserl, concentrates on individuals’ descriptions of
experiences (Polit & Beck 2016). His philosophy is more centred on an epistemological approach where
knowledge and development of knowledge is central to the relationship between the investigator and
person being researched. If the investigatoris unable to ‘deny’ or place into abeyance any prior knowledge,
any pre-judgement which was identified and was unable to detach the researcher from the world of
investigation may skew or alterthe final interpretation. This approach was inconsistent with the current
study because ofits transcendental nature, an approach that was not thought to help the researcherto
understand the deeper meaning of nurses’ experiences. Secondly, the difficulty in ensuring an approach to
bracket the perspective of the novice researcher was important to consider.

While perhaps not any less difficult in application, it was decided that an interpretative phenomenological
approach, attributed to Martin Heidegger (1962) and known as ‘hermeneutical phenomenology’ would
provide a suitable vehicle to interpret the meaning of experiences (Polit & Beck 2016, p. 472). This
hermeneuticphenomenological design was appropriate forthe currentstudy because ofits potential to
lead to pre-understanding and encourage the researcher to consider a range of possible interpretations
based onthe meaningandbeing oflived experience. The design gave nurses anopportunity to explore
theirownexperiencesandallowtheinvestigatortobe‘in’theworld ofinvestigation. Inlinewiththeabove,
the researcher considered Heidegger's phenomenological paradigm to be an appropriate approach in this
study because it allowed rigorous, critical, and systematic investigation of the phenomena. Inthe next
section, the Heideggerian phenomenological approach is discussed in more detail.

Heideggerian phenomenology

This section considers Heideggerian phenomenology and hermeneutics, an approach that explores the
concept of knowledge and nature of the true essence of phenomena. Heidegger’s philosophical position is
an ontological approach where great value is placed on the nature of reality, meaning and being. He
initiated the concept of ‘Dasein’ a German word that means ‘being-there’ (Horrigan-Kelly, Millar & Dowling
2016, p.1).Soimportantisthe conceptofDaseintointerpretive phenomenology and hermeneuticsthat
Heidegger (1962, p62) writes ‘...Being and the structure of Being lie beyond every entity and every possible
characterwhich an entity may possess’. The centrality of this conceptin Heidegger's phenomenology
encourages considerationof ‘whatitistobe’ asthis then provides an opportunity toexplore and be open
to differences in interpreting a being’s experiences of their life-world. This version of phenomenology was
adapted and reformed from Husserl's approaches and developed into hermeneutic phenomenology, also
known as interpretive phenomenology. Unlike Husserlian approaches to phenomenology, Heidegger
employed the concept of describing and interpreting the meaning of life experience in a hermeneutic
process. Polit and Beck (2016, p. 472) described hermeneutics as the ‘art and philosophy of interpreting
themeaning ofanobject, forexample text.’ van Manen (1990) emphasised thathuman existenceinthe
reality ‘of being’ was unavoidable hermeneutically in Heidegger’s approach. Currently, Heidegger's
foundation to hermeneutics is widely used by health care researchers, particularly in nursing research,
where patients are the centre of care and nurses are often providers of care.

This foundation encouraged the investigator to understand the world of nurses to obtain arange of insights
to the experiences of nurses. Laverty (2003) also describes that using a hermeneutic process offers a way
to develop understanding and allow interpretation of the meaning of a phenomenon, an approach that
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characterises the Heideggerian method. Interpretation is an essential step towards the process of
understanding.

The hermeneuticprocess

Whenlisteningto participants’ stories, itisimportanttorecognise their Dasein, which Heidegger (1962,
p63)notes has a ‘historical’ aspect, thatis to notjudge buttoletthe conversation flow and theninterpret
the meaning of these dialogues by using the hermeneutic circle. The conceptofthe hermeneutic circle
developed further by Gadamer, is ‘a methodologic and interpretive process in which to reach
understanding, there is continual movementbetween the parts and the whole of the text that are being
analysed’ (Polit & Beck 2016, p. 730). Generally, the process of data interpretation is a systematic process
which occurs in a circular or spiral fashion redressing and reframing the text, known as the spiral of
interpretation. This process of constant engagement helps the researcher’s understanding of the natural
experience of individuals, rather than moving ‘in and out’ or between the text (Motahari 2008).

In this study, aninterpretive process was used to build understanding about nurses’ experiences by moving
between the experiences of each nurse and seeing the phenomena of nurses as a whole story. van Manen
(1997)supportstheideathatunderstanding the concept of the phenomenon depends ontheindividual
text and understanding individual text depends on associating it with the whole. This shows that the
process of interpretation contains the investigator’s own pre- understanding in a very positive way into the
text known as ‘fusion of horizons’ (Laverty 2003). Fusion of horizons describes a process of illustration for
understanding that occurs between investigator and the phenomenon. In other words, when the
investigatorunderstands the interview transcriptin such awaythattheyalso are also aware of how that
interpretation includes their own background and influences, a greater degree of transparency and
structure result. Horrigan-Kelly, Millar and Dowling (2016) highlight a diversity ofinterpretive research
methods available to uncover the meaning of human interaction, and van Manen’s method is one of these.
This structured and tried approach, along with the fact that van Manen writes in a way that is suited to
researchers new to phenomenological approaches, helped justify the choice of van Manen’s method to
analyse and synthesise the data in this study.

Van Manen approach

Van Manen’s approach is one of the most efficient forms of qualitative analysis when conducting
phenomenological research. According to Polit and Beck (2016), the approach originates from the second
school of phenomenology, also known as the Utrecht school. It aligns with Heideggerian phenomenology,
which focuses on the description and interpretation of individual experience. In other words, van Manen’s
approach is used to help the researcher ‘grasp the essential meaning’ of the experience being studied (van
Manen 1990, p. 77). van Manen (1997) considered that an investigator needs to be immersed in the
phenomenon to achieve an understanding of participants’ experiences within the life-world. He also
designed the method to be used as a human science research approach which would essentially be keptin
mind while the current study was explored. Forinterpretive phenomenological research, van Manen (1990,
p. 30) recommends six methodical steps to assist the research process:

1. Turning to a phenomenon which seriously interests us and commits us to the world.
2. Investigating experience as we live itrather than as we conceptualise it.
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Reflecting on the essential themes which characterise the phenomenon.
Describing the phenomenon through the art of writing and rewriting.
Maintaining a strong and oriented pedagogical relation to the phenomenon.

o o bk~ w

Balancing the research context by considering parts and whole.

The six steps offer a concrete approach useful in undertaking an interpretive phenomenology based on
human lived experience. These steps provide an outline for the methods used in this study in terms of
nature of the phenomenon through the life-world of people. Although these components are broadly
described, they are usefulto guide the flow of researchwhen exploring the phenomenon being studied.
vanManen (1997)stressedthatthe framework ofthese componentswas notrigid and thatresearchers
should allow some flexibility in the research steps.

Summary

The qualitative research paradigm and philosophical aspects of research designs were discussed in this
chapter. The research design and rationale for choosing the method of enquiry, hermeneutic
phenomenology, were explained. Study 3 was guided by this design because it is an approach that
describes how a phenomenon can be understood by individuals. Additionally, van Manen’s approach was
described, and the six steps of undertaking phenomenological research and data interpretation were
outlined. Withthisinmind, this approach proposed to combine the power of story with the unfilteredlens
of hermeneutic process to gain insight into the life-world of nurses who have cared for adult patients whose
family members are nurses. The next chapter describes the methods used in this project.
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Chapter Four: Methods

Introduction

Inthis chapter, methods usedtoundertake the study are described and discussed. Itdescribes howthe
hermeneutic method and steps for gathering and analysing data informed by van Manen were used to
answer the research question. The aim of hermeneutic phenomenological method is to gain a deeper
understanding of experiences, and this often involves respondents sharing personal stories. Ethical
concerns, study setting, data collection procedures, how rigour was maintained throughout and analysis
technique usedtoreflecton the transcriptsis also presented. The aim of the study was to provide arich
narrative of nurses’ experiencesincaringforapatientinageneralward whohasafamilymemberwhois
anurse. Nurses often have a wealth of unique information to share within clinical and academic contexts,
and an understanding of these experiences may assistin preparing current and prospective nurses to
understand more clearly what it is like to work with nurse-family members. This knowledge may assist
continuing development of nurses and may also be utilised to enhance clinical practice within the hospital
setting.

Restatement of research question

Forthe purposes of Study 3, the phenomenon of interest was the experience of nurses when caring for
adult patients who have a family member whois a nurse within ageneral ward. The research question
presented for this research was as follows: What are the experiences of nurses caring for adult patients in
a general ward who have a family member who is a nurse? Although nurses have been experiencing this
phenomenon for many years, there appears to be a significant gap in research with no published studies
identified regarding thisissue.

Description of the study setting

The study was conducted at the Adelaide Nursing School, The University of Adelaide. The University of
Adelaide is the third oldest university in Australia. It maintains a world-leading research reputation and is
a member of eight research intensive universities nationwide. The Adelaide Nursing School is one of five
schools within the Faculty of Health and Medical Sciences that offers clinically focused and evidence-based
research to undergraduate and postgraduate nursing degrees.

Participants

Study participants were Registered Nurses working in non-critical care areas and who were completing
postgraduate studies. For consistency, participants are referred to as nurses. It was assumed all nurses
were able to speak and understand English as this is arequirement for registration with The Australian
Health Practitioner Regulation Agency (2015). Domestic and international born and educated nurses need
to comply with levels of English language suggested in the International English Language Testing System
(IELTS). This IELTS requirement mandates a minimum overall score of 7 and a minimum score of 7 in each
of the four components (listening, reading, writing and speaking). Essentially, each participant was fluent
in English. Lastly, although no nurse was known to the researcher prior to data collection, nurses were
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accessible as study participants as they were studying a range of post graduate specialities in the same
school as theresearcher.

Inclusion and exclusion criteria

Inclusion criteria for Study 3 were as follows: nurses employed at an acute care hospital in a general ward
who had experienced caring for an adult patient who had a family member who was a nurse within the
prior 24 months. Nurses were excluded from the study if they worked exclusively in critical care areas, for
example emergency department and intensive care units. Nurses from critical care areas were excluded
because of different foci in nursing care, potential for family involvement, potential for higher levels of
stress and anxiety and in acknowledgement of some previously reported studies.

Recruitment strategies

An email invitation including an information sheet and consent form was sent to all postgraduate nursing
students, initially through the postgraduate program coordinator. The research student’s supervisors, who
alsoworkinthe Adelaide Nursing School, were notinvolvedintherecruitmentprocess, only the student
conducting the project had contact with nurses. The research supervisors only had access to de-identified
data. Participants nominated a time that was convenient for them for the interview to take place. This was
clarified via email and phone calls to nurses. The number of participants may be considered small, but the
researchers noted that data saturation was reached through interviews with five participants, with no new
themes emerging. The themes that emerged provided rich descriptions of the phenomenon under
investigation.

Ethical issues

Ethical approval for Study 3 was granted by the University of Adelaide Human Research Ethics Committee
(H-2017-038), and the study was authorised to commence on 31 March 2017 (Appendix|). Therefore, Study
3 was conducted according to the requirements of the National Statement on Ethical Conduct in Human
Research (2007) and involved low risk for research participants. Nurses were given a participant
information sheet (Appendix I1) that outlined the research project. The sheet included, but was not limited
to, information about the aims, benefits and potential risks of the study. It also highlighted potential length
of interview as 45 to 60 minutes, which may have proven potentially time consuming for nurses. However,
itwas thoughtunlikely thatinterviews would resultin discomfort. Inthe eventthatanurse became upset
because of their participation in the research project, the research team were able to arrange for
counsellingorotherappropriate support. Any counsellingorsupportwastobe provided byanindividual
from the University Counselling Service, not a member of the research team. This counselling would have
been provided free of charge, but was not necessary.

Informed consent was obtained prior to commencing interviews using a consent form (Appendix I11).
Holloway (2005) stresses that consent forms provide comprehensive information and be clearly signed by
the participant after they have been made aware of the nature of the study and voluntarily agree to take
part. To ensure that participants were fully informed of what they were agreeing to before interview
commencement, a witness signature was required by the researcher. There was no direct benefit to
participants of being involved in the study. However, information collected during interviews was intended
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to increase the understanding of nurses’ experiences of caring/supporting nurse-family members and
possibly improve support for nurse-family members. There were no costs or monetary benefits for
participants in this research project.

Privacy and confidentiality of participant data

Interview narrative data, without identification of participant, was saved on a password protected
computerfiletoaconfidential staff serverand submitted asrequired tothe Adelaide Nursing School with
thefinal projectdocumentation. Participants were offered the opportunitytoreviewtheirtranscriptsifso
desired. No participant elected to change any of their comments. Data files were stored in a non-
identifiable form and aspects of interviews where personal identifiers were used were permanently
removed. Pseudonyms were used when referring to participants. The research may be published in a peer
reviewed journal and presented at conferences. The information gathered will be stored confidentially for
12 months.

Data collection

Recruitment and data collection occurred over a six month period. Data were collected using a one to one
interview thatlasted for 45 to 60 minutes perinterview. Interviews were held at the Adelaide Health and
Medical Sciences Building in meeting rooms at times convenient to participants. Interviews were not
conducted in the participants’ workplaces to ensure anonymity. Prior to interviews, the researcher
confirmedthatparticipantshad read theinformation sheetand consentform, which theythensigned. In
addition, it was agreed between the investigator and participants that the transcript would be sent to them
to ensure credibility of the recorded conversation. Interviews were digitally recorded. As this was the first
qualitative study conducted by the primary researcher, his previous experience in conducting face-to-face
interviews was limited, but the resulting transcript data collected related well to the research question
posed.

Toelicitinformation aboutexperiences of nurses in general wards caring for a patientwho had afamily
memberwhois a nurse, the following question was asked to commence the interview: ‘Canyoutellme
about your experience of caring/supporting nurse-family members who have adult relatives in your ward?’
The researcher listened to participants’ verbal responses, observed their non-verbal communication and
wrote brief field notes for later reference. Throughout, the researcher indicate agreement when needed,
and verbal signals thatindicated interest, such as nods, to support the flow of communication with the
interviewee. Using this method of communication, a collaborative conversation and mutual understanding
was generated between the researcher and interviewees. Additionally, further questions were used as
prompts to keep the conversation flowing:

= Canyoutellmealittle more aboutthat?
 Whatdoyoumeanby...?(paraphrasing)
+ What happened next?

= How did that make you feel?
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The researcher ended the interview by thanking the participant for their time and assuring them about
data confidentiality. A transcript of the interview was emailed to participants for review prior to the
analysis stage to check for ratification.

Data analysis and management

In qualitative research, data collection and analysis are two related phases during the research process. In
a hermeneutic phenomenological study, description of how the data has been interpreted helps provide
an in-depth understanding of the participant experience. While there are several approaches to analysing
phenomenological data, data from Study 3 was analysed using the six steps of van Manen’s method,
describing nurses’ experiences of dealing with nurse-family members who have adult relatives in general
wards. Datawere managed, classified and sorted using manual and intuitive computer system.

When conducting the interview, the researcher wrote brief notes to help focus on the story being told.
Following the interview, recordings were reviewed to provide additional insight and to document the
informationwhileitwasstilleasilyrecalled. Interviewrecordingsweretranscribedandthenreadandre-
read to get a sense of the nurses’ experiences. Then, to ensure an accurate record of each transcript, the
investigator requested the interviewee to check for accuracy, additions and corrections so these issues
could be resolved before data was analysed. Interview transcripts were thematically analysed following
van Manen'’s approach.

Demonstration of rigour

As mentioned above, the phenomenology method aims to investigate the nature of lived experience of
phenomena. When conducting a study using an interpretative approach, such as hermeneutic
phenomenology, itisimportantto establish a high standard of quality andrigour. Gerrish, Lathleanand
Cormack (2015, p. 588) define rigour as ‘the strength of a research design in terms of adherence to
procedures, accuracy andconsistency’. Toestablish the determinants ofrigour, qualitative researchers use
standards of criteria to maintain a feasible objective during the study. Objectivity is described as ‘a neutral
andunbiasedstance’ (Holloway 2005, p.294). While anumber of studies have used different criteriato
establish rigour in qualitative research, this study will focus on Lincoln and Guba'’s use of four components
ininterpretiveinquiry (Lincoln & Guba 1985). These arethe terms of: (a) credibility, (b)transferability, (c)
dependability and (d) confirmability. Figure 2 was created by recording the activities that occurred at each
section of the study process. Description of each criteria outline on particular examples of methods used
in this study as follows.

Credibility

Credibility is defined as a ‘criterion for evaluating trustworthiness in qualitative studies, referring to
confidence in the truth of the data; analogous to internal validity in quantitative research’ (Polit & Beck
2016, p. 724). This component allows the investigator to recognise the experiences of the interviewee,
which can be established by navigating and grouping similarities among participants. Lincoln and Guba
(1985) suggested that establishing credibility involves member checking or returning to the interviewee to
check if the themes and analyses of their experiences are correct. In Study 3, member checking includes
some supervisors rechecking the themes and subthemes based on the recordings and transcripts. In
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addition, participants were given the opportunity to read their transcripts for accuracy, and additions and
corrections could be made because of their feedback viaemail communication. Another strategy used
involved piloting the interview with supervisors.

Applicability

Applicability, alsoknown as transferability, has been described by Politand Beck (2016, p. 726) as ‘the
extent to which qualitative findings can be transferred to other settings or groups; analogous to
generalizability’. In other words, it entails transferring results of qualitative findings from one group to
another for the reader to judge applicability of interpretations (Koch 2006; Lincoln & Guba 1985). In Study
3, the study population, together with demographic description and setting of the study, were used to
enhance transferability. In this study, transferability was achieved by collecting data from a specific group
of participants which were nurses and a specific work setting which was a general ward.

Dependability

Dependability is defined as ‘a criterion for evaluating trustworthiness in qualitative studies, referring to the
stability of data over time and over conditions; analogous to reliability in quantitative research’ (Polit &
Beck2016,p.726).Lincolnand Guba (1985)referred todependability in place of reliability as a criterion
for rigour. Dependability can be established by providing a detailed description of the research project in
terms of purpose, participant selection, and specifics about the method used to collect data, length of data
collection and how data was transformed, analysed and interpreted. This enables potential investigators
toreplicate the study within the same context, methods, participants andfindings. Dependability in this
study was addressed by offering a clear explanation of the study’s aim, describing the selection process,
describing how data were collected and describing analysis and interpretation of data used. Another
strategy used involved seeking a second researcher with expertise in qualitative analysis to assist by
reading and coding de-identified transcripts.

Neutrality

Neutrality, also known as confirmability, is considered in reference to the concept of objectivity in
quantitative research. When dependability, credibility and transferability have been established,
confirmability occurs (Lincoln & Guba 1985). Polit and Beck (2016, p. 723) described confirmability as ‘a
criterion for trustworthiness in a qualitative inquiry, referring to the objectivity or neutrality of the data
and interpretations.’ Lincoln and Guba (1985) emphasised that, while there are several methods which
may establish confirmability of qualitative inquiry, personal reflection is one method often used by
investigators. Personal reflection, reflexivity or self-reflection of one’s own preconceptions, biases and
preferences should be applied during the course of aresearch project (Gerrish, Lathlean & Cormack 2015).
For example, this may include, but is not limited to, the investigator’s notes regarding feelings and insights
to participant’s responses and nonverbal language of participants. The reflexivity process is discussed in
detail in the following section. Another common strategy used by researchers is developing an audit trail
ofthe research process, as recommended by Koch (2006).
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Building on Koch’s work, Polit and Beck (2016, p. 720) defined audit trail as ‘the systematic
documentation of material that allows an independent auditor of a qualitative study to draw
conclusions about trustworthiness’. Consequently, it is the role of the researcher to establish
trustworthiness of these judgements by offering an audit trail of the research process. In this study,
the researcher achieved an audit trail by keeping record of data collected and analysis process to
demonstrate confirmability.

Some qualitative studies, mainly using phenomenological design, depend on the ‘phenomenological nod’
toreflect trustworthiness of participants’ stories and gain recognition of credibility. Itis a recognition of
participants’ experiences that the reader resonates with the phenomenon. In addition, it occurs to the
degree thatmainfindings are authenticated by otherresearchers. The term ‘phenomenological nod’is
described ‘as a way of indicating that a good phenomenological description is something that we can nod
to,recognizingitasanexperiencethatwe have hadorcould have had’ (vanManen 1990, p. 27). Inother
words, itisaprocessthatresearchersandreadersgothroughtoshowtheyhave experienceintheirarea
of practice. This is similar to how Van der Zalm and Bergum (2000, p. 212) refer to the ‘phenomenological
nod’, as stated ‘yes, thatis an experience | could have’. Inthe process ofinquiry in which the participant
livingthe experienceisthefocus, the nod confirmsthatreaders have had similar previous experiences.
Therefore, agood phenomenological descriptionis achieved by a critical process of substantiation ofa
phenomenon which in turn includes thoughtful reaction to the findings.

Reflexivity

When conducting qualitative research using a hermeneutic phenomenological approach, reflexivity is
considered importantin demonstrating the degree of rigour. Gerrish, Lathlean and Cormack (2015, p. 588)
defined reflexivity as a process ‘whereby the researcher reflects continuously on how their own actions,
values and perceptions impact upon the research setting and affect data collection and analysis’. In other
words, thereflexivity process offers the researcher an opportunity to acknowledge their position on the
phenomena under investigation by identifying his/her previous experience and recognising this may
influence interpretation of the phenomena during data collection and analysis stages. However, Finlay
(2008, p. 29) noted that ‘past knowledge is both restricted and used to interrogate the meanings that come
to be, in order for the researcher to be more fully open to the research encounter’.

Tobeasreflective aspossible tothe study, the researcheracknowledges their practice within the study
context. Inthis case, the researcher had completed aBachelordegreeinnursingandworked as aregistered
nurseforover15yearsinanacute care hospital. He had cared formany patients whose family member
were nurses, from which he developed aninterestininvestigating the experiences of nurses caring for
adult patients whose family members are nurses. In developing the portfolio of research for this topic,
Study 1, which involved a qualitative systematic review, provided detailed information to increase the
knowledge base in the field of professional practice. This professional and research experience informed
the purpose of examining nurses’ experiences ingeneral wards. However, during data collection (interview
process), the researcherremained aware of how previous knowledge and experience mightinfluence
critical examination of participant experiences. This also applied during stages of thematic analysis where
some decisions were made by engaging the researcher’s own perspectives into the process.
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Summary

To explore the experiences of nurses caring for adult patients whose family members are nurses within a
general ward, a qualitative interpretive methodology informed by hermeneutic phenomenological study
design was chosen. This chapter presented a detailed overview of the research design and process
undertakenin conducting this research. The types of participants, how participants were recruited and
how the information sheetwas presented to research participants were discussed, and an overview of how
the face-to-face interviews were conducted was provided.

Ethical considerations and the process of gaining ethical approval from the University of Adelaide Ethics
Committee for the research were also described. Demonstration of rigour was achieved by presenting
issues of credibility, transferability, dependability and confirmability. This chapter discussed data collection
and analysis which facilitated development of the findings and discussion chapters. In the next chapter,
study findings are explained, and themes of study findings are presented using relevant and appropriate
direct quotations.
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Chapter Five: Analysis And Findings

Introduction

This chapter of the hermeneutic phenomenological study describes findings and the data analysis process
usedtoaddress study objectives. The purpose of this chapteris to provide arich description ofthe lived
experiencesofnurses caringforadult patients whose familymemberisanurse. The prime objectivesof
the study were to explore the experiences and challenges that nurses face, the dynamics of their
relationships with patients, impact of their experience and professional practice when caring for adult
patients who have a family member who is a nurse. The main study question guiding interviews was: ‘What
are the experiences of nurses in general wards who are caring for adult patients who have a family member
who is a nurse?’ Findings from face-to-face interviews with five nurses are presented in this chapter. This
chaptercentres onthemes developed from participantstories thatunderline the experiences of nurses
caringforpatients withanurse-familymember. Eachthemeisoutlined and discussed, with quotesfrom
transcripts used to highlight and support each sub-theme.

Van Manen’s approach to phenomenological analysis was used to analyse data in this study. All transcripts
were read several times to gain a sense of ‘meaning’ and to identify the main themes (van Manen 1990, p.
93). The researcher screened each participant’s transcript and listened to recordings, while being mindful
ofthe research question. lllustrative and important statements relating directly to the study were extracted
from participants’ transcripts, which were then collected and presentedintableformat. Readingandre-
reading participants’ statements and highlighting key words revealed meaningful themes. These
illustrations were grouped together and were later identified as a sub-theme. Sub-themes that related to
each other were then convened to create a main theme, by looking at transcripts as a whole and capturing
themeaningthataligned withthe phenomenonunderinvestigation. Van Manendesignatedthemesas
‘categorical statement[s] to understand and capture the structure of phenomenon (van Manen 1990, p.
79). Therefore, themainthemes help shedlightonthe experiencesof nursesingeneralwards caringfor
adult patients with a nurse-family member. The process of analysis undertaken by the researcher is
presented in Appendix V.

Main themes

Important quotes were grouped into twelve sub-themes. The twelve sub-themes were shaped and further
merged into six main themes that became the basis of reported findings. The six main themes were: ‘acting
like a nurse’, ‘being careful’, ‘being scrutinised’, ‘sharing knowledge’, ‘holding my own’ and ‘avoiding
conflict’, as shown below (Table 1).
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Main Themes Sub-themes
Acting like a nurse Identifying as a nurse
Process of identifying role
Being careful Being on guard
Can be combative
Rising conflict
Being scrutinised N/A
Sharing knowledge Recognising their knowledge
Enabling rapport
Holding my own Being comfortable with practice

Avoiding conflict Being diligent with patient care

First Main Theme: Acting like a nurse (Oh, that's fine. I'm a nurse too)

The main theme ‘acting like a nurse’ signified the experiences of participants while caring for patients who
have a family memberwhois a nurse. Itincluded descriptions by participants’ who stated that nurse-family
members are either directly or indirectly recognised. This theme consisted of two subthemes: ‘identifying
as a nurse’ and ‘process of identifying role’.

Sub-theme One: Identifying as a nurse

The way in which participants identified nurse-family members is described in this subtheme. Participants
feltitwas easy to recognise the nursing knowledge of nurse-family members by the level of communication
the family member used. Some participants described the phenomenon of talking to a nurse-family
member, which illustrated their subjective identification:

‘Whenshetalks, you couldpick up thatshe knows her medical(sic). She uses medical
jargons, nursing jargons, and all that. She mentioned about how long she was working
in the rehab.’P1

And:
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‘You've got somebody who sits there quiet, doesn't speak, don't get involved, doesn't
tell you who they are. They might introduce the wife orthe partnerorthe sister, the
brotherbecause sometimes they'llgo allthe way through thatlevel of nursing care
for that particular moment. It might be the end that you find out, or it might be just
somebody passed and say, | know that lady. I'm sure she's anurse.’ P4

Alternatively, objective identification of a nurse-family member may happen by:

‘They'lljusttellyou, you know, That's my daughter. She's a nurse. Or they'll tell you,
I'm a nurse.’P3

Sub-theme Two: Process of identifying role

It can be difficult for participants to uncover a nurse-family members’ identity. Some participants described
feeling stressed upon discovering that a family member is a nurse. Recognising that a family member has
nursingknowledgemade somenursesfeelpressuredwhenprovidingcare. Asoneparticipantstated:

‘Icould easily pick up then that she worked in either carer, butl know that she doesn't
work in the hospital, carer, or EN, or RN. Anyways, she came to us. As soon as we
settled her mum, straight away she told us. | think | was just explaining to her what |
amgoingtodo, like, Okay. She's settlednow. I'mjustgoingtogetthe doctorstocome
inand review her, la, la, la, la (sic). Then, she's like, Oh, that's fine. I'm a nurse too.
I'm an RN. This is more intense.’ P1

Other participants’ discovery of the nurse-family member’s identity was relatively objective and easy by
the recognition of the family member’s uniform.

‘She was dressed in uniform so clearly she is a nurse. | just said, Hi. How are you? She
mentioned that she's going for a late shift. | continued on doing my stuff, left them,
leave them (sic). | started the chemotherapy treatment with my other colleague double
checking the things. It all went well and then continue with my other duties.’ P2

Although this was common among participants, it is obvious that the process of identifying a nurse-family
member may be either objective or subjective, as perceived by nurses. Participants had the clear
impression that nurse-family members were identified either by the way the family members asked
questions due to them ‘acting’ like nurses.

‘They either ask enough questions that you know that they're a nurse, because they
askyouandthey speak like anurse, and they'llactlike anurse.’P3

Therefore, acting like a nurse, in whatever way, is integral to the concept of nursing identity, as verified by

participants.

Second Main Theme: Being careful (There's no point arguing with them/On
guard)

The second theme, ‘being careful’, describes interactions between nurses and nurse-family members as
challenging situations. Having learned that a family member is a nurse, participants stated that they then
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needtogivethem careful attention, particularly during high pressure events, whentheyfeellike theyare
being watched by nurse-family members. This has the potential to create conflict between nurses and
nurse-family members. The three subthemes: ‘being on guard’, ‘can be combative’ and ‘rising conflict’
represented the essence of this main theme.

Subtheme One: Being on guard
The subtheme ‘being on guard’, for a majority of participants, supported development of the main theme.
Participants felt the need to be extra careful due to the knowledge of nurse-family members, as described

in the followingevents:

‘Immediately you're on the, that back foot of being careful, extra careful of
everything you do because their daughter’s a nurse and the daughter probably
knows everythingaboutnursing, soyou'reimmediately putonguard.’P3

At times, this may lead to extra effort, as explained below:

‘Ifindalotmore, youputalotmore bytheendofthe dayyou'rereally tired because
you're making sure. | work in really busy wards, so there is a lot to make sure that you
getdone, and you make sure you're very, very thorough.’ P3

One participantemphasised that they were cautious when providing care to avoid mistakes that may easily

be pointed out by the nurse-family member:

‘Actually, because herfather has already mentionedto me before she arrivedinthe
hospital, Iwould, Okay. | knowthat, sowhatwhen she comesin, whenever, atleast, |
would be cautious. They can pick up, forme. lwas justa bitcautious because we're
humans too.....we can make mistakes. I'm sure that if, at that point, ifI've done a
mistake, they couldeasilypickitup,andthatiwouldbeintrouble. Yeah. P1

Another participantstated there is a need to be extra careful with information provided, making sureitis

in line withrules:

‘Yeah. I think it gives you that heightened awareness of every single activity, every
singleintervention, you are choosing your words carefully and making sure that
whatyou are telling them is actually to the letter, to the book. We are telling exactly
as itis because, especially to work in the nursing profession, we know that many
people. Eventhough they might not work in that particular area, they do have that
base knowledge anyway.’ P4

Others mentioned having to carry out frequent ‘hand hygiene’ as a result of being watched:

‘What happened because when the daughterleft, Iwas able toinsertthe cannula. |
gave herthe infusion but unfortunately, during lunchtime she came back. The infusion
was still going on so | have to be there for her mother and I remember | was just doing
hand hygiene almost all the time like over and over again because at the back of my
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mind she's also nurse at the same hospital. She is watching me. | need to do my hand
hygiene and | just gelled my hand over and over again that day.’ P2

And:

‘It did definitely add stress because you then, when somebody says, Watch what
you'redoing, you startgoing back over whatyou've done to think, Well, have I said
something? Have I not gone through all the checks when I'm giving medication,
something as simple as that. Have | done something? Have I not explained something?
Havel, evenafterwashingme hands, have Inotputabitofgelonme handsattheend
ofthe bed? It's just something I'm being picked up on.’ P4

Sub-theme Two: Can be combative

The second sub-theme, ‘can be combative’, is related to participants’ knowledge and skill being questioned
by nurse-family members. Several participants indicated that family members with nursing backgrounds
can be combative, for example:

‘Soitsometimes can go either way. You can getthem as amediatororthey canbe
offguard straightaway because they are anurse andtheirmumneedstobetaken
care ofthe best. | don'tlike ward very much, butit can be, you hope that they're a nice
person because itcan be very combative.’ P3

Another participant supported this by saying:

‘Yeah, from them because they could question your ability. They could question your
competence. That was just what | was thinking. Yeah. They can see by asking if you
know oryou do not know. Sometimes they will test you, as well.’ P1

Furthermore, a participant commented that she felt intimidated when questioned and that this may have
had some bearing on the experience:

‘My patientwas having a chat with herniece anditwasfine. Butwhenlwas doingthe
dressing, | changed everything and when | was removing my gloves already and this
niece just asked me a question. Did you change the bung (sic)? | just felt intimidated.
Iwaslike, “Oh. Why are you asking me thatquestion?”Butthatwas atthe back of my
head. Insteadljusttoldher, Yes, Idid, andIshowedherthe oldbung (sic) which Itook
from her aunt.”P2

Sub-theme Three: Rising conflict

When exploring participants’ experiences, some spoke of conflict between the nurse-family member and
themselves. This conflict is explored in this sub-theme. One participant spoke about trying to avoid
arguments and calmdown:

‘Shecome andwe havelittle bitargument. StillIrespecther, butl say, "You haveto
understandthatwe look after her, butwe can't stay with her because we have alot

ofresponsibility”. She wasn'thappy like with my reply and my attitude. Still I tried
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torespecther, I said, "Look, you understand. Ifyou want, you can come and look
after your sister. But | can't stay with her.” Yeah, | communicate with her then | have
to call one of my supervisor. Yeah, and when she come | explain to her and she said,
I'mright, because Ican'tspendtime. And|said, please could youexplainto her. She
won'tlisten from me. Because she thought|don'tlike her sisteror|don'tlike heras
personality to look after her sister. Yeah, that's what happened. And at the end I didn't
argue with her, | said, okay, | will do my best. And | keep doing my work. Because |
think I lost like my temper a little bit, but still | try to calm down, and just | say, okay,
I'll do this. I'll do my best. Yeah, we talk to my colleague and | said to her, look. Because
I know she will start argue with her, it will be big fight.” P5

Another also commented:

‘So you can get nurses that are very... You can get already combative nurses, and
they're looking after family members’ combative daughters or, you know, nurse-family
members, there can be a real difference in opinions to what's right because, obviously
asnurseswhatwe'dliketothinkwhatwe'velearnedisthe best, orwhatwe learnedis
the best thing or the best way and sometimes you can get those difference of opinions
as well. So yeah, you can get lots of fights. Well not fights, but they can be nurses can
be sometimes very abrasive and abrupt. And if you got very abrasive and abrupt
towards two people you can have two people being abrasive and abrupt. And not
everyone gets along with family members.’ P3

Emergingfromnursedescriptionswas asense ofbeing carefuldue tothe delicate situation asthe family
memberisanurse. These nurses were onguard and were challenged on care provided tothe patientby
the family member who possessed similar professional knowledge. On reflection, participants were
concerned about the way nursing care was delivered. A critical reflection was made of their experiences,
and one participant echoed this sentiment:

‘So, reflective, oh my goodness, did | do enough for this person?’ P3
Consequently, the theme of being careful was pivotal to the experience of the nurses.

Third Main Theme: Being scrutinised (We are being scrutinised)

The third theme, ‘being scrutinised’, explores experiences of nurses when performing an intervention on a
patientin the presence of a nurse-family member. It includes the experience of feeling worried while
delivering care. Participants expressed feeling nervous about being assessed by family members who are
also nurses. Such experiences made participants feel scared, worried, and frustrated when providing care.
One participant described feeling scrutinised, as follows:

‘Whenthe relatives are nurses, Ithink, | know definitely I've done everything. | know
the call bell is right to the side of them. | know [I've explained every detail about
everything. I think you're definitely more aware. You're more heightened and more
aware. Even though you may notbe, you feel like you're being scrutinised. | think
that's probably more in our head, more than itis in theirs.’ P4
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One participant was still building her confidence in her nursing skills, and she therefore felt particularly
nervous about a nurse-family member picking up on her mistakes, she expressed it this way:

‘Iwas so nervous because I was just too scared to make mistakes because | know that
she knows the hospital protocols. IfI did a mistake, she would pick itup rightthere
and then. | was still building my confidence that time.” P2

Another participant said that knowing that the nurse-family member had knowledge of the health system
worried her:

‘Theonly thing thatwas actually worried me atthatpointwas, because she knows
the system. | was just worried that she will just insist us for her father to stay because,
he's not well.”P1

The theme of being scrutinised was evident in all nurses’ experiences. Naturally, the context ofan error in
nursing care determines the extent of the nurse’s assumption of being judged. Participants described how
nurse-familymembersjudged theirperformance, whichled tothemfeeling uncomfortable with treating
the patient:

‘Yes, maybe we are sometimes, but | think sometimes it's the way we feel as nurses,
that oh, we're being scrutinised.’ P4

Fourth Main Theme: Sharing knowledge (You speak how we talk to colleagues)

The fourth theme, ‘sharing knowledge’, signifies the experiences of participants when caring for patients
whose family members are nurses. Participants described their ability to acknowledge nurse-family
members’ medical knowledge. This was the initial step taken by participants to try and build a relationship
with the nurse-family member and enhance the care provided. This theme is characterised by two sub-
themes: ‘recognising their knowledge’ and ‘enabling rapport.’

Sub-theme One: Recognising their knowledge

The way in which participants recognised nurse-family members’ knowledge was described in this
subtheme. Participants found themselves in a position where they possessed similar knowledge to that of
the nurse-family member. For example, one participant described:

‘I work in cardiology, so if you've got relatives that have specialist knowledge in
cardiology, then the language change. You use different, you use exactly, you speak
how we talk to colleagues in the same profession. We speak how we talk to doctor
because we're usedto them. When you're talking about troponin levels, and when
you're talking about ECG changes, and when you're using certain cardiac terminology,
iftheyworkinthatprofession, they know exactly whatyou're talkingabout. Ifyou say
to somebody, and they don't know what itis, you then have to go into detail and say
and simplify. If they work in that profession, they know exactly what you're talking
about.’ P4
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One of the most important ways in which participants connected with nurse-family members was through
interactive sharing ofinformation:

‘Becauseitwashisfirsttimetohavethetreatment,andlhave printedoutthe protocol
from eviQ on the chemo drugs that he will be receiving, he told me, that's fine. | already
havethemand | already looked atthem. | read themthrough the site, which makes
mefeeltheybothareaware ofwhatis goingonandwhattreatmenthe’s havingand
the wife as well as the patient is comfortable of having the drug and I felt
comfortable as well of giving it to them because | know that they both understand
what I'm doing and what he's receiving and that because they are matured nurses
probably, they know the hospital protocols and everything that it will just be smooth
treatment.’ P2

Sub-theme Two: Enablingrapport

Occasionally participants discussed nurse-family members having a rapport with nurses being beneficial
during hospitalisation of the relative. The participants agreed that support and assistance of nurse-family
members was helpful regarding some aspects of care. The following extract exemplifies this:

‘Iworktwo earlies, really. Then, the next day she came back, as | said. For herto come
at 8:00in the morning, get her dad up, and put himin a shower, help him dress up,
pack his belongings, making sure that everything is all good. Actually, we did not have
to organise an ambulance because she was quite happy to take her dad on her private
vehicle. She even. | think at that day, she even brought his own wheelchair. Tome, itis
justlike for me not to worry. For me not to worry about the patient for his ADLs (sic)
and all that. It's quite helpful.’ P1

This was echoed by other participants:

‘In their investigations, you make sure to liaise with the patient because usually they're
recording backto theirperson [nurse-family member]-they're family member, their
daughterin this case, of exactly what's happening. And sometimes you're able to
establish a rapport with them because they're medically understanding, so
sometimes they can help be a mediator.’ P3

Briefly, the theme of sharing knowledge explored the relationship between nurses and the nurse-family
member. As both speak the same language and understand each other, this may lead to them having good
rapport. This unique communication was enhanced by the state of comfort that nurses found during
delivery of care, which may have resulted, in part, from the care provided:

‘Youwanttoworkwiththem because, as afamily member, you try toempowerthem
with the choices to help make their mum better. So you want to engage in a
collaborative approach because a lot of the time the nurse knows what's best, even
thoughit'stheirdaughter. They may know what's best, andthey maybe wantto take
care of mum. She wanted to take care of her mum.’ P3
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Sharingknowledgeis, therefore, animportantaspectthatnurses experiencedinthe provision of care.

Fifth Main Theme: Holding my own (I can hold my own)

The fifth theme, ‘holding my own’, describes how participants’ previous experiences of dealing with nurse-
family members gave them confidence in their nursing abilities. This subsequently put them in a position
wheretheyfeltin control and could work effectively. This themeis explainedfurtherin the following sub-
theme and quotes.

Sub-theme One: Being comfortable with practice

Participantswithalotofexperience caringforpatientswhohave afamilymemberwhoisanursefeltmore
competent and confident. This experience is captured by the following participants:

‘A lot more experience now so I can hold my own. | don't feel like I'm questioning my
own, myselfas much, or questioning my own practice. | can hold my own and I'm
confident enough to just be and a very collaborative approach. Sometimes if you've
gotafamily memberwho's a nurse, you don'twantto putyouropiniononthem.’P3

And

‘Also letting me just feel more confident because she's a grad (sic) so she's into the
hospital protocols and the standards, which is good, but because probably she's agrad
(sic) and I'm a senior nurse and it just makes me feel more confident of what I'm
doing.’ P2

Anotherparticipantexpressedthecomforttheyfeltduetothe supportofthe nurse-familymemberasthis
increased the quality of care and level of information provided:

‘I'vesortofbeeninasituationwherel'vefeltsupportedandlfeltcomfortablebecause
the actual relative is so happy with the care, and they're actually talking on the same
level. It's almostlike having another colleague atthe side ofyou.’ P4

Nurses demonstrated a feeling of comfort and support to the nurse-family member, evidenced in the
theme ‘holdingmyown’. The mostimportant part of delivering good patient care was being confidentin
clinical practice:

‘I'm confident enough to just be.’ P3

Therefore, the theme of ‘holding my own’ is significant to the experience of nurses while providing patient
care.

Sixth Main Theme: Avoiding conflict (I just don't want to create tension)

The sixth theme, ‘avoiding conflict’, describes how participants exert extra effort trying to understand their
patients’ conditions and in management of their care to avoid conflict between them and the nurse-family
member. This theme consisted of one sub-theme described below.
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Sub-theme One: Being diligent with patient care

When acknowledging that having a nurse-family member may create tension during the process of caring
forthe patient, participants alsoemphasised theimportance of being diligent, familiar,and aware of the
patients’ condition and care. Two examples are described in the following quotations:

‘You just got to be really diligent and patient, and understanding because it can go
either way.’P3

And:

‘Actually, what | do if | know that their family members are say they've got medical
backgrounds and allthat, Iwould really familiarise myself more with patient. | know,
as well, | should do that with every patient anyway, but I just don't want to create
tension.’ P1

Thefinalthemeof‘avoiding conflict wasdemonstrated by nursesinonewayoranotherbybeingdiligent
with patientcare. In addition, nursestend tobe more familiar with the patient’s condition due toknowing
that a family member has a nursing background:

‘ljustdon‘twantto createtension.’P1

Therefore, avoiding conflict is a desirable ability for nurses to have in clinical practice when encountering
a nurse-family member.

Summary

The hermeneutic phenomenological approach was used to explore the lived experiences of nurses caring
foradultpatients who have afamilymemberwhoisanurse. Interestingly, thisisthefirstknownresearch
study with the specific objective of exploring this nursing challenge. A total of five nurses were interviewed
and their answers generated rich and descriptive data that illustrated their lived experiences. As transcripts
were analysed using the van Manen approach, the text informs the sub-themes and sub-themes inform
the main themes. From the hermeneutic phenomenological perspective, to reach a reliable approach
transcripts were read and re-read until the researcher reached a common understanding of the data and
process of analysis. Although results cannot be generalised, Study 3 offers insights into the experiences of
nurses working in clinical practice, particularly in general wards. All nurses had a unique story, but common
experiences and opinions were present across participants. Six main themes were identified: ‘acting like a
nurse’, ‘being careful’, ‘being scrutinised’, ‘sharing knowledge’, ‘holding my own’, and ‘avoiding conflict’.
In this study, nurses noted that presence of a nurse-family member with their hospitalised loved one is not
uncommon in general wards and may make daily care challenging. Pressure, tension, stress and
nervousness are shared answers of nurses when discovering that a family member is a nurse. However,
some participants felt in control and could work effectively during nurse-family members’ presence. The
following chapterprovides adiscussion ofthe mainthemesdescribedinthischapter. Thisisfollowed by
highlightingimplications of the study, alongside limitations andrecommendations for further studies.
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Chapter Six: Discussion

Introduction

The previous chapters presented the lived experiences of nurses caring foradult patients with a nurse-
family memberusing a hermeneutic phenomenological approach. Presentation of datahas been described
andincorporated into van Manen’s method. However, nurses did not comment about the supportthey
would like during this delicate situation. Based on the themes and sub-themes described in Chapter five,
the lived experience of nursing staff is a richly complex and meaningful experience. This final chapter
discusses the significance of main findings and outlines relationships between main themes. This is
followed by discussion of study limitations, recommendations for further investigation and clinical
implications.

Summary of studypurpose

The experience of managing care for a patient who has a nurse-family member is different to that of caring
for other patients. There may be different expectations from those caring for the patient and the nurse
whois alsothe familymember. The systematicreview (Study 1) highlighted theimportance of exploring
the experience of staff when dealing with health care professionals who are family members and explored
howthese experiences can affectquality of patientcare (Sabyanietal.2017). The aim of Study 3was to
gain an understanding of the experiences of nurses working in general wards who care for adult patients
whose family members are nurses, and answer the research question, ‘What are the experiences of nurses
in general wards caring for adult patients whose family members are nurses?’ This question was examined
using qualitative research (Study 3), which contributed to the research portfolio. The study was conducted
atthe Adelaide Nursing Schoolatthe University of Adelaide in South Australia. The narrative datainthis
study may be used within the hospital system to provide information to health care professionals and policy
makers about dealing with nurse-family members in acute care wards.

Significance of mainfindings

Study findings highlight the experiences of nurses caring for patients with nurse-family members in general
wards. Six themes were identified through analysis of interviews with nurses. These themes are ‘acting like
anurse’, ‘being careful’, ‘being scrutinised’, ‘sharing knowledge’, ‘holding my own’ and ‘avoiding conflict’.
To illustrate how the themes can be considered as interrelated aspects of a whole of experience, Figure 2,
demonstrates the range of experiences a nurse may have at this time. The uppermost theme of acting like
a nurse leads nurses to respond to the nurse-family member by either being more open and sharing
knowledge or adopting a more closed response of being careful. From there the impacts of holding my own
or managing feelings of scrutiny are directed to one key aim, to avoid conflict. From that point those
experiences influence how a nurse may respond to future instances of caring for patients with nurse family
members. The intricacies of these relationships are discussed below.
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Figure 11: Model depicting nurses’ experiences with nurse-family members.

Acting like a nurse (Oh, that's fine. I'm a nurse too)

The experience of nurses’ encounters with family members who are nursesincluded the description of
‘acting like a nurse’ in daily practice. Although nurse-family members do not always identify themselves as
anurse, interviewswith nurses showthatthey behavelike anurse during encounters with nursing staff.
These encounters may present challenges not encountered with non-nurse-family members. Findings of
this study highlighted a number of ways in which nurses identify family members who are nurseson a
general ward, using both subjective and objective identification. It is essential to understand the different
description of each because itmay impacton nurse delivery of care and their emotional state. The presence
of family members with their ill loved ones has become common in general wards, as patients may rely on
them for help in communicating and interacting with health care professionals (Alshahrani 2016;
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Linnarsson, Bubini & Perseius 2010). This study revealed that nurses can identify nurse-family members
indirectlybased onthemanneroftheircommunicationandinteraction withthem. Thelanguage usedby
the family membermay indicate thatthe family memberis a nurse, forexample through their use of use
of medical and nursing jargon.

Previous Australian studies have shown how nurse-family members utilise hospital language during their
illloved ones’ admission dueto their specialised knowledge and professional role (Ledwidge 2010; Sabyani
etal. 2017). On the other hand, nurses reported that they sometimes identify nurse-family members
directlybyself-disclosure orbythefactthattheyareacolleague, peer,orareknowntothenursesbytheir
ill relative or directly themselves. A recent review reported that nurse-family members were sensitive
aboutrevealingornotrevealing theiridentity to health care professionals (Sabyanietal.2017).Insome
cases, discovering that a family member was a nurse was unexpected, leaving nurses caring for the patient
feeling very unprepared for the situation.

Despite all nurses participating in interviews having more than one experience of caring for a patient with
afamilymemberwhoisanurseinageneralwardsetting, allfeltsomelevel of stressinthe situationwhen
delivering patient care. Nurses may also face additional challenges in this situation that they do not
encounter with other ‘lay’ family members; however, scant attention has been givenin the literature to
possible solutions to this concern, such as disclosure of identity by nurse-family members (Ledwidge 2010).
Whilst knowing that the family member understands nursing language and has a professional role within
the health care system was considered critical in providing care, it may also make nurses feel
uncomfortable and unable to provide the best care. However, based onfindings of this study, itis worth
questioningwhether nurse’s level of comfort and confidence increases with experience in nursing practice.

Being careful (There's no point arguing with them / On guard)

Nurses mentioned the importance of ‘being careful’, both verbally and clinically, about individual
communication and interactions with family members who are nurses. This is due to nurse-family
members’ specialised knowledge, which causes nurses to be on guard during delivery of care. This study’s
findings showed that nurses put extra effort into being aware of every intervention initiated in the presence
of the nurse-family member. The experience can be combative, especially when nurses are challenged by
the nurse-family member. Experiences, such as not having enough knowledge of the patient’s condition,
may result in nurses being uncomfortable in encounters when nurse-family members make enquiries. As
a result, nurses may feel intimidated, which may result in conflict between staff and the nurse-family
member. Atthe same time, whatwas unique aboutthe findings was thatthe nurse ‘is extra careful’, ‘isa
bit cautious’ and ‘conducts lots of reflection’ when having an encounter with a nurse-family member while
providing patient care. Although there is a need to further explore the meaning of being careful, these
findings can be useful to nurses caring for lay-family members in adult settings. In everyday practice, the
context of being careful with family members of hospitalised patients is experienced by nurses (Alshahrani
2016). Reflecting on these findings, it would be interesting to determine if the concept of being careful
depends on whetherornotthe nurse-family memberis physically presentduring the intervention.
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Being scrutinised (We are being scrutinised)

As interviews revealed, participants described being scrutinised while caring for patients whose family
members are nurses. Thelink between being scrutinised and being careful is clear. While some nurses deal
carefully with patients’ medical problems, others may feel worried, nervous and frustrated because of
nurse-family members’ comments. This study’s findings revealed that nurses feel worried about being
judgedinthecaretheydeliver. Further,inthe case ofanerrorinnursing care, nursesassumethatnurse-
family members may harshly judge them and report them. While nursing knowledge may enable nurse-
family members to help their ill loved ones receive the best care, it may negatively affect their relationship
with nurses.

The literature confirmed that nurse-family members use their specialised knowledge to judge patient care
(Ledwidge 2010; Sabyanietal. 2017; Salmond 2011). In general, lay-family members watch out for their ill
loved ones in the hospital as unofficial agents of care provided to them, and they often critique hospital
staff. In a recent study by Alshahrani (2016), nurses expressed an uncomfortable feeling of being judged
by lay-family members during inadequate care. However, based on the findings of this study, itis worth
asking nurses whattype of support(e.g. frommanager, colleagues and counsellors)theyreceiveinthe
case of scrutiny of unintentional mistakes while caring for patients regardless of family members’
profession.

Sharing knowledge (You speak how we talk to colleagues)

One of the most significant concepts that nurses encounter with nurse-family members is knowledge
sharing. Inhospital, when afamily member of anillloved one has the title of ‘nurse’, nursing staff expect
that this individual possesses specialised knowledge. Participants expressed that information shared with
nurse-family members plays a significant role in understanding how to care for their ill loved ones because
both speak the same language. The experience of sharing knowledge with a nurse-family member,
particularly when the nurse-family member had the same profession or colleagues, also contributed to a
feeling of support. Itprovided the double benefitof promoting pre-existingknowledge inthe areaof care
and enabling a rapport between nurses and nurse-family members. Family members’ nursing knowledge
makes them different to lay-family members. Therefore, the level of information and support obtained
fromthem may be differentbecause ofthe nurse-family member’s ability to understand the health care
system and deliver appropriate care. Additionally, in this study nurses highlighted ability to establish a
rapport with nurse-family members to improve care provided to the patient.

Within general wards, nursing staff often view family members as a good resource for both social and
physical support related to the patient’s wellbeing (Alshahrani2016; Higgins et al. 2007; Lindhardt, Bolmsjé
& Hallberg 2006; Lindhardt, Hallberg & Poulsen 2008; Lindhardt, Nyberg & Hallberg 2008; Linnarsson,
Bubini &Perseius 2010; Pena & Diogo 2009). However, when afamily memberis anurse, the resource
levelis differentbecause he or sheis medically aware of whatisinvolvedintheillloved one’s care. One
participantpointed outthatthe nurse-familymemberisconsideredtobeavaluable andhelpfulresource
asa‘mediator’. Therefore, this suggests that understanding, comforting, and supporting are important
elements in sharing professional knowledge for both groups. The question of whether nurses can expect
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nurse-family members to be involved in the level of care that can be provided during the admission period
should be explored.

Holding my own (I can hold my own)

In interviews, nurses referred to the theme of ‘holding my own’ during interactions with nurse-family
members’ during the illloved ones’ care. The association between sharing knowledge and holding my own
is a product collaboration. Through sharing information with nurse-family members about care, staff may
feel confident, supported, and comforted by nurse-family members. Participants pointed outthatmore
frequent interactions with the nurse-family member leads to increased confidence in care delivered.
Further, they emphasised that the nursing knowledge of the family member made them feel more
supported because they had a colleague by their side. A similar study confirmed this study’s result that
nurse-family members collaborate with nurses by acting as a helpful resource to make nurses feel more
comfortable (Salmond2011). Thefactthat nursing staffare comfortable with this practice indicates that
some nurse-family members are perceived to have appropriate knowledge and skill to furtherimprove
quality of patient care. However, according to Alshahrani (2016) nurses felt uncomfortable in the presence
ofalay-family memberbecause they were concerned aboutthe patient’s privacy being violated and/or
care being manipulated. Another study reasoned that some nurses’ lack of knowledge and skills may
contribute to their feeling of being uncomfortable dealing with lay-family members (Namasivayam, Orb &
Connor 2005). Therefore, when patients’ family members are nurses, nurses can take advantage of their
knowledge to provide effective care. The depth of nurses’ comfort or discomfort in the presence of a nurse-
family member affects care delivered to the patient and should be studied further.

Avoiding conflict (I just don't want to create tension)

Avoiding conflict is the final concept among experiences of nurses managing patients with nurse-family
members. An inner battle was evident in this study as nurses tried to understand the uniqueness of being
on the other side and preventing tension that may cause potential conflict. This presumptive thinking may
eitherincrease tension orlead to an avoidance of conflict when providing care. Kreitner (2010, p. 373)
defined conflictas ‘a process in which one party perceives thatits interests are being opposed or negatively
affected by another party’. In the hospital setting, nurse and family member conflict can be a predominant
issue. Lindhardt, Hallberg and Poulsen (2008) stated that family members were ideally considered a
resource, butalsoas a challenge, so occasionally nurses avoid them. This study revealed that nurses avoid
conflict by being diligent and patient with care provided as well as by familiarising themselves with the
patient’s condition. This includes finding out beforehand about the professional role and clinical skills the
nurse-family member possesses.

When conflict arises with a nurse-family member, nurses may deal with the situation differently than with
a family member from the general public. In this situation, the nurse-family member plays two different
roles that may exacerbate or end the conflict (Carlsson et al. 2016; Cicchelli & McLeod 2012; Giles & Hall
2014; Giles & Williamson 2015; Ledwidge 2010; Sabyani etal. 2017; Salmond 2011). Nurses need to
understandthatthe methods usedto avoid potential conflict between staffand nursing family members
may not be in the best interests of patients.
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However, conflict in general wards between lay-family members and nursing staff is considered a
natural phenomenon (Alshahrani 2016; Bridgman & Carr 1997;Eggenberger & Nelms 2007; Higgins et al.
2007; Lindhardt, Bolmsjo & Hallberg 2006; Namasivayam, Orb & Connor 2005). Therefore, nurses may
encounter challenges with nurse-family members in managing their illloved ones’ care. The questions of
whether avoiding conflict makes a difference to the comfort level of nurses and whether their comfort
level makes a difference to patient care outcomes in general needs to be explored. The following
sections provide limitations of the research, recommendations for further research, and
implications for practice.

Limitations of thestudy

Study 3 was conducted as a part of a portfolio of research with the aim of obtaining narrative data to
understand the experiences of five nurses working in general wards and caring foradult patients with a
nurse-family member. In drawing conclusions, this study considered the following limitations:

» The targeted group in this study consisted of nurses currently working in general wards and
completing postgraduate studies with the Adelaide Nursing School. The findings may not be
generalisable and applicable beyond this group.

« Duringinterviews, nurses were able to identify constructive experiences they had with nurse-
family members, but there may be limitations due to their recall of specific information.

< Evidently, no previous study has investigated nurse’s experience of dealing with a nurse-family
member within general wards. This limited the identification of similarities and dissimilarities
between different studies in the literature.

Directions for furtherresearch
While Study 3 generated some importantfindings, the limitations ofthis study can be a starting point for
further research. The following areas are recommended for further research:

« Future studies may include a survey exploring prevalence of nurses’ experience in encountering
nurse-family members during aniillloved one’s admission to an acute care hospital.

= Qualitative study of patient experiences of having a nurse-family member may be useful in adding
comprehensive knowledge to the study.

« Furtherresearch is needed to explore ways of increasing nurse readiness in facing a nurse-family
member within the hospital setting.

= As the experience of encountering nurse-family members occurs within the health care setting,
having other health care professionals, such as medical officers, as participants in the study may
be useful to obtain a broader picture of this phenomenon.

* A comparison study between family member groups (lay-family members and health care
professional family members) to examine differences between support of patients’ family
members and improvement in the quality of patient care is needed.
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Implications for Practice

This present study suggests that nurses experience challenges when caring for a patient whose family
member is a nurse. While hospital policies address the issue of supporting lay-family members, there is no
clear information on managing nurse-family members along with their ill loved ones. Nurses mustdeal with

a delicate situation where family members are in double roles because they are both family members and
nurses. Therefore, this may affect the nurse’s provision of care not only professionally, but also personally.
This section highlights the practice implications for Study 3.

The findings revealed a level of tension when nurses manage lay-family members, but there may be even
more pressure when the family member is a nurse. All participants were very careful with their interactions
with the nurse-family member, and some even avoided nurse-family members. Avoiding interactions with
family members regardless of their professional identity may not be the best solution to manage the
situation. At the same time, it may be impossible to disregard nurse-family members’ existing knowledge,
especially when their identity in the nursing profession has been revealed. It would be beneficial for nurses,
when faced with unique family members, to keep in mind that all situations are different. The hospital
administration may offer a relief strategy for nurses to help them cope emotionally with stress. A potential
intervention mightinclude creating a free stress zone for nurses to express their emotions and share their
thoughts. Another intervention would be to provide a support resource to nurses on how to deal with
nurse-family members in the case of conflict. Conflict resolution is usually accomplished using problem-
solving tools, such as involving the manager and other health care professional teams, including social
worker and counsellors.

Study findings showed that nurses experience a unique situation when discovering a patient’s family
member is a nurse. Caring for patients with nurse-family members requires different approaches that
nurses need to considerto manage and supportnurse-family members in caring for theirillloved ones.
Duetonurse-family members’ specialised knowledge, nurses are encouraged to conduct free dialogue with
nurse-familymembersinrelationto care provided and knowledge sharing to builda rapportwith nurse-
familymembers. Forexample, adheringtoapracticeofintroducingoneselftothefamilyatthe beginning
of ashift. This dialogue may include expectations nurse-family members of nurses and level of participation
and level of control nurse-family members have overtheirillloved ones’ care. Discussing these unique
concepts would help nurses manage patient care and provide the support that nurse-family members
need. Nurses willalso be able toimprove theirlevel of communication and avoid conflict. Further, policy
makers should consider implementing strategies through educational support to enhance trust and
confidence among staff in clinical practice.
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Summary

This was thefirst study to explore the experience of managing care for a patientwho has a nurse-family
member. Chapter six provided a summary of the study purpose and study context and restated the
research question. Italso discussed study findings and significance of main findings inthe context of current
literature. In this chapter, six themes were interpreted based on interview findings: first, nurses revealed
how they identified nurse-family members in a general ward using both subjective and objective
identification. Second, they described their experience of ‘being extra careful’, ‘being a bit cautious’ and
‘conducting lots of reflection’ when having an encounter with a nurse-family member alongside aniill loved
one. Third, participants revealed they felt worried about being judged by nurse-family members for the
care they delivered. Fourth, participants stated that information shared with nurse-family members played
a key role in their understanding of the care provided. Fifth, nurses pointed out more frequent experiences
when dealing with nurse-family members leads to confidence in care delivered. Lastly, participants stated

that conflicts with nurse-family members can be avoided by being diligent and patient with the care
provided. These findings were compared to currently available literature.

Limitations and recommendations were also addressed in this chapter. Despite the limitations, this study
offersarichdescriptionofthelived experiences ofnursesintheareaofgeneralwards and contributesto
developing the portfolio of research on the subject. The major findings of this study indicate a need for
furtherresearchontheimportance ofthe study’s direction. This study has majorimplications for overall
hospital support and provision of care to family members who are nurses in general wards.
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Appendix IV

Thmstration Sab-Theme Theme

‘When she talks. you could pick up that she knows her medical. She uses medical jargons, nursing jargons. and all that | Identifying as anurse | Acting like a nurse
Shementioned abouthow long she was working in the rehab. P1

They dther ak enongh questions that you know that they're a narse, becanse they ask you and they spenk likea nurse”
»m

You've got somebody who sits there quiet, doesn't speak, don't get involved, doesn't tell you who they are. They might
introduce the wife or the partner or the sister, the brother because sometimes they1l go all the way through that level of
nursing care for that particular moment. It might be the end that you find out, or it might be just somebody passed and say,
I know that lady. I'm sure she's a nurse P4

“They1l just tell you, you know, That's my dmghter. Shef's 2 marse. Orthey1l tell yoo, I'm a mse " P3

I could easily pick up then that she worked in either carer, but I know that she doesn't work in the hospital, carer, or EN, or | Processofidentifying
RN. Anyways, she came to us. As soon as we settled her mom, straight away she told us. I think I was just explaining to her | role

what I am going to do, like, Okay. She's settled now. I'm just going to get the doctors to comein and review her, 12 la la
la. Then, she'slike, Oh, that's fine. I'm a nurse too. I'm an RN. This is more intense Pl

Shewas dressal in mmilerm so darly she is a nurse 1 just siad, Hi How are yoo? She mentioned that she's going for a
late shift I continued an doing my stoff, left them leave them I started the chemotherapy trestment with my other colleagne:
double checking the things_ It all went well and then continne with my other dofies. P2

Page 1of5
Thmstration Sub-Theme Theme
Immediately you're on the, that back foot of being careful. extra careful of everything you do becanse their daughter's a nurse and the | Being on guard Being
daughter probably knows everything about nursing, so you're immediately put on gunard. P3 careful

“I find alot more, you put a lot mare by the end of the day you're really tired becanse yon're making sare I wok in really busy wands,
so there is a lot to make sore that you get done, and you make sore you're very, very thareugh " P3

*Actually, becanse her father has already mentioned to me before she arrived in the hospital. T would, Okay. Tknow that so what when
she comes in. whenever, at least, I would be cautious They can pick up. for me I was just a bit cautious because we're humans too.
‘We're not, we can make mistakes. I'm sure that if, at that point. if I've done a mistake. they could easily pick it up, and that I would be
in trouble. Yeah.” P1
“Yeah I think it gives you that heightenal fevery st single hion, you are choosing your words
lzeﬁilymdnﬂmgmﬂﬂwhﬂymmﬂlmgﬂmnlsmﬂymﬂmldﬂ mﬂlcbonl'_Wenuﬂmguz:ﬂyasltlsbeﬂlg,

ially to work in the mrsing profession, we know that many people. Even though they might not work in that particolar area, they
dnlnﬂeﬂﬂlﬂz dedge anyway P4
‘What happened because when the dmghter left, I was able to insert the cannula. I gave her the infusion but unfortunately. during
lunchtime she came back. The infusion was still going on so I have to be there for her mother and T remember I was just doing hand
hygiene almost all the time like over and over again because at the back of my mind she's also nurse at the same hospital. Sheis
watching me. I need to do my hand hygiene and I just gelled my hand over and over again that day. The infusion was still going on so
T have to be there for her mother and I remember I was just doing hand hygiene almost all the time like over and over again becanse at
the back of my mind she's also nurse at the same hospital. She's watching me. I need to do my hand hygiene and I just gelled my hand
over and over again that day.* P2
Tt did defimitely add stress becanse you then, when samebody says, Watch what you're duimg, you start going back over what you've
done to think, Well have I sad sumething? Hare I not gone throngh all them chedis when I'm giving medi cation, something as Smple
asthat Hare I done thing? Have Inot explaned ething? Have L, even after washing me hands, have Inot put abit of gel on

hands at the end ofthe bed? Wsjust thing I'm being picked up_ P4

“So it sometimes can go either way. You can get them as amediator or they can be off guard straightaway because they are anurse and | Can be combative
their mom needs to be taken care of the best. T don't like ward very much, but it can be. you hope that they're a nice person because it
can be very combative. P3
‘you can be very self aitical, probably alitle more self aitical So, refledtive, oh my goodness, did I do enongh for this person? Se lets
of reflection, sdi-oritici=s_P3
“Yeah. from them becanse they could question your ability. They could question your competence That was just what T was thinking.
Yeah. They can see by asking if you know or you do notknow. Sometimes they will test you. as well” P1
My patient was having a chat with her niece and it was fine. Bt when I was doing the dressing, I changed everything and when I was
removing my gloves alrealy and this niece just asked me a question Did you change the bung? 1 just el intimidated 1waslike, Oh
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Why are you asking me that question? But that was at the back of my heal Instead I just told her, Yes, Idid, and I showed her the ald
bung which Itoak from hex annt P2

Yeah I communicate with her thenI have to call one of my supervisor. Yezh and when she come I explain to her and she said, I'm right. | Rising conflict
because I can't spend time. And I said. please could you explain to her. She won't listen from me. Because she thought I don't like her
sister or I don't like her as persondlity to look after her sister. Yeah. that's what happened. And at the end I didn't argue with her, I said,
Okay, T will do my best. And I keep doing my work. Because I think I lost like my temper a little bit. but still T try to calm down. and
just I say, Okay, T'1l do this. I'll do my best. Yeah, we talk to my colleague and I said to her. Look. Because I know she will start argue
with her. it will be big fight P5

S0 you can getnursesthat are very_ you can get sready combative nurses, and they're looking after Eamily members combative danghters
ar, you kmow, murse family members, there can be areal difference in opinions to what's right becanse, obviously as nurses what we'd
bike to think what we've leamed is the best, or what we leamed is the best thing or the best way and somefimes you can get those
i flerence of opinions aswell Se yeah, you can got lots of fights Well not fights, bot they can be morses can be sumetimes very dbradive
and abropt And if you got very dhrasive and alwopt towands two people you can have two people being abrasive and alwopt And not
everyone gets along with family members P3
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Ilmstration Sub- Thome
Thame

‘When the relatives are nurses, I think, I know definitely I've done everything. I know the call bell is right to the side of them. [ know Nil Being scrutinised
I've explained every detail about everything. I think you're definitely more aware. You're more heightened and more aware. Even
though you may not be, you feel like you're being scntinised. I think that's probably more in our head, more than it isin theirs. Yes,
maybe we are sometimes. but I think sometimes it's the way we feel as nurses, that oh. we're being scrutinised. P4
1 was s mervens becanse I was just too scared to make mistakes becanse I imow that she Imows the hospitd protocols_ If I did a
mistdre, she would pick it up right there and then 1 -was still building my confidence that time_ P2
The only thing that was actually worried me at that point was, because she knowsthe system. I wasjust worried that she will just
insist us for her father to stay because. He'snot well. P1
Tlmstration Sab-Theme Theme
Iwork in cardiology. so if you've gotrelatives that have specialist knowledge in cardiology, then the language change. Youuse different, | Recognising their | Sharing
vou use exactly, You speak how we talk to colleagues in the same profession. We speak how we talk to doctor because we're used to | knowledge knowledge

them. When you're talking about troponin levels and when you're talking about ECT changes. and when you're using certain cardiac
terminol ogy. if they work in that profession, they know exactly what you're talking about. If you say to somebody. and they don't know
what it is, you then have to go into detail and say and simplify. If they work in that profession. they know exactly what you're talking
about. P4
becanse it was his first time to have the treament, and I have printed out the protocol from eviQ) on the chemo drogs that he vall be
receiving, he tald me, That's fine_ 1 dready have them and 1 already looked at them_ 1 read them theough the site, which makes me fed
they both are aware of what is going on and what treatment he's having: and the wife as well as the patient is com fortahl € of having the
drog and I felt comfartahle as well of giving it to them becanse 1 know that they both understand what I'm daing and what he's
receiving and that becanse they are matored morses probably, they kmow the hospitd protocols and everything that it vall justbe smooth
P2
‘I work two earlies, really. Then, the next day she came back, as1 said. For her to come at 8:00 in the morning, get her dad up. and put | Enabling rapport
himin a shower, help him dressed up, pack his belongings, making sure that everything is all good. Actually, we did not haveto organise
an ambulance because she was quite happy to take her dad on her private vehice. She even. I think at that day, she even brought his
own wheelchair. To me, it is just like for me not to worry. For me not to worry about the patient for his ADL's and all that. It's quite
helpful” P1
“In their investigations, yon make sore to lisise with the patient becanse usnaly they're recarding back to their person [mrse-family
member] - they're family memher, their danghter in this case, of exactly what's happening_ And sometimes you're able te establish a
rappert with them becanse they? dically mnd ding, so imes they can help be a mediator * P3
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Tlmstration Sub-Theme Theme

A lot more expenience now so I can hold my own_I den't feel like I'm questioning my own, myself as much. or questioning | Being comfortable Holding my own
my own practise. I can hold my own and I'm confident enough to just be and a very collaborative approach. Sometimesif | with practice
you've got a family member who's anurse. you don't want to put your opinion on them. You want to work with them because,
as a family member, you try to empower them with the choices to help make their mom better. So you want to engageina
collaborative approach because a lot of the time the nurse knows what's best, even though it's their danghter. They may
know what's best, and they maybe want to take care of mom. She wanted to take care ofher mom. P3

Also letting me just feel more confident becanse she's a prad so shes into the hospital protocols and the standands, which is
sood, but becanse probahly she's a grad and I'm a seniar al it just make: Ted miidewt of what I'm daing
P2

I've sort of been in a situation where I've felt supported and I felt comfortable because the actual rel ative is so happy with
the care. and they're actually talking on the same level . It's almost like having another coll eague at the side of you. P4

[ mstration Sub Theme | Thame

“You just got to bereally diligent and patient. and understanding because it can go either way. You do not want to put them off | Being diligent | Avoiding conflict
guard and you want them to think that their mom's had a good experience. because they are a nurse as well So they may be scared | with patient
and vulnerable as well. and they're trying to be the daughter. They're trying to be a daughter. they're trying to be a nurse, but they're | care

still trying to be daughter at the same time so they may be going through their own emotional cycle of their parent. their mom being
in hospital.”. P3

Actually, what 1 do if T know that their family members are say they've got medical backyrounds and all that, 1 would redly
Tamiliarise mysdi merewith patiest 1lnow, as wdl, I should do that with every patient anyway, but I just don't want to create
tension F1
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RESEARCH PORTFOLIO CONCLUSION

This is the final chapter of the research project presented in this portfolio of research about when a
patient's family member is a nurse. The chapter summarises findings of the research portfolio across the
three studies conducted in this project. It discusses the findings of each study and reviews the significance
of these findings. The implications of this research portfolio for practice and future research directions are
outlined. Figure 1 provides a map of the three studies presented in this research portfolio.

Whenapatient'sfamilymemberisanurse:aportfolioofresearch

Experiences of health care
professionals of having their
significant other admitted to an
acute care facility: Qualitative

Systematic Review

The experiences of nurses
in general wards caring
for adult patients who
have a family member

who is a nurse:
Phenomenological Study

The opinions of nurses
regarding their
experiences when theirill
loved ones were admitted
to an acute care hospital:
Quantitative Study

Implications for

practice and inform
newresearch

Contribution ofthe

portfolio

Figure 12:Map of the three studies presented in this research portfolio.

The portfolio provided the researcher and his supervisors the opportunity to not only understand the lived
experiences of nurse-family members, but also their feeling of being unique as compared to lay family
members. As little has been written about nurse-family members who experience hospital admission of an
illloved one, thefindings presentedinthis portfolio extend currentknowledge availableregarding these
experiences. In addition, this thesis provides knowledge of how nursing staff feel when caring for a patient
whose family member is a nurse. Narration of nurse-family members’ experiences offers an opportunity
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tolearn oftheir perspectives regarding advantages and disadvantages of having afamily member admitted
to a hospital and the ability to utilise their experience to inform future practice. While some nurses face
challenges when dealing with nurse-family members, others understand this phenomena as a way of
ensuring thatthese family members are unique and their needs are supported. To investigate nurses’
perceptions about their experiences, an evaluation of the current evidence base was needed. In particular,
evidence based methods are needed inclinical practice to enhance patientoutcomes and education of
future nurses. Consequently, a systematicreview of qualitative evidence (Study 1) was conducted.

Study 1

A qualitative synthesis of literature was completed to identify current available evidence aboutthe
experiences of health care professionals when their significant others have been admitted to an acute care
hospital. The outcome of the review showed moderate quality in the current study. While most studies
stated their philosophical framework and situated the research culturally or theoretically, some were
generally limited related to researcherinfluence on the research and vice-versa. However, the review
addressed current knowledge and extended information of the previous literature. Specifically, the review
acknowledged that being a health care professional as a significant other is a comprehensive and difficult
experience, with connecting issues that are influenced primarily by expert knowledge and professional
role. Several factors influence this experience, including privileged knowledge, unavoidable dilemmas as a
consequence ofdualidentity, the needtoactas a protector, inevitable family expectations, andintense
impact of the experience.

Study 1 adds to our knowledge

Findings of Study 1 add further understanding to current knowledge about the experiences of health care
professionals whentheirsignificant others have been admitted to an acute care hospital, and about the
quality of available evidence (see chapter 6). Main findings of Study 1 were:

« Compared to lay family members, health professionals possess additional knowledge and
understanding that alter their perceptions and expectations and the expectations others have of
them.

= Good communication by staff with health care professionals as significant others about their
expectations and needs is a logical step in reducing the impact on these individuals when a loved
one is acutelyill.

Study 2

A cross sectional study was used to examine nurses’ experiences when their ill loved ones were admitted
to acute care hospitals. In this study, a post-positivist approach to the frequency of nurses’ understanding
of the individual experiences when their relatives are hospitalised. The descriptive study addressed gap
(surveying frequency) that occur when a nurse-family member has an ill loved one hospitalised and health
care provided (see chapter 4). Particularly, Study 2 identified that differences in the setting and experiences
of nurse-family members, and their similarity in terms of theirinformation and approaches toward care
provided, played a key role in the experience of nurse-family members’ communication.
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What Study 2 adds to our knowledge

The findings of the cross sectional study expand understanding and add new knowledge to current
evidence about nurse-family members perceptions of the experience. These findings are summarised
below:

= Givennurses’ knowledge and professional role, nurse-family members are in a unique position as
compared to general public family members.

» Nurses’ knowledge, satisfaction with care, ability to evaluate care, different expectations, self-
impactandrelationship with staffwere the sixissuesidentified by nurseswhile stayingwiththeir
ill loved ones in the hospital.

Study 3

This hermeneutic phenomenological study was undertaken to provide evidence to address the
recommendation in the qualitative systematic review. It used a qualitative approach to the interpretation
of nurses’ experiences when caring for patients with nurse-family members. The study reported current
information to extend the knowledge of previous literature (see chapter 6). Specifically, the study identified
that nurses face a significant challenge when they learn that a family member is a nurse. In addition, it
highlighted the differences in background and experiences of nurses which may impact on the
management of patient care. While there were factors that had a positive effect on nurses’ practices, such
as sharing knowledge with a nurse-family member, others had negative effects, including being scrutinised
by the nurse-family member. Study 3 highlighted that nurses essentially learned from their encounters
with nurse-family members.

What Study 3 adds to our knowledge

The results of the hermeneutic phenomenological study enhanced our baseline knowledge and added new
information to the previous studies about nurses experiencing challenges when caring for a patient whose
family member is a nurse. Findings were:

+ Nurses confirmed that the experience of managing care for a patient who has a nurse-family
member is different to that of caring for other patients.

« Nurses perceived that when knowing that a family member has a nursing background, they may
either increase tension orlead to an avoidance of conflict when providing patient care.

Implications for clinical practice

The findings of this research have implications for clinical practice regarding the presence of nurse family
member when a relative is admitted to an acute care hospital. While these findings extend our knowledge
from the perspective of nurse family members and nursing staff who interact with them, the
recommendation of this portfolio of research imply thorough understanding of the participants’
experiences. This section highlights clinical practice implications for Studies 1, 2, 3.

« The knowledge that a nurse-family member possesses can be advantageous because they may
have a deeper and more detailed understanding of the patient’s history and condition, but this

247|Page



must not be assumed. It is essential that nursing staff not assume that all nurse-family members
desire the same level of information provided to lay-family members. Because of their nursing
knowledge, nurse-family members want to be treated like a nurse by health care professionals to
gain information about their loved ones’ care. (Study 1, 2)

Nursing staff should understand and acknowledge that nurse-family members judge the quality of
nursing care provided and maintain a high standard of care. However, any involvement in care
must be under the health care professionals’ consultation and based on hospital policy. Another
intervention would be to provide a support resource to nurses on how to deal with nurse-family
members in case of conflict. (Study 2, 3)

Nursing staff need to understand that nurse-family members may experience stress and anxiety
which may be different to that of lay-family members and provide support. The hospital
administration may offer a relief strategy for nurses to help them cope emotionally with stress.
One potential intervention might include creating a stress zone for nurses to express their
emotions and share their thoughts. (Study 2, 3)

When dealing with a nurse-family member, nursing staff should be aware that the knowledge the
nurse-family member possesses may amplify the impact of the situation. Health care
administrators must be cognisant that nursing staff need to be able to use all information and
resources available, notonly toimprove the quality of care, butalso to provide sufficient support to
all family members. Nurses are encouraged to conduct free dialogue with nurse-family
members in relation to care provided to ill loved ones and knowledge sharing to build a rapport
with nurse-family members. For example, adhering to a practice of introducing oneself to the
family at the beginning of a shift. Further, policy makers should consider implementing strategies
through educational support to enhance trust and confidence among staff in clinical practice.
(Study 1, 2,3)

Implications for research

The findings of this portfolio of research show that nurse-family members’ experiences during the

admission ofill loved ones are common in hospital settings. In order to increase the knowledge base about

these experiences there is need for future research in this context. Consequently, future studies are

suggested as follows:

In this portfolio of research, it is noted that most of participants were female. Further research
exploring the experiences of male nurses in this context will promote a knowledge base from a
gender viewpoint using a qualitative approach.

In the future, a larger sample size may be considered. Studies 2 and 3 selected nurses only from
South Australian hospitals. Therefore, expanding the survey to other locations in Australia will
improve the generalisability of this portfolio of research and capture nurses’ in-depth experiences.
Future studies could particularly examine the country setting where nurses are much more likely to
have a relative admitted to their hospital. In addition, further research could include
comparisons of experiences and needs of nurses working in private hospitals where the system
may be different to that in public hospitals.
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* In Study 1, nurse-family members reported the impact of the phenomenon on their professional
practice. Therefore, further research is needed to explore how the experiences may influence
professional practice. For this purpose, the use of focus group methods may particularly be
important.

» Also, researching the experiences of patients whose family members are nurses may be of value. An
interview study of patient experiences of having a nurse-family member would be helpful by
adding comprehensive knowledge to this area of study.

= A comparative study between family member groups (lay-family members and nurse-family
members) to examine the differences between support of patient family members and
improvement in the quality of patient care is needed.

CONTRIBUTION OF THE PORTFOLIO

The previous section outlined how this portfolio of research contributes to the academic considerations
whenitcomestoexaminingnurseswhoarealsofamilymembersofanill patient. Whatbecomes clearis
that,inanalysingthefindings oftheresearchinthisportfolioand howitrelatestothe previousknowledge
in the literature, the phenomenon of a nurse who is also a family member of an acutely ill patientis a
recurring theme. This portfolio of research offers significant knowledge about when a patient's family
member is also a practising nurse, and this portfolio aims to make a distinct contribution to the clinical
practice inthese cases. The goal of this contribution is not only to share new knowledge butalso togain
feedback.

More importantly, the policy makers may consider to translate the evidence from this research and apply
ittotherelevantpeopleintheacute care hospital. Thiswill require collaboration and supportfromhealth
care professionals, nurse-family members, clinical managers, and hospital directors. In the early stages of
the candidature period, the researcher and the supervisors discussed the types of work production carried
out. The researcher used four methods to share the three series of studies from this portfolio. These were:
publication, conference presentation, Three Minute Thesis (3MT) and a portfolio fact sheet.

Publication

Supervisors usually encourage research candidates to publish their work, especially those completing
doctoral research, as these in-depth studies may be able to contribute significantly to clinical practice.
Publication in journals is not an easy task, and it can be challenging for a new research candidate,
specifically with writing style. Manuscript writing requires collaboration with supervisors to be clear on the
goal and shape of the work. However, one of the many rewards for researchers is to receive positive
reviews and comments. Also, the benefits in publishing the research are immense as it allows researchers
to identify areas that require attention.

Study one in this portfolio of research has been published at the JBI Database of Systematic Reviews and
Implementation Reports. The title of the publication is ‘Experiences of healthcare professionals of having
their significant other admitted to an acute care facility: a qualitative systematic review’. (Appendix Il)
Furthermore, the researchers will work on further publications for study two and three that are in progress.
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Conference presentation

Research conference is a formal academic work and is considered an important core component of
research communication. Most, if notall, research candidates are encouraged to submitan abstract of
theirwork during their candidature. The modes of presentation in conferences may differ, such as oral
and/or poster presentations. The findings from this portfolio of research have been presented at a range
of conferences in South Australia.

Study one has been presented as a poster at the 10th Annual Florey Postgraduate Research Conference
2016. The title of the poster is ‘How healthcare professionals experience having a ‘significant other’
admitted to an acute care facility: A qualitative systematic review’. (Appendix I1I)

Also,itwas presented as an oral presentation atthe 2017 South Australian Nurses and Midwives Research
Symposium. The title of the presentation is ‘Experiences of healthcare professionals of having their
significant other admitted to an acute care facility: a qualitative systematic review’.

Study two has been presented as a poster at the 12th Annual Florey Postgraduate Research Conference
2018. Thetitle of the posteris ‘A survey of how nursesrespond when theirloved ones are admitted toan
acute care hospital’. (Appendix V)

Study three has been presented as an electronic poster at the Adelaide Nursing School, Research
Conversazione 2018. The title of the posteris “Oh, that's fine. I'm a nurse too”: The experiences of nursing
staff when caring for patients whose family members are nurses’. (Appendix V)

Three Minute Thesis (3MT) competition

3MT is competition that offers postgraduate students adistinctive opportunity to presenttheirresearch
to a non-specialist audience across the faculty within the university. Together with other universities
nationally, the University of Adelaide hosts the 3MT during the middle of the school year. With the support
ofthe supervisors, theresearcher prepares asingle PowerPointslide whichis limited to a three-minute
presentation.

The researcher who participated during the 2017 3MT competition presented their research entitled, ‘Who
am|?BrotherorNurse’. ltwas presented with the Faculty of Health & Medical Sciences atthe University
of Adelaide. (AppendixVI)

The researcher noted that

“AsaHigher Degree Research candidate, pushing the boundaries of the thesis is achieved by participating
in the 3MT competition.”
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Portfolio fact sheet

A Portfolio Fact Sheet offers scientificinformation to the healthcare professionals, particularly nurses,
aboutwhen a patientis admitted to an acute care hospitaland theirfamily memberis anurse. Itis atwo-
page document listing important information about the experiences of nurse-family members. It was
produced by the researcherandthe supervisors for the purpose of this portfolio of research. The title of

the fact sheet is ‘Portfolio Fact Sheet: When a patient's family member is a nurse.’ The fact sheet includes
diagrams, definitions, objectives, key considerations, currentevidence, suggestions for practice (evidence
to practice and reasoning), references and project staff. The details of the fact sheet are depicted in
Appendix VII.

CONCLUDING NOTES

This portfolio of research examined the experience of the family member who is a nurse. The challenge at
the beginning of this portfolio was to research the experiences of nurse-family members with a view to
increase the body of knowledge in adult acute care settings. This portfolio indicates the importance of the
ability for nurses to describe and articulate their opinions and their practice; it emphasises the importance
of nurse-family members’ needs within acute care hospital settings. The significance and complexity of
nurse-family members’ experiences, demonstrated in this portfolio, warrants further investigation,
discussion and debate. The knowledge about nurse-family members must be refined into useable forms to
support families regardless of their professional identity within the hospital setting.

Thereis aneedtofacilitate transformation of the body of knowledge to clinical practice. Indeed, thereis
no better way toinform health policy makers and administration than to apply evidence based practice
efforts via clinical policy. Hospital policies are necessary because it is easier for hospitals to create
guidelinesbasedongoodclinical practice thantomanage personsoncase by casebasis. Clinicalknowledge
ofthe health care system gives staff the ability to ask and answer queries and explain complex procedures.
Within the relationship between families and health care professionals, sharing this knowledge is
beneficial.
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Portfolio Appendix Il

Healthcare professionals’ experiences of having a
significant other admitted into an acute care facility:
a qualitative systematic review protocol

Hussamaldeen Sabyani'??. Richard Wiechula'?+ Judy Magarey' - Frank Donnelly’

'School of Nursing, The University of Adelaide, “Centre for Evidence-Based Practice South Australia: an Affiliate Centre of the Joanna Briggs
Institute, Adelaide, South Australia, Australia, and *King Abdullah Medical City, Makkah, Saudi Arabia

Review question/objective: The objective of this review is to synthesize the qualitative evidence regarding the
life experiences of healthcare professionals when their significant others are admitted to an acute-care hospital.
Specifically, the review will address the following research question: what are the experiences of healthcare
professionals as significant others to hospitalized loved ones in an acute-care facility?

Keywords Acute care; experiences; healthcare professionals; nurse-family member; significant others

Background
B eing in a hospital can be an unpleasant experi-
ence for both patients and their families.
Traditionally, families often provide care for their
loved ones for the duration of their illnesses. A
family might include a wife, husband and children;
each of these individuals could potentially be a
significant other. A significant other is identified
as an individual who is important in someone’s
life."> They are often individuals who have signifi-
cant input into their loved one’s treatment plan.® In
existing literature, the terms friend, spouse, partner,
relative and significant other are used interchange-
ably. For the sake of consistency, the term “signifi-
cant other” will be used primarily throughout
this protocol.

In an acute-care hospital, patient care is not only
provided by healthcare professionals, but also by
patients’ significant others. Mills and Aubeeluck
describe significant others as assuming the role of
informal carers.* This may involve providing both
physical and psychological support such as provid-
ing assistance with bathing and feeding as well as
being emotionally supportive. The need for a signifi-
cant other’s presence alongside a loved one is well
documented in literature.” Therefore, healthcare

Correspondence: Hussamaldeen Sabyani,
hussamaldeen.sabyani@adelaide.edu.au
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professionals not only are responsible for providing
care for the patients but also need to understand the
emotional state of their significant others.

When a healthcare professional’s significant other
is admitted to an acute-care hospital, the context is
quite different. Having a healthcare professional as a
family member can impact on the delivery of care to
an ill loved one.®® The study by Salmond used a
qualitative approach using open-ended, focused
exploratory interviews to bring to light what a
nurse-family member of an ill loved one experi-
enced.® This experience was described as being
different to that of the general public. Issues of role
conflict and the burden of expectations were high-
lighted. Another study by Chen et al. using in-depth,
semi-structured telephone interviews clarified the
challenge physician-family members face when a
significant other becomes ill.” The researchers
specifically explored the experiences of physicians
when their significant others were ill. In particular,
they explained that when a patient has a physician-
family member, the patient’s care becomes unique.’
Fromme et al. reported that having a physician-
family member was considered as a “good thing”
due to the physician’s greater familiarity with the
current healthcare system as compared with other
family members.'® What is more, the physician may
be an expert in a relevant area of practice or hold
strong views about what care should be provided.
Commonly, most physicians are involved in their ill
family member’s care.

JBI Database of Systematic Reviews and Implementation Reports
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SYSTEMATIC REVIEW PROTOCOL

Schofield explained that being both a nurse and
a family member to a loved one, who has been
admitted to a hospital, potentially offers additional
assistance to staff.'?> For instance, the nurse may
personally know the staff members they are dealing
with, enhancing communication. Scarff and Lipp-
mann highlighted that healthcare professionals exert
greater influence on their relative’s care because they
believe that they are more concerned about the
patient’s wellbeing than the healthcare staff in
charge.'! Other researchers propose that a nurse-
family member does not experience the same
emotional distress as other relatives due to their
increased awareness of the hospital environment.”
Although nurses’ familiarity within the clinical set-
ting may be helpful, their professional knowledge
may also increase their stress, and they may fear that
the worst situation will happen.*!*'*

Often, a healthcare professional who is a signifi-
cant other is more familiar and knowledgeable about
their loved one’s health conditions compared with
others. For example, they may have increased infor-
mation about their loved one’s medications, medical
history and desired form of care. As healthcare
professionals, nurses understand how these details
can impact on the quality of patient care and influ-
ence decision making.*” Fromme et al. emphasized
that having a physician-family member may provide
relief to other family members, provided they are
knowledgeable and truthful. When a healthcare pro-
fessional’s loved one is admitted to a different hos-
pital, their need for information would logically be
the same or greater compared with other significant
others. They may have relevant professional knowl-
edge but not local knowledge about the specific
organization.®'*

Alternately, the healthcare professionals may not
be versed in the relevant medical areas. This situ-
ation may significantly heighten anxiety because the
healthcare professionals’ families or colleagues may
have unrealistic expectations regarding prognosis or
patient outcomes. Olivet and Harris stressed that
healthcare professionals and other family members
place expectations on nurses who have ill loved
ones.” A healthcare professional who is a significant
other may experience pressure concerning his or her
roles and responsibilities, including being an expert
on the field, being a significant other and being part
of the decision making process. These roles and
responsibilities may lead a healthcare professional

H. Sabyani et al.

into having two conflicting identities: a professional
identity and a personal identity. It is likely that
multiple factors affect healthcare professionals as
significant others when they are caring for loved
ones. In almost every study, expectations, conflicting
roles and communication are important factors
highlighted in the current literature.®=%!#1¢
Having a significant other who is a healthcare
professional in a relevant clinical area is a special
experience for both the staff member and the
family members. However, the healthcare system
places its own needs, concerns and expectations
on healthcare professionals that may limit their
ability to care for their loved ones. Increased aware-
ness of these circumstances may help healthcare
professionals to make better judgments regarding
patient care and the support and care for relatives
who are health professionals. Although there have
been some investigations into this issue,'®'7~!?
many have primarily been concerned with family
members in the critical-care setting. One qualita-
tive systematic review has been identified that
addressed this issue; however, studies were
restricted to nurse-family members only whose
relatives were critically ill.'® Therefore, this sys-
tematic review will have a broader focus: the
experience of healthcare professionals as signifi-
cant others and the factors influencing the unique
experiences in any acute-care setting. A synthesis of
the qualitative studies regarding the life experiences
of healthcare professionals whose significant others
have been hospitalized in the acute-care sector will
increase our understanding of this issue. The aim of
this systematic review is to better inform healthcare
professionals, administrators and policy makers
about dealing with health professionals as signifi-
cant others to patients within the acute-care sector.

Inclusion criteria

Types of participants

The review will consider studies that include regis-
tered nurses and physicians who have reported their
experience as a significant other when a relative has
been admitted to an acute-care facility.

Phenomena of interest

The review will consider all studies that explore
the experience of healthcare professionals when
a significant other has been admitted into an
acute-care facility.
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Context
The review will consider research conducted in any
acute-care setting.

Types of studies

The review will consider all qualitative studies that
have examined the phenomena of interest including,
but not limited to, research designs such as phenom-
enology, grounded theory, ethnography, action
research and feminist research.

Search strategy

The search strategy aims to find both published and
unpublished studies. A three-step search strategy will
be utilized in this review. An initial search of
PubMed and CINAHL will be undertaken followed
by analysis of the text words contained in the title
and abstract, and of the index terms used to describe
the article. A second search, using all identified
keywords and index terms, will then be undertaken
across all included databases. Third, the reference
list of all identified reports and articles will be
searched for additional studies. Only studies pub-
lished in English will be considered for inclusion in
this review. There will be no date restriction.

The databases to be searched will include
PubMed, CINAHL, PsycINFO and Embase.

The search for unpublished studies will include
Google Scholar, ProQuest Dissertations and Theses.
Initial keywords to be used will be (Text word and
MeSh terms):

1. Healthcare professional, health personnel,
professional-family relations, nurse, nurse-fam-
ily member, physician and doctors

2. Significant other, family, spouses, partner, loved
one, family relations, extended family, immedi-
ate family, close relative, family member, family
presence, wife, husband, mother and father

3. Life experiences, experience, personal experi-
ence, role expectation and dual role

4. Acute care, critical care and intensive care.

Assessment of methodological quality

Qualitative papers selected for retrieval will be
assessed by two independent reviewers for methodo-
logical validity prior to inclusion in the review using
standardized critical appraisal instruments from the
Joanna Briggs Institute Qualitative Assessment and
Review Instrument (JBI-QARI) (Appendix I). Any

H. Sabyani et al.

disagreements that arise between the reviewers
will be resolved through discussion or with a third
reviewer.

Data extraction

Qualitative data will be extracted from papers
included in the review using the standardized data
extraction tool from JBI-QARI (Appendix II). The
data extracted will include specific details about the
interventions, populations, study methods and out-
comes of significance to the review question and
specific objectives.

Data synthesis

Qualitative research findings will, where possible, be
pooled using JBI-QARI. This process will involve the
aggregation or synthesis of findings to generate a set
of statements that represent that aggregation,
through assembling the findings rated according to
their quality, and categorizing these findings on the
basis of similarity in meaning. These categories are
then subjected to a meta-synthesis to produce a
single comprehensive set of synthesized findings that
can be used as a basis for evidence-based practice.
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Appendix I: QARI appraisal instrument

JBI QARI Critical Appraisal Checklist for Interpretive
& Critical Research
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Appendix II: QARI data extraction instrument

JBI QARI Data Extraction Form for Interpretive
& Critical Research

Geographical

Cultural

Participants

Data analysis

Authors Conclusions

Complete Yes [ No O3
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Experiences of healthcare professionals of having their
significant other admitted to an acute care facility:
a qualitative systematic review
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EXECUTIVE SUMMARY

Background

Most healthcare professionals at some time will experience having a significant other admitted to an
acute care hospital. The knowledge and understanding that these individuals possess because of their
professional practice can potentially alter this experience. Expectations of staff and other family members
(FMs) can potentially increase the burden on these health professionals. All FMs of patients should have their
needs and expectations considered; however, this review specifically addresses what may be unique for
healthcare professionals.

Objectives

To synthesize the qualitative evidence on the experiences of healthcare professionals when their significant others
are admitted to an acute care hospital.

Inclusion criteria

Types of participants

The current review considered studies reporting the experiences of healthcare professionals, specifically registered
nurses (RNs) and physicians.

Phenomena of interest
The experiences of RNs and physicians when a significant other is admitted to an acute care facility.

Types of studies
Qualitative studies that have examined the phenomenon of interest including, but not limited to, designs such as
phenomenology and grounded theory.

Search strategy
The search strategy aimed to find both published and unpublished studies with no date restrictions. Only studies
published in English were considered for inclusion in this review.

Methodological quality
Qualitative papers selected for retrieval were assessed using the standardized critical appraisal instrument from the
Joanna Briggs Institute Qualitative Assessment and Review Instrument (JBI-QARI).

Data extraction
Data were extracted from the seven included papers using the standardized data extraction tool from JBI-QARI.

Data synthesis
The data were synthesized using the JBI approach to meta-synthesis by meta-aggregation using the JBI-QARI
software and methods.

Results
Seven studies of moderate quality were included in the review. Forty findings were extracted and aggregated to
create 10 categories, from which five synthesized findings were derived:
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ConQual summary of findings

e Privileged knowledge

e Unavoidable dilemmas as a consequence of dual identity
e Being a protector is imperative

e Family expectations are inevitable

e The intense impact of the experience

Conclusion

H. Sabyani et al.

In contrast to “lay” FMs, health professionals possess additional knowledge and understanding that alter their perceptions
and expectations, and the expectations others have of them. This knowledge and understanding can be an advantage in
navigating a complex health system but may also result in an additional burden such as role conflict.

Keywords Acute care; experiences; healthcare professionals; nurse-family member; significant others
JBI Database System Rev Implement Rep 2017; 15(5):1409-1439.

Systematic review title: Experiences of healthcare professionals of having their significant other admitted to an acute care facility.
Population: Registered nurses and physicians who reported their experiences as a significant other when a relative was admitted

to an acute care facility.
Phenomena of interest: The experiences of healthcare professionals when a significant other was admitted to an acute care facility.
Context: Research conducted in any acute care setting.

ConQual
Synthesized findi Type of h Dependability | Credibility score Comments
Privileged o Phenomenography Remains at the | Downgrade Moderate | * Remains at the level
knowledge o Descriptive approach level” one level™ due to 4 yes responses
e Descriptive interpretive " Downgraded one
approach level due to mix
o Exploratory approach unequivocal/credible
o Hermeneutic phenomenology findings
Unavoidable o Phenomenography Remains at the | Downgrade Moderate | * Remains at the level
dilemma as a con- | e Descriptive approach level” one level™ due to 4 yes responses
sequence of dual o Descriptive interpretive ** Downgraded one
identity approach level due to mix
o Hermeneutic phenomenology unequivocal/credible
o Grounded theory findings
Being a protector is | ® Phenomenography Remains at the | Downgrade Moderate | * Remains at the level
imperative e Descriptive approach level® one level™ due to 4 yes responses
e Descriptive interpretive “* Downgraded one
approach level due to mix
o Grounded theory unequivocal/credible
findings
Family expectations | e Descriptive approach Remains at the | Downgrade Moderate | * Remains at the level
are inevitable e Descriptive interpretive level” one level™ due to 4 yes responses
approach "* Downgraded one
e Grounded theory level due to mix
unequivocal/credible
findings
Intense impact from | e Exploratory approach Remains at the | Downgrade Moderate | * Remains at the level
the experience o Hermeneutic phenomenology | level” one level™ due to 4 yes responses
o Grounded theory ** Downgraded one
level due to mix
unequivocal/credible
findings
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Background

B eing in a hospital can be an unpleasant experi-
ence for both patients and their families. Fam-
ilies often provide support and care for their
significant others for the duration of their illnesses.
“Significant other” is identified as an individual who
is important in someone’s life."* This could be a
relative or a close friend. These are often individuals
who have input into their significant other’s treat-
ment plan.’ The terms friend, spouse, parmer,
relative and significant other are used interchange-
ably in the existing literature. For the purpose of
consistency, the term “significant other” will be used
primarily throughout this background.

In an acute care hospital, patient care is not only
provided by healthcare professionals but also by
patients’ significant others. Mills and Aubeeluck®
describe significant others as assuming the role of
informal carers. This may involve providing both
physical and psychological support such as assist-
ance with bathing and feeding as well as emotional
support. The need for a significant other’s presence
alongside a loved one is well documented in the
literature.’

When a healthcare professional’s significant other
is admitted to an acute care hospital, the context is
quite different. Having a healthcare professional as a
family member (FM) can impact on the delivery of
care to an ill person.®® The study by Salmond® used
a qualitative approach with open-ended, focused
exploratory interviews to examine this experience.
This experience was described as being different to
that of the general public. Issues of role conflict and
the burden of expectation were highlighted. Another
study by Chen et al.,” using in-depth, semi-structured
telephone interviews, clarified the challenge phys-
ician-FMs face when a significant other becomes ill.
In particular, they explained that when a patient had
a physician-FM, there was the possibility of com-
peting professional and personal expectations.’
Fromme et al.'” reported that having a physician-
FM was considered as a “good thing™ due to the
physician’s greater familiarity with the current
healthcare system as compared to other FMs.
Additionally, the physician may be an expert in a
relevant area of practice or hold strong views about
what care should be provided. Commonly, most
physicians are involved in their ill FMs care both
personally but also sometimes professionally.'!

H. Sabyani et al.

Schofield!'? explained that being a nurse and an
FM to a significant other who has been admitted to
a hospital potentially offers additional assistance to
staff. For instance, the nurse-FM may personally
know the staff that they are dealing with, enhancing
communication. Scarff and Lippmann'' high-
lighted that healthcare professionals exert greater
influence on their relative’s care because they
believe that they are more concerned about the
patient’s wellbeing than the healthcare staff in
charge. Other researchers propose that a nurse-
FM does not experience the same emotional distress
as other relatives due to their increased awareness
of the hospital environment.” Although nurses’
familiarity within the clinical setting may be help-
ful, their professional knowledge may also increase
their stress, and they may fear that the worst situ-
ation will happen.*!3:14

Often, a healthcare professional-FM is more
familiar and knowledgeable about their significant
other’s health conditions compared to others. For
example, they may have increased information
about their significant other’s medications, medical
history and desired form of care. As healthcare
professionals, nurses understand the importance of
how those details can impact on the quality of
patient care and influence decision making.*”
Fromme et al.'® emphasized that having a phys-
ician-FM may provide relief to other FMs, provided
that they are knowledgeable and truthful. When a
healthcare professional’s significant other is admit-
ted to a different hospital, their need for information
would logically be the same or greater compared to
other significant others. They may have relevant
professional knowledge but not local knowledge
about the specific organization.”™

Alternately, the healthcare professionals may not
be versed in the relevant medical area. This situation
may significantly heighten anxiety because the
healthcare professionals’ families or colleagues
may have unrealistic expectations regarding prog-
nosis or patient outcomes. Olivet and Harris’
stressed that healthcare staff and other FMs place
expectations on nurse-FMs. A healthcare pro-
fessional-FM may experience pressure concerning
his or her roles and responsibilities, including being
an expert in the field, being a significant other and
being part of the decision making process. These
roles and responsibilities may trap a healthcare pro-
fessional into having two conflicting identities: a
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professional identity and personal identity. In almost
every study, expectations, conflicting roles and com-
munication are imgpprtant factors highlighted in the
current literature.* 51416

Having a healthcare professionallFM in a
relevant clinical area is a special experience for both
the staff member and other FMs. However, the
healthcare system places its own needs, concerns
and expectations on healthcare professionals that
may limit their ability to care for their significant
others. Increased awareness of these circumstances
may help staff to make better judgments regarding
patient care and the support and care for relatives
who are health professionals. Although there have
been some investigations into this issue,'®!7"'* many
have primarily been concerned with FMs in the
critical care setting. One qualitative systematic
review has been identified that in part addressed this
issue; however, studies were restricted to nurse-FMs
whose relatives were critically ill.'® This systematic
review has a broader focus: the experience of health-
care professional-FMs in any acute care setting.
Providing a synthesis of the qualitative studies
regarding the experiences of healthcare professionals
whose significant others have been hospitalized in
the acute care sector will increase our understanding
of this issue. The outcome of this systematic review
will be to better inform healthcare professional staff,
administrators and policy makers about dealing with
health professional-FMs within the acute care sector.
This review was conducted according to an a priori
published protocol.’

Objectives

The objective of this review was to synthesize qual-
itative evidence regarding the experiences of health-
care professionals when their significant others are
admitted to an acute care hospital. Specifically, the
review addresses the following research question:
what are the experiences of healthcare professionals
when their significant others are admitted to an
acute care hospital?

Inclusion criteria

Types of participants

The current review considered studies that include
registered nurses (RNs) and physicians who had
reported their experience when a significant other
had been admitted to an acute care facility.

H. Sabyani et al.

Phenomena of interest

The current review considered studies that explored
the experience of RNs and physicians when a sig-
nificant other had been admitted to an acute
care facility.

Context

The review considered research conducted in any
acute care facility. Acute care facility related to serv-
ices occurring within an acute care hospital, i.e. a
hospital that offers treatment care for acute disease or
trauma services such as the acute care, critical care,
intensive care and emergency departments.

Types of studies

The current review considered qualitative studies
that had examined the phenomena of interest includ-
ing, but not limited to, research designs such as
phenomenology, grounded theory, ethnography,
action research and feminist research.

Search strategy

The search strategy aimed to find both published and
unpublished studies. A three-step search strategy was
utilized in this review. An initial search of PubMed and
CINAHL was undertaken followed by analysis of the
text words contained in the title and abstract, and of the
index terms used to describe the article. A second
search using all identified keywords and index terms
was then undertaken across all included databases.
Third, the reference list of all identified reports and
articles was searched for additional studies. Only stud-
ies published in English were considered for inclusion
in this review. There were no date restrictions. The
databases searched included PubMed, CINAHL, Psy-
¢INFO and Embase. The search for unpublished stud-
ies included Google Scholar, ProQuest Dissertations
and Theses and Trove. Databases were searched
between February 1 and 5, 2016, and dates for search-
ing are shown in search strategy in Appendix L.

Method of the review

Qualitative papers selected for retrieval were
assessed by two independent reviewers for methodo-
logical validity prior to inclusion in the review using
the standardized critical appraisal instrument from
the Joanna Briggs Institute Qualitative Assessment
and Review Instrument (JBI-QARI).>! Any disagree-
ments that arose between the reviewers were
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resolved through discussion or with a third reviewer.
Each article was assessed using all criteria. There was
no minimum number of criteria deemed essential.

Data extraction

Qualitative data were extracted from papers
included in the review using the standardized
data extraction tool from (JBI-QARI).>! The data
extracted included specific details about the
phenomena of interest, participants, study method-
ology and methods that described the experiences
pertinent to the review question and specific objec-
tives. The data were extracted by the principal
author to an electronic document and checked by
a second author prior to entering into JBI-QARI as a
single entry.

Data synthesis

Qualitative research findings were pooled using JBI-
QARI software and methods. This involved the
aggregation or synthesis of findings to generate a
set of statements that represent that aggregation,
through assembling the findings rated according to
their quality, and categorizing these findings on the
basis of similarity in meaning. These categories were
then subjected to a meta-synthesis to produce a
single comprehensive set of synthesized findings that
could be used as a basis for evidence-based practice.
Furthermore, the ConQual approach was used to
summarize the findings based on the level of depend-
ability and credibility.*

Results

Description of included studies

The systematic search identified 5600 records. Dupli-
cate records were removed, and the 4774 remaining
records were screened based on title and abstracts. A
total of 4759 records were excluded, and 15 articles
were selected for retrieval. After a full-text review, a
further five articles were excluded. A total of 10
articles were subjected to quality assessment, and
three additional articles (comprising one study) were
excluded. A total of seven studies were included in the
results of the review.*®'#2%2° The study search is
presented in Figure 1.

Characteristics of included studies

The included studies were conducted over a 10-year
isd ing . o . li 23-25 d

period 1 nve countries: three in Austra 1a, an
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one each in Sweden,”® New Zealand,'? the United
Kingdom* and the United States of America.® The
earliest included studies were published in 2006,
and the latest in 2016.2° The studies used a variety of
methodologies. Three used phenomenographic and
hermeneutic phenomenological approaches using
semi-structured interviews.*!*2¢ However, the ot-
her four studies used descriptive,>»** exploratory®®
and ground theory® approaches. In six of the seven
studies, participants were RNs *¢!1323325 QOpe
study®® did recruit a variety of healthcare pro-
fessionals. This study was included as the majority
of participants were RNs and all but one of the
illustrations provided were specifically attributed
to RNs.2® Six studies detailed the nature of the
relationship with the healthcare professional which
included spouses, parents, children, siblings, nieces,
in-laws and grandparents.®'3*32¢ One study did
not state the relationship with the healthcare pro-
fessional.* Almost all of the healthcare professionals
had experienced having their ill FM admitted to their
own facility.®!3232426 Tywo studies did not state
this condition.*? A total of six studies reported the
reasons behind admission or the diagnoses of ill
FMs, which were varied with the most common
being cancer, heart disease, stroke and infec-
tion.»® 132426 Two of the studies were theses,!>**
and five studies were published articles.*®232%26
Three studies were set in a single hospital,'*2%%
two were multi-hospital studies®*® and two did not
report the specific details of their settings, but the
described experiences indicate that they occurred in
an acute care setting.*?3 The characteristics of
included studies are presented in Appendix II.

Methodological quality

Ten articles representing eight studies were
appraised for quality.*®%1315:23-26 Qe study,
reported in three articles, was excluded.®'*'5 The
researchers did not report the process undertaken to
analyze the data that was provided as “professional
commentary” based on the data from a single case
study. Furthermore, much of the commentary was
about issues raised by the case rather than a dis-
cussion of and reference to the case. The list of
articles excluded and the rationales for exclusion
are provided in Appendix III. All studies were strong
in the critical appraisal questions related to con-
gruity between the research methodology and the
research question, the research methodology and the
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Figure 1: Flowchart of the study inclusion process
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Table 1: Methodological quality of included studies
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Reference Q1 Q2 | Q3 Q4 Q5 Q6 Q7 | @8 | Q9 Q10 rlga(:\sve
Carlsson et al.* Y |y [ ([N [ [y 9/10
Giles and Williamson® | Y Y Y Y 5E N [uCc | Y Y: iYe 8/10
Ledwidge** N Y A [ Y Y, Y | Y | Y Y, 10/10
Lines et al.>’ 7 | Y o || aF || e |aE e || e | e ] N 8/10
McNamara'? Y Y Y Y Y Y Y/ Y Y D 10/10
Mills and Aubeeluck* | UC | Y Y2 Y [y [N RN | v Y, 7/10
Salmond® Yl [Sy: e || 5 || e Y [ N | ¥ | ¥ Y, 9/10

N, no; UC, unclear; Y, yes.

methods used to collect the data, the representation
and analysis of data and the interpretation of results.
In addition, the questions addressing adequate
representation of participants’ voices, evidence of
ethical approval and the conclusion drawn from the
analyses were strongly represented. Half of the
included studies stated their philosophical frame-
work and situated the research culturally or theor-
etically. The weakest reporting among all studies
was related to question 7 that addressed the influ-
ence of the researcher on the research and vice versa.
Only two studies clearly stated this influence because
they were based on a research thesis.'>** There were
no disagreements between the reviewers regarding
the critical appraisal. The results from the appraisal
are presented in Table 1.

Results of meta-synthesis of qualitative
research findings

Forty findings were extracted and aggregated to cre-
ate 10 categories and five synthesized findings. Of the
40 total findings, 18 were rated unequivocal (U) and
22 rated credible (C). The extracted findings with
illustrations are listed in Appendix IV. The five syn-
thesized findings were then rated using the ConQual
approach in line with Munn et al.’s*? description and
all were graded as “moderate.” The synthesized find-
ings and categories follow below and are found in
Table 2. Findings are graded as U or C.

Synthesized finding 1: Privileged knowledge
The first synthesized finding relates to the privileged
knowledge that healthcare professionals have as a

result of their practice. Healthcare professionals
recognize this knowledge of healthcare practices
and more broadly the healthcare system as being
fundamental to the experience of having an FM
admitted to an acute care facility. Findings indicate
that this knowledge brings some benefits in a better
understanding of what is happening to their relative
and also a need to have this acknowledged by the
staff. In addition, the knowledge from being a health
professional results in a heightened sense of judg-
ment about the care being provided to their relative.
Two categories were generated from eight findings
(three U and five C), which contributed to this
synthesized finding.

Category 1: Having expert knowledge is central to
the experience when a loved one is ill.

Five findings were grouped into this category.
Healthcare professionals acknowledged the import-
ance of the knowledge they bring from their practice.
They recognized the importance themselves but also
wanted staff to acknowledge this. Importantly, they
also recognized that their knowledge might not be
complete particularly in settings in which they had
no experience as a clinician. These findings were
extracted from four studies.!3>32%2¢
Finding 1: The informed bystander: benefits per-
ceived to be related to their professional experience
were knowing the healthcare system and how to
navigate the system, possessing knowledge that
facilitated their understanding of the patient’s illness
and the communication with staff about the patient’s
test results and medical state as well as about what
plans were made for the patient (C).
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Finding 2: Wanting acknowledgment of specialized
knowledge: nurse-FMs believed that their special-
ized knowledge made them different to general pub-
lic-FMs and wanted their knowledge acknowledged
and respected by staff (U).

Finding 3: Wanting specialized communication:
nurse-FMs highlighted the need for specialized com-
munication that took into consideration previous
knowledge and skills (U).

Finding 4: Specialized knowledge: nurse-parents
found themselves in a unique position where they
possessed not only an intimate knowledge of their
child’s personality, idiosyncrasies and medical
history, but also considerable nursing knowledge
and expertise. However, they were quick to
acknowledge the limits of their knowledge, which
was generally linked to their clinical specialty (C).
Finding 5: Knowing and not knowing: alongside
knowing, not knowing also caused feelings of
anxiety and stress. Not knowing what was happen-
ing while sitting in the waiting room and not having
answers for relatives created feelings of frustration
and powerlessness (C).

Category 2: Healthcare professionals as relatives use
their specialist knowledge to judge the care provided.
This category represents some aspects of health-
care professionals as relatives who used their special
knowledge to evaluate the care provided in terms of
observing, detecting and protecting. In addition,
they experienced frustration with the quality of care
delivered. This category contains three findings
extracted from three studies.****
Finding 6: Evaluating care: nurse-parents were aware
of general standards of care expected in the hospital
setting and often compared their child’s care to the
nursing care they would ordinarily provide (U).
Finding 7: Expertly observing, detecting and protect-
ing: being vigilant served a number of purposes (C).
Finding 8: Disempowerment: all had experienced
some dissatisfaction in the delivery of care and of
the responses to their own needs (C).

Synthesized finding 2: Unavoidable dilemmas as
a consequence of dual identity
Healthcare professionals experience the feeling of
being trapped between their personal and professional
identities.

The second synthesis contains 14 findings (seven
U and seven C), and three categories fall under this
synthesized finding. Healthcare professionals in the

H. Sabyani et al.

role of significant others experience the dilemma of
dual identity (being a healthcare professional and a
significant other). They are acutely aware of their
two roles and are often conflicted in terms of which
role they or others feel they should be undertaking.
The decision of when or if to disclose their pro-
fessional status to staff is a significant concern.
Finally, they are confronted with personal and pro-
fessional boundaries that bring pressure from within
themselves and from others.

Category 3: Healthcare professionals as FMs experi-
ence role conflict moving between two identities.
Five findings were grouped into this category,
which represented healthcare professionals as FMs
recognizing the reality of having dual identities (pro-
fessional versus personal roles). As a result, they
experienced tension and conflict as they tried to
reconcile their roles. These findings were extracted
from five studies, 132324
Finding 9: Rather be treated as a lay son/daughter:
staff would treat them differently and that they
would be disadvantaged by disclosing their RN
status so they preferred to be treated as a lay son
or daughter rather than as an RN (U).
Finding 10: Feeling torn: the nurse as relative cannot
simply switch off the nurse in her being. Inextricable
connections mean that she cannot act as a detached
FM (Q).
Finding 11: Personal and professional boundaries: as
a consequence of being a nurse and FM, they had to
deal with the difficult issue of boundaries (C).
Finding 12: Emotion versus intellect: they stressed the
importance of staff recognizing both the FMs-self
and the nurse-self to provide effective care and
support (U).
Finding 13: Resuming family roles: development of
trust was pivotal to managing the challenge of
resuming family roles (C).

Category 4: Healthcare professionals must consider
whether or not to disclose their professional identity.

This category represents healthcare pro-
fessionals as FMs considering whether or not to
disclose their professional identity. Healthcare pro-
fessionals recognized that disclosing their pro-
fessional status could provide advantages for
their loved ones but it might also additionally
change expectations about their role as a relative.
This category contains four findings that were
extracted from two studies.>***
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Finding 14: Dual role conflicts: nurse-FMs experi-
enced a conflict between wanting to hide and want-
ing to reveal their RN status (C).

Finding 15: Disclosure unnecessary: participants did
not generally want or expect to take over the nursing
of their parent. They expected the hospital staff to
nurse their parent (U).

Finding 16: Disclosing to be treated as a peer/col-
league: advised staff of RN status to be recognized as
a peer/colleague (C).

Finding 17: Disclosing to get action: the need to
advise staff of their RN status to gain added power to
intervene in a way that was as influential as possible
and resulted in getting their parent the care and
attention they needed (C).

Category 5: Healthcare professionals are confronted
by personal/professional boundaries.

Five findings were grouped into this category,
which represents healthcare professionals as FMs’
experiences of pressure in relation to their personal
and professional boundaries. Findings indicated
that healthcare professionals were confronted
by the boundaries between the two roles as
relative and healthcare professional. They ident-
ified that pressure to overstep this boundary
could come from themselves or the expectation of
others. These findings were extracted from three
studies.?2%26
Finding 18: The carer: the informants’ descriptions
focused on how they not only monitored the medical
status of their loved ones and took over communi-
cation with ward staff as well as the coordination of
care, but also that they were forced to take over much
of the care, both in hospital and at home (C).
Finding 19: Stepping in on numerous occasions to
ensure that their FMs received adequate nursing
care, believing that their specialized knowledge
and skills prevented significant deterioration in the
patient’s condition (U).

Finding 20: Expectations placed on self: nurse-FMs
actively nursed both their own FM and other
patients in the vicinity (U).

Finding 21: Staff expectations: nurse-FMs felt press-
ured by staff to undertake tasks that would not be
expected from a general public-FM (U).

Finding 22: Filling in gaps: over-stepping boundaries
and gender differences: overstepped the usual child-
parent boundaries and this intruded on the parent’s
privacy and led to feeling uncomfortable (U).

H. Sabyani et al.

Synthesized finding 3: Being a protector is
imperative

The professional identity of healthcare professionals
and their specialist knowledge makes it imperative
that they take on the role of protector of their
loved one.

The third synthesis contains six findings (two U
and four C), and two categories fall under this syn-
thesized finding. Healthcare professionals as signifi-
cant others recognize that observing their ill loved
one’s condition and being a spokesperson for him or
her to ensure that adequate care is delivered is
unavoidable. They feel the need to query the in-depth
details of the care provided and to contribute to the
provision of care, when appropriate.

Category 6: The need to watch over their ill loved
one is inescapable for healthcare professionals.
This category represented healthcare pro-
fessionals as FMs’ experiences being compelled to
watch over the care provided to their ill loved one.
They feel pressured or even distressed when keeping
watch and monitoring their loved one’s illness but
recognized that there was no choice and this had to
be done. Three findings extracted from three studies
were aggregated from this category.®>32¢
Finding 23: The supervisor: this way of understand-
ing was focused on monitoring the patient’s medical
status, test results and nursing care while staying in
the background (C).
Finding 24: Keeping watch and advocating: nurse-
FMs felt compelled to watch over and advocate for
their FMs, fearful that care would deteriorate in their
absence (U).
Finding 25: Surveillance and protection: vigilant
observation was the key to surveillance and protec-
tion (U).

Category 7: Healthcare professionals are compelled
to be an advocate for their ill loved one.

Category 7 focuses on healthcare professionals’
experiences of being an advocate for their ill loved
one’s care. They stressed that advocating for the
patient was their role because of their clinical experi-
ence and family relationship. This category contains
three findings extracted from three studies.®**°
Finding 26: The advocate: the informants who
understood being an FM of a hospitalized patient
as being an advocate of the patient (C).

Finding 27: Being the fixer and fixing: intervene in
the management of care (C).
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Finding 28: Advocating for: advocacy occurred with
or without collaboration; however, patient and fam-
ily needs were best served when collaboration
existed (C).

Synthesized finding 4: Family expectations are
inevitable

Healthcare professionals struggle to meet the
unavoidable high expectations of their FMs.

The fourth synthesis contains six findings (four U
and two C), and one category falls under this syn-
thesized finding. Healthcare professionals as signifi-
cant others are seen to be under pressure to take the
lead for the family when a loved one is acutely ill.
They are required to know what is going on, be the
support for the rest of the family even when this
means not showing their true feelings.

Category 8: There is considerable pressure to be
present for family when one is a healthcare pro-
fessional.

This category shows how healthcare pro-
fessionals, as FMs, perceived the role of being an
FM of an ill loved one. They experienced pressure
from FMs’ expectations, including the ill loved ones,
and took a leadership role in overseeing the quality
of care. As a consequence, the healthcare pro-
fessional, as an FM, was responsible for dealing with
two relationships, their relationship with the family
and their relationship with the staff, in order to
facilitate and gain information. Six findings, which
were extracted from three studies, were grouped in
this category.®232*

Finding 29: Family member expectations: nurse-FMs
also felt under considerable pressure from the patient
and other FMs to play a particular role (U).
Finding 30: Leading and staying strong at any cost:
being the eldest child was an important factor in
relation to taking a leading role (C).

Finding 31: Being adept at hospital language: the
RN-on-standby understood ‘hospital talk” and
could interpret it for the family (C).

Finding 32:Keepingit real: providing reality ground-
ing: at times, participants spoke up to correct the
family’s misguided ideas about the parent’s progno-
sis or expectations of improvement, and this some-
times challenged FMs who were in denial or
dramatically altered or shattered the family’s hopes
of the parent’s recovery, and at times resulted in
conflict between the participant and FMs (C).

H. Sabyani et al.

Finding 33: Gaining information and seeking mean-
ing: nurse-FMs intentionally built relationships to
facilitate acquisition of detailed information and
explanation of the meaning of this information (U).
Finding 34: Required to be “in-charge”: outwardly,
they wore a mask so that they appeared in control
(U).

Synthesized finding 5: Intense impact on
experience
The experience influences the healthcare pro-
fessional’s personal state and their clinical practice.
The fifth synthesis contains six findings (two U
and four C), and two categories fall under this
synthesized finding. Healthcare professionals, as
significant others, feel that there is an additional
impact on them personally because of their pro-
fessional knowledge and understanding and that
this is mainly negative. Conversely, there are some
who feel that the experience of having a love one
admitted to an acute care facility has a positive
impact on their own practice.

Category 9: The impact on their personal wellbeing
is amplified because of their professional identity.
This category provides evidence from healthcare
professionals as FMs who experienced a negative
impact and emotional imbalance in their personal
life when an ill loved one was admitted in
an acute care hospital. Many felt that this
impact was greater because of their being a health-
care professional. The five findings allocated to
this category were extracted from five stud-
fes, 46:13,23,25
Finding 35: Personal impact of child’s hospitaliz-
ation: describing overall unpleasant experiences (C).
Finding 36: Specialized knowledge amplifying
emotions: the impact of nurse-FMs specialized
knowledge on their emotional state (C).
Finding 37: A nurse’s nightmare describes unex-
pected intense emotions experienced by Intensive
Care Unit (ICU) nurses when an FM is admitted,
critically ill, to an ICU (C).
Finding 38: Heightened emotional turmoil: they
pictured different scenarios of what might happen
and what might go wrong as they dealt with the
present and projected ahead to “what ifs” (C).
Finding 39: Quality of life: as a consequence of
caring for their FM, they had experienced a negative
impact on their quality of life (U).
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Table 2: Meta-synthesis of findings
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Finding

Category

Synthesized finding

The informed bystander: those benefits that they perceived to be
related to their professional experience were knowing the
healthcare system and how to navigate the system, possessing
knowledge that facilitated their understanding of the patient’s
illness and the communication with staff about the patient’s test
results and medical state, as well as about what plans were
made for the patient (P)

Wanting acknowledgement of specialized knowledge: nurse-FMs
believed their specialized knowledge made them different to
general public-FMs, and wanted their knowledge acknowledged
and respected by staff (U)

Wanting specialized communication: nurse-FMs highlighted the
need for specialized communication that took into consideration
previous knowledge and skills (U)

Specialized knowledge: nurse-parents found themselves in a
unique position where they possessed not only an intimate
knowledge of their child’s personality, idiosyncrasies and
medical history, but also considerable nursing knowledge and
expertise. However, they were quick to acknowledge the limits
of their knowledge, which was generally linked to their clinical
specialty (P)

Knowing and not knowing: alongside knowing, not knowing
also caused feelings of anxiety and stress. Not knowing what
was happening while sitting in the waiting room and not having
answers for relatives created feelings of frustration and power-
lessness (P)

Having expert
knowledge is
central to the
experience
when a loved
one is ill

Evaluating care: nurse-parents were aware of general standards
of care expected in the hospital setting and often compared their
child’s care to the nursing care they would ordinarily provide
(U)

Expertly observing, detecting and protecting: being vigilant
served a number of purposes (P)

Disempowerment: all had experienced some dissatisfaction in
the delivery of care and of the responses to their own needs (P)

Healthcare
professionals
as relatives use
their specialist
knowledge to
judge the care
provided

Privileged know!l-
edge:

Healthcare pro-
fessionals are able
to use their privi-
leged knowledge in
the provision of
care for ill family
members and evalu-
ate the care pro-
vided
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Table 2. (Continued)
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Feeling torn: the nurse as relative cannot simply switch off the
nurse in her being. Inextricable connections mean that she
cannot act as a detached family member (P)

Personal and professional boundaries: as a consequence of being
a nurse and family member, they had to deal with the difficult
issue of boundaries (P)

Emotion vs intellect: they stressed the importance of staff
recognizing both the FM-self and the nurse-self to provide
effective care and support (U)

Resuming family roles: development of trust was pivotal to
managing the challenge of resuming family roles (P)

Finding Category Synthesized finding
Rather be treated as a lay son/daughter: staff would treat them |Healthcare Unavoidable
differently and that they would be disadvantaged by disclosing | professionals | dilemma as a con-
their RN status so they preferred to be treated as a lay son or | as family sequence of dual
daughter rather than as a RN (U) members identity:

experience role
conflict mov-
ing between
two identities

Dual role conflicts: nurse-FMs experienced a conflict between
wanting to hide and wanting to reveal their RN status (P)

Disclosure unnecessary: participants did not generally want or
expect to take over the nursing of their parent. They expected
the hospital staff to nurse their parent (U)

Disclosing to be treated as a peer/colleague: advised staff of RN
status to be recognized as a peer/colleague (P)

Disclosing to get action: the need to advise staff of their RN
status to gain added power to intervene in a way that was as
influential as possible and resulted in getting their parent the
care and attention they needed (P)

Healthcare
professionals
must consider
whether or not
to disclose
their pro-
fessional iden-
tity

The carer: the informants’ descriptions focused on how they not
only monitored the medical status of their loved ones and took
over communication with ward staff as well as the coordination
of care, but also that they were forced to take over much of the
care, both in hospital and at home (P)

Stepping in on numerous occasions to ensure their FM received
adequate nursing care, believing their specialized knowledge and
skills prevented significant deterioration in the patient’s con-
dition (U)

Expectations placed on self: nurse-FMs actively nursed both
their own FM and other patients in the vicinity (U)

Staff expectations: nurse-FMs felt pressured by staff to undertake
tasks that would not be expected from a general public-FM (U)

Filling in gaps: over-stepping boundaries and gender differences:
overstepped the usual child-parent boundaries and this intruded
on the parent’s privacy and led to feeling uncomfortable (U)

Healthcare
professionals
are confronted
by personal/
professional
boundaries

Healthcare pro-
fessionals experience
being trapped
between personal
and professional
identities
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Table 2. (Continued)
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care while staying in the background (P)

Keeping watch and advocating: nurse-FMs felt compelled to

Finding Category Synthesized finding
The supervisor: this way of understanding was focused on The need to Being a protector is
monitoring the patient’s medical status, test results and nursing | watch over imperative:

their ill loved
one is inescap-

patient (P)

Being the fixer and fixing: intervene in the management of care
(P)

Advocating for: advocacy occurred with or without collabor-
ation; however, patient and family needs were best served when
collaboration existed (P)

watch over and advocate for their FM, fearful that care would able for

deteriorate in their absence (U) heal_thcare pIQ:
5 : = : fessionals

Surveillance and protection: vigilant observation was the key to

surveillance and protection (U)

The advocate: the informants who understood being a family Healthcare

member of a hospitalized patient as being an advocate of the professionals

are compelled
to be an advo-
cate for their
ill loved one

The professional
identity of health-
care professionals
and their specialist
knowledge make it
imperative that they
take on the role of
protector of their
loved one

Family member expectations: nurse-FMs also felt under con-
siderable pressure from the patient and other family members to
play a particular role (U)

Leading and staying strong at any cost: being the eldest child
was an important factor in relation to taking a leading role (P)

Being adept at hospital language: the RN-on-standby understood
“hospital talk” and could interpret it for the family (P)

Keeping it real: providing reality grounding: at times participants
spoke up to correct the family’s misguided ideas about the
parent’s prognosis or expectations of improvement and this
sometimes challenged family members who were in denial, or
dramatically altered or shattered the family’s hopes of the
parent’s recovery, and at times resulted in conflict between the
participant and family members (U)

Gaining information and seeking meaning: nurse family mem-
bers intentionally built relationships to facilitate acquisition of
detailed information and explanation of the meaning of this
information (U)

Required to be “in-charge”: outwardly they wore a mask so that
they appeared in control (U)

There is con-
siderable pres-
sure to be
present for
family when
one is a
healthcare pro-
fessional

Family expectations
are inevitable:
Healthcare pro-
fessionals struggle
to meet the uncom-
fortably high expec-
tations from family
members
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Table 2. (Continued)
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Finding

Category Synthesized finding

unpleasant experiences (P)

Personal impact of child’s hospitalization: describing overall

Intense impact from
the experience:

The impact on
their personal

Specialized knowledge amplifying emotions: the impact of nurse-
FMs specialized knowledge on their emotional state (P)

The experience
influences the

being is ampli-
fied because of

critically ill, to an ICU (P)

A nurse’s nightmare describes unexpected intense emotions
experienced by ICU nurses when a family member is admitted,

their pro- healthcare pro-
fessional iden- | fessional’s clinical
tity practice and

personal state

Heightened emotional turmoil: they pictured different scenarios
of what might happen and what might go wrong as they dealt
with the present and projected ahead to “what ifs” (P)

of life (U)

Quality of life: as a consequence of caring for their family
member, they had experienced a negative impact on their quality

provided their practice with new meaning (U)

Gaining deeper insight and new meaning: the insights have also

The experi-
ences of hav-
ing an ill loved
one can have a
positive impact
on their pro-
fessional prac-
tice

Category 10: The experiences of having an ill loved
one can have a positive impact on their professional
practice.

This category demonstrates the positive impact that
healthcare professionals as FMs felt when they gained
better insight through their experiences when an FM
was admitted to the hospital. One finding, which was
extracted from one study, was in this category.'?
Finding 40: Gaining deeper insight and new mean-
ing: the insights have also provided their practice
with new meaning (U).

Discussion

The current review included seven studies exploring
the experiences of health professionals when their
significant others were acutely ill. 132326 Meta-
synthesis resulted in 40 findings that were grouped
into 10 categories and resulted in the following syn-
thesized findings: privileged knowledge, unavoidable
dilemmas as a consequence of dual identity, being a
protector is imperative, family expectations are inevi-
table, and intense impact from the experience. The

discussion will detail how these synthesized findings
relate to each other to comprehensively describe the
experience. It is recognized that some aspects of the
experience can be similar to FMs who are not health
professionals but what is highlighted is the uniqueness
of the experience when the FM of an acutely ill patient
is a health professional.

For any individual, the experience of having a
significant other with an acute illness can be an
anxious or even a distressing experience. When that
individual is a health professional, there is an added
complexity to this experience. This complexity arises
from the additional knowledge health professionals
possess. This privileged knowledge is fundamental to
this experience and gives the healthcare professional
a different perspective of themselves and the part
they play in the care that is being provided to their
significant other. As a consequence, the health pro-
fessional is drawn to consider that the dual identity
of being a relative and a health professional brings an
unavoidable dilemma. In addition, their privileged
knowledge brings inevitable expectations from other
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Healthcare
professional as a
significant other

Privileged
knowledge

Unavoidable
dilemma as a

expectations
are
inevitable

consequence
of dual
identity

protector
is
imperative

Intense impact
from the
experience

Figure 2: Model depicting the experiences of healthcare professionals as significant others to hospi-
talized loved ones in acute care settings and the impact from the experience

FMs but also their own expectations of using their
knowledge to protect their loved one. Consequently,
these experiences have an intense impact on the
healthcare professionals both personally and poten-
tially on their own practice. This interlinking of the
synthesized findings of this review is presented in
Figure 2 and represents the complexity of the
phenomenon of a health professional with a signifi-
cant other who is an acutely ill patient.

The first synthesized finding addresses how funda-
mental the privileged knowledge held by healthcare
professionals was when an FM was an acutely ill
patient. This knowledge related to both the clinical
aspects of care and an understanding of the health
system where that care was provided. The health
professionals considered that this additional knowl-
edge was central to their experiences whena loved one
was ill. They believed that there were benefits of
having that knowledge. They felt that they had a
better understanding about their relatives’ condition
and that it was much easier to navigate the system and

gain access to information that would not be available
to a layperson. In addition, they wanted their special-
ized knowledge acknowledged by staff and that it
should result in more in-depth explanation about
what was happening. “We should be given more time
for explanation because we need more depth and have
more questions than most other people who would
simply accept what was going on and the treatment
offered.”>3*¥) Other studies have reported that all
FMs needed was to receive explicit information about
their loved one.>!”?” The findings from this review
indicate that health professionals felt they could
understand more detailed information and therefore
this should be given tothem.?*** Health professionals
also wanted recognition that depending on the cir-
cumstance, there might be limits to their knowledge
particularlz' where the care did not relate to their own
specialty.>” Regardless of whether they had a specific
specialist knowledge they still felt they were better
equipped to evaluate the care being given in compari-
son to lay FMs.
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In category two, the findings highlight that health-
care professionals used their clinical knowledge quite
specifically to judge the care being provided to their ill
loved ones. Healthcare professionals’ possessing
specialized knowledge resulted in certain expec-
tations of the staff to provide a quality of care, but
these needs were not often met. ““You know the holes
inthe system, you know everything that could’ve gone
wrong, did go wrong and I felt I just, I fought his
corner constantly,”*-162)

Given that the knowledge possessed by healthcare
professionals is central to this experience, the fol-
lowing three synthesized findings address how hav-
ing this knowledge relates to the expectations of both
the healthcare professional and of others including
FMs and the staff caring for their loved one.

The second synthesized finding (healthcare pro-
fessionals experience being trapped between personal
and professional identities) emphasizes that having a
dual identity not only became blurred but also caused
role conflict and identity confusion. Similarly, this
finding is also identified in Giles and Hall'® review
that suggests that professional and personal roles can
be extremely unclear. Three categories were synthes-
ized to develop synthesized finding 2.

The findings highlight that healthcare professionals
as FMs experienced tension between professional and
personal roles that led to role conflict. The participants
felt that they were torn between two identities. If they
were seen by staff as being a healthcare professional,
then they were not then being treated as a son or
daughter. This could lead to a lack of emotional sup-
port by the staff. “Yet people forget that we are human
too and when it is your family it is different, often you
can’t shut off as easily from the emotions as you do
when you are at work.”>*™?) Traditionally, the FMs’
role is supporting and comforting their ill loved
one.>*!” The healthcare professionals saw the need
to return to that role but recognized they needed to deal
with their professional role first. “They were there
when I interacted with the physician requesting that
care be changed. It made me feel safe. Icould act like her
mother for a while instead of the nurse in charge.”¢®-1¢)

In category two, the findings identify the frustra-
tion occurring among healthcare professionals as
FMs when making the decision whether or not to
disclose their identity. They could see both advan-
tages and disadvantages of disclosing their pro-
fessional status. On the one hand, participants felt
that if they did disclose their professional identity,
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they may be pressured to undertake more direct care
of their relative.* However, on the other hand,
disclosure could bring added authority and more
power to influence the care of their ill loved one.
“After 2 days of this it was time to let staff know.
They even referred Mum to the stomal therapist. She
ordered appropriate bags that didn’t leak and
Mum’s legs were always elevated. Until they found
out that I was an RN the staff had told my aunty that
it was normal for stoma bags to leak.”>*(P-11¢)

In category three, the finding recognizes a chal-
lenge occurring among healthcare professionals as
significant others in relation to personal and pro-
fessional boundaries. The participants conveyed that
they were acutely aware of personal and professional
boundaries when an ill loved one was hospitalized.
They needed to consider when to step in, step out or
even over-step these boundaries. In some cases, they
themselves felt compelled to take on the professional
role to intervene on their relative’s behalf or even on
behalf of other patients.”? On other occasions, they
felt pressured by staff to undertake tasks that they
felt would not be expected of a layperson FM. “Dad
was a very, very private person and he would have
hated me doing that ... and it’s just something that I
think about now and again and I just wished I hadn’t
done it because he wouldn’t have liked me doing it. I
think she should have asked for one of the other
nurses to come and help her not me.”24(-15¢)

In the third synthesized finding, the professional
identity of healthcare professionals and their special-
ist knowledge make it imperative that they take on
the role of protector of their loved one, being a
protector is imperative. As expected, this finding is
similar to the Giles and Hall'® review that states that
nurse-FMs act as a protector to their ill loved one.
Two categories were synthesized to develop syn-
thesis finding three.

In category one, the findings indicate that health-
care professionals cannot escape the obligation to
watch over their ill-loved ones’ care. “The weeks
during his stay when his care was appalling were
very difficult as I did not want to be over reacting but
could not tolerate what was happening.”?*?¥) The
participants feel the need to oversee the quality of
care provided because of their clinical expertise and
their professional role.

In category two, the findings address that when an
ill loved one is admitted to a hospital, healthcare
professionals as FMs are bound to be an advocate. “1
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came in in the morning. They told me he was
unstable. I started asking questions, his blood gas,
his pH was like 7.0. I was like ‘what’, he’s going to
code. You need to do this, you need to do that ... 1
wasn’t trying to manage the situation but I knew
what needed to be done and I had to be sure every-
thing was being done.”®®1¢ Participants described
the necessity to advocate for their ill-loved one using
their clinical knowledge to interpret clinical infor-
mation. In general, it can be expected that a lay-
person would act as an advocate for their ill relative
but the healthcare professionals understood that
their knowledge put them into a unique position
that could not be avoided.

In the fourth synthesized finding, the uncomfort-
ably high expectations of other FMs on healthcare
professionals as FMs is always apparent, family
expectations are inevitable. When an ill loved one
is admitted, the family expects the relative who is a
healthcare professional to take the lead and be the
spokesperson for the family. Correspondingly, this
finding is also acknowledged in the Giles and Hall'®
review that there are undeniable expectations on
nurse-FMs by other FMs. One category was syn-
thesized to develop synthesis finding four.

This category states that there is a considerable
pressure faced by an FM who is a healthcare pro-
fessional. When an ill loved one was hospitalized,
participants expressed feelings of tension not only in
becoming accountable for all parts of care but also
dealing with other FMs’ needs. They took the obli-
gation to convey medical information to other FMs
such as translating medical terminology, discussing
the care provided and answering all questions relat-
ing to the loved ones’ illness. Participants described
themselves in the family as “in-charge™ or “in con-
trol” in watching over the care delivered to their ill
FM. “Oh my God, it was the scariest time of my life.
But I couldn’t, I wouldn’t let them [family members]
know how concerned I was. They looked to me for
their hope and I did not want to diminish that.”¢®14)

In the fifth synthesized finding, intense impact
from the experience, the healthcare professionals’
clinical practice and personal state are fully influ-
enced by their experience. Obviously, healthcare
professionals as significant others experience an
extreme impact on their personal and professional
self due to their clinical expertise and professional
identity. In our review, this synthesis was an import-
ant component of the participants’ experience and
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was frequently described by the healthcare pro-
fessionals, in contrast with the Giles and Hall'®
review where it was not noted. Two categories were
synthesized to develop synthesis finding five.

The previous synthesized findings relate to vari-
ous influences on health professionals when a loved
one is hospitalized and the kinds of activities that
result. The final synthesized findings are the percep-
tions about how this phenomenon impacts on the
healthcare professional both personally and profes-
sionally. The findings of this review stressed that the
personal impact on healthcare professionals as sig-
nificant others was amgxlified because of their pro-
fessional identity.>'** A qualitative systematic
review described the experiences and the needs of
[lay] FMs to critically ill patients in an acute care
setting.?” One of the major findings of that review
was that FMs experienced emotional turmoil: a
“roller coaster” of anxiety, distress and fear.?” While
it is logical that there will be a significant impact on
healthcare professionals with an acutely ill loved
one, it is their professional knowledge and identity
that participants felt made the impact more intense.
“At times it was like no matter what they said to me,
I could not feel comfortable and confident that
everything was going to work out. I kept thinking
of the ‘what ifs ... > and kept wishing I did not know
anything so I could just go in there and sit by the
bedside and just be supportive. Knowing made it
much harder.”®®14

A novel finding was the impact for healthcare
professionals as significant others on their own pro-
fessional practice. Participants articulated that when
having an ill FM admitted, their clinical practice
made them more aware and provided a deeper
insight into how FMs are treated. “I do a far better
family handover .. .. I have a deeper understanding
of relatives and it has changed my reaction to them
quite a bit. It was a huge eye opener to me just ...
seeing the way things happened and seeing it from
the other side .. .. 13"!3 They emphasized a signifi-
cant change in their professional practice toward
FMs of patients they were caring for because of their
past experiences when a loved one was ill.

Limitations of the review

There are a number of potential limitations with this
qualitative systematic review. It was decided that
“significant other” was the term to be used for the
review question and objectives. It was quickly
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identified that there are many alternative terms such
as “family member” or “relative” that are used in
different ways in different studies. While alternative
terms were included in the logic grid for the search of
cach database, it may be possible that additional
terms could be used and as a result some studies may
have been missed. Second, this review aimed to
include studies of both RNs and physicians. The
included studies had a high number of RN partici-
pants rather than physicians, and this should be
considered when reviewing the findings. In addition,
limitations relate to the restriction of the search
strategy to English language studies only as there
was no capacity for translation of other languages,
and clearly the experience would not be limited to
countries where English is the dominant language.

Conclusion

The qualitative systematic review produced a synthesis
of a number of moderate-quality studies that explored
the experiences of healthcare professionals as signifi-
cant others to hospitalized loved ones in acute care
settings. Compared to “lay” FMs, health professionals
possess additional knowledge and understanding that
alter their perceptions and expectations and the expec-
tations others have of them. Good communication by
staff with healthcare professionals as significant others
about their expectations and needs is a logical step in
reducing the impact on these individuals when a loved
one is acutely ill.

Implications for practice

The current qualitative systematic review provides
evidence in relation to the experience of healthcare
professionals when a significant other is admitted in
an acute care setting. The needs and expectations of
all FMs should be considered by staff, but when the
FM is a healthcare professional there are some
additional considerations. The knowledge that a
healthcare professional possesses can be advan-
tageous because they may have a deeper and more
detailed understanding of the patient’s history and
condition but this must not be assumed. Healthcare
professionals may or may not want to disclose their
professional identity to staff, and this should be
respected. Depending on the context, relatives of
any kind can play a role in providing some care to
their loved one but when health professionals are
involved, staff should be conscious of the boundaries
between personal and professional care and ensure
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that care provided by the health professional FM is
negotiated and appropriate. Finally, when dealing
with an FM who is a healthcare professional staff
should be aware that the knowledge that that person
possesses may amplify the impact of the situation.
These recommendations have been assessed based
on the JBI grades of recommendation?': Grade A.

Implications for research

The current review identified that research has been
particularly focused on the experience of nurses and in
particular RNs. A broader population sample should
be considered to include clinicians from other disci-
plines. It would also be useful to consider the experi-
ence of staff when dealing with healthcare professional
FMs. It is noted that most of the participants of the
included research were females. Further research
exploring the experiences of male healthcare pro-
fessionals in this situation will promote an understand-
ing from a gender perspective. Finally, in this review,
the participants from one study reported the impact of
the phenomenon on their professional practice. There-
fore, further research is needed to explore how the
experiences may influence professional practice.
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Appendix I: Search strategy

Database

Search terms

PubMed
February 2,
2016

Items

2015

(((((Health Personnel[mh] OR Professional-Family Relations[mh] OR Nursing[mh] OR
Nurs*[tiab] OR Nurse Family member®[tiab] OR Physician*[tiab] OR Doctor*[tiab]
OR Physician Family member~[tiab])) AND (Family[mh] OR Family Relations[mh]
OR Caregiver[mh] OR Relative“[tiab] OR Partner”[tiab] OR Wife[tiab] OR wives|-
tiab] OR Husband[tiab] OR Family member*[tiab] OR Loved one[tiab] OR
Mum([tiab] OR Father[tiab] OR Sibling[tiab] OR Significant other*[tiab])) AND
(Attitude of Health Personnel[mh] OR Conflictfmh] OR Dual role*[tiab] OR Role
conflict™[tiab] OR Conflict[tw] OR Experience*[tiab] OR Physician’s role’[mh] OR
Nursing role*[tiab])) AND (Acute illness*[tiab] OR Critical Care Nursing[mh] OR
Critical illness[tiab] OR Acute care[tw] OR Ciritical care[tw] OR Intensive care[tw]
OR Health care[tiab])) AND (ethnograph®[tw] OR interpretive study[tw] OR
phenomenolog[tiab] OR grounded theory[tiab] OR thematic analysis[tiab] OR focus
group[tiab] OR hermeneutic™[tiab] OR qualitative research[mh:exp] OR qualitative
study[tw] OR qualitative[tiab] OR interview[tw] OR lived experience[tw] OR
narrative[tiab] OR mixed method[tw] OR interpretive synthesis[tw] OR meta
synthesis[tw] OR key informant[tiab])

[mh]= mesh heading, [tiab] = title and abstract, [tw] = txt word

Database

Search terms

Embase
February 2,
2016

Items

1522

(nurse”:de,ab,ti OR physician™:de,ab,ti OR doctor™:de,ab,ti OR ““physician family
member”:ab,ti OR “physician family members”:ab,ti OR “nurse family member”:ab,ti
OR “nurse family members™:ab,ti AND (“family”/exp OR caregivers:ab,ti OR
relative:de,ab,ti OR “family member”:ab,ti OR “family members:ab,ti OR “loved
one”:ab,ti OR “significant other’:de,ab,ti OR “significant others™:de,ab,ti) AND
(“conflict/exp OR “psychological aspect”/exp OR “dual role”:ab,ti OR “dual
roles:ab,ti OR “role conflict”:de,ab,ti OR conflict":ab) AND (“acute illness™:ab,ti
OR ““acute illnesses”:ab,ti OR ““intensive care”:de,ab,ti OR “critical illness”:de,ab,ti
OR “critical illnessess™:ab,ti OR “‘acute care”:ab,ti OR “life threatening illness”:ab
OR “‘health care”:ab) AND (“qualitative research”:de,ab,ti OR “grounded theory”:-
de,ab,ti OR phenomenology:de,ab,ti OR ethnography:de,ab,ti OR “action research”:-
de,ab,ti OR “mixed methods™:ab,ti OR narrative™:de,ab,ti OR experience™:ab,ti OR
interview :ab,ti OR ““discourse analysis”:ab,ti OR ““focus group™:ab,ti OR “focus
groups”:ab,ti OR descriptions:ab,ti OR opinions:ab,ti OR attitude:ab,ti OR attitude-
s:ab,ti OR descriptive:ab,ti)

exp = explode, ab = abstract, ti = title, de = index term
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Database Search terms

CINAHL (MH Health Personnel OR MH Professional-Family Relations OR MM Professional-

February 2, | Family Relations OR MH Nurse® OR TI Nurse family member” OR AB Nurse family

2016 member” OR TI Physician® OR AB Physician® OR TI Doctor® OR AB Doctor™ OR TI

Items Physician family member™ OR AB Physician family member”) AND (MH Family+ OR

1896 MH Family Relations OR TI Families OR AB Families OR TI Relative® OR AB Relative”
OR TI Partner” OR AB Partner OR TI Wife” OR AB Wife” OR TI Husband OR AB
Husband OR TI Family member® OR AB Family member” OR TI Loved one OR AB
Loved one” OR TI Mum OR AB Mum OR TI Father” OR AB Father” OR TI Sibling” OR
AB Sibling™ OR TI Significant other® OR AB Significant other” OR MM Caregivers) AND
(MH Attitude of Health Personnel OR MH Conflict OR TI Dual role” OR AB Dual Role*
OR TI Role conflict™ OR AB Role Conflict” OR TX Conflict™ OR TI Experience” OR AB
Experience” OR TI Physician’s role® OR AB Physician’s role® OR MH Nursing role) AND
(MH Inpatients OR MH Critical Care Nursing OR TI Critical illness OR AB Critical
illness OR AB Acute care OR TI Acute care OR TI Critical care OR AB Intensive care OR
TI Acute illness” OR AB Acute illness” OR TI Critical condition OR AB Life-threatening
illness OR TI Healthcare OR AB Healthcare) AND MH Qualitative studies+ OR TI
Qualitative OR AB Qualitative OR MM life experience” OR TI experience” OR TI
“Mixed-methods” OR AB “Mixed-Methods OR TI “mixed methods” OR AB “mixed
methods™ OR TI narrative® OR AB narrative’OR
TIinterview” OR AB interview” OR TI “discourse analysis” OR AB “discourse analysis’
OR TI “focus group™ OR AB “focus group™ OR TI descript™ OR AB descript™ OR TI
opinion” OR AB opinion OR TI attitude™ OR AB attitude® OR TI phenomenol® OR AB
phenomenol”™ OR TI ethnog” OR AB ethnog”® OR TI “action research” OR AB “action
research” OR TI “grounded theory” OR AB “grounded theory” OR AB “key informant™)
MH = main heading, TI = title, AB = abstract

Database Search terms

Psych INFO | Medical Personnel.mp OR Nurse.mp OR Physicians.mp OR Doctor.ti OR Doctor.ab OR

February 2, | Doctors.ti OR Doctors.ab AND Family.mp OR Family members.mp OR Caregivers.mp

2016 OR Relative™.ti OR Relative™.ab OR Loved one.ti OR Loved one.ab OR Significant

Items other.mp AND Health Personnel Attitude.mp OR professional identity.mp OR Con-

83 flict. mp OR Role conflicts.mp OR Life Experience.mp OR Role".ti OR Role*.ab AND
Intensive care.mp OR Chronic illness.mp OR Acute care.ab OR Acute care.ti OR Critical
care.ab OR Critical care.ti OR Acute illness.ab OR Acute illness.ti OR Critical
condition.ab OR Critical condition.ti OR Life-threatening illness.ab OR Healthcare.ti OR
Healthcare.ab AND Qualitative.ti OR Qualitative.ab OR Qualitative Research.mp OR
Phenomenology.mp OR Ethnography.mp OR Narrative.ti OR Narrative.ab
mp = mapping Alias, ti = title, ab = abstract

Database Search terms

Trove (Nurse AND Family member AND Experience AND Health care)

February 2,

2016

Items

84

Limited Thesis
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Appendix II: Characteristics of included studies
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Daughter-in-law

Family member
Family member admitted to partici- | Reasons of admis-
Study Methodology | Method Ph of 1 P: ip who were patients | pant’s own facility | sions (diagnosis)
Carlsson, Phenomeno- Semi-struc- To describe how Healthcare pro- Spouse/fiancé Healthcare pro- Cancer, stroke,
Carlsson graphic tured inter- healthcare pro- fessionals (regis- Daughter/son fessionals” own frail elderly, gas-
(2016) approach view fessionals understand tered nurse, Mother workplace, troenterology/kid-
Sweden®® the role of having a physician, assistant | Father-in-law/ as mentioned by ney, infection/
healthcare professional | nurse, midwife, grandmother/ participants allergy, orthope-
and family member of | social officer, granddaughrter dic/surgery/ gyne-
a patient admitted to a | occupational cology and
hospital therapist, radiogra- cardiology
pher and biomedi-
cal technician)
Giles and Descriptive Online ques- | To understand and Registered nurses | Spouse/partmer Registered nurses’ | Not stated in the
Williamson approach tionnaire interpret the experi- Daughter own workplace, study
(2015) ences of nurse-family Mother as stated in the
Australia®* members when a Sibling study
family member or Niece
loved one is hospital- Daughter-in-law
ized granddaughter
Ledwidge Descriprive Interviews and | To describe and inter- | Registered nurses | Mother Registered Nurses’ | Cancer, stroke,
(2010) approach open-ended pret registered nurses’ | ages 40-65 y Father own workplace, cardiology and
Australia®* questions experiences as relatives as stated in the infection
during their parent’s study
hospitalization
Lines, Mannix | Exploratory Qualitative To explore the experi- | Registered Nurses | Children Not stated in the Acute illness
(2015) qualitative multiple case | ence of nurse-parents | Female study
Australia®® approach study design whose children were
hospitalized
McNamara Hermeneutic | Semi-struc- The meaning of the Registered nurse Brother Registered Nurses’ | Critically ill
(2007) phenomenol- tured inter- experience for inten- Sister own workplace,
New Zeal- ogy approach | view sive care unit nurses Mother as stated in the
and"? when a family member Father study
is critically ill
Mills and Hermeneutic | Semi-struc- To explore the infor- Senior nurses Not stated in the | Not stated in the Life-threatening
Aubeeluck phenomenol- | tured inter- mation needs, support study study illness
(2006) ogy approach | view systems available and
United King- the impact that this
dom experience has upon
the nurse’s quality of
life
Salmond Grounded In-depth, To explore the experi- | Nurse Wife Nurses” own work- | Heart disease
(2011) theory open-ended ence of being a nurse Daughter place, Cancer
United States and loosely family member of an Mother as stated in the Trauma
of America® structured adult relative hospital- Grandmother study
interviews ized for a crirical ill- Sister
ness Niece
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Appendix lll: Excluded studies

Fulbrook P, Allan D, Carroll S, Dawson D. On the receiving end: experiences of being a relative in critical
care. Part 1. Nurs Crit Care.1999; 4 (3): 138-145.

Fulbrook P, Buckley P, Mills C, Smith G. On the receiving end: experiences of being a relative in critical care.
Part 2. Nurs Crit Care.1999; 4 (4): 179-185.

Fulbrook P, Creasey |, Langford D, Manley K. On the receiving end: experiences of being a relative in critical
care. Part 3. Nurs Crit Care.1999; 4 (5): 222-230.

Reason for exclusion: The studies did not use a rigorous qualitative design. The researchers did not report
the process undertaken to analyze the data. Findings from these single case studies were presented as
professional commentary.
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Appendix IV: List of study findings with illustrations

Carlsson et al.*®

Finding 1

The informed bystander: those benefits that they perceived to be related to their
professional experience were; knowing the healthcare system and how to navigate
the system, possessing knowledge that facilitated their understanding of the patient’s
illness and the communication with staff about the patient’s test results and medical
state, as well as about what plans were made for the patient

[llustration

“What I appreciated very much — I asked lots of questions, it’s important to me to
know how it looks, how is the ECG? Is it an MI or only angina, or what is
happening? ... So, I phoned the Emergency Department direct and could talk to a
nurse, and I said, ‘It’s me, Anna — we know one another, we work together every
day — my Dad has just arrived in the ED, how is he?’ It was really fine to get an
immediate response. And she told me, ‘The ECG looks like this and the test results
are like that’, and I don’t think she would have told that to a general relative. But,
she chose this track immediately, she chose to tell me about those very important
medical findings, and then she asked, ‘Do you want to talk to the doctor in
charge?”’mp'“)

Finding 2

The supervisor: this way of understanding was focused on monitoring the patient’s
medical status, test results and nursing care while staying in the background

Tlustration

“I talked to him [the fiance] and said, ‘You really have to tell them, or I'll do it!”
And then he did, and they [the staff] became more active about his diabetes, his
blood sugar tests and so. Without me nagging about that, I think they were a bit
off-handed, but I watched over them and made things happen .... Well, I told him
over and over again ‘If you don’t talk to them, I will!’ It was obvious that when I
pushed and he asked the right questions — then, things happened.” ¢35

Finding 3

The advocate: the informants who understood being a family member of a
hospitalized patient as being an advocate of the patient

lustration

“So, he was placed in this room, he had to stay in the ward where he didn’t want to
be — his lungs were the problem and they belonged to that ward. And he couldn’t
go home ... and it was hard to say, ‘You should terminate the cancer treatment’,
like that. They [healthcare staff] were so careful and, like respectful, you know. But
he got just worse and worse and he had no energy, so I thought, I'll have to ask for
a talk with the resident, and ask him, ‘Since he [the father] can’t go home, and since
he’s not going to have any more treatment — well, this is a ward for cancer
treatment, there must be somewhere else for him to be, a hospice ward or

something‘."zs”"“)

Finding 4

The carer: the informants’ descriptions focused on how they not only monitored the
medical status of their loved ones and took over communication with ward staff as
well as the coordination of care, but also that they were forced to take over much of
the care, both in hospital and at home
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Tllustration

“I am trained to observe and monitor patients’ vital signs, that’s what m there for
[at work]; observe and tell nurses or doctors when there is a change ... I could see
her puff and I thought, ‘She will develop pulmonary edema’. So I said, ‘You would
need one of those pipes’. Well, I went to my ward for a pipe so that she could do
her breathing exercises. On Monday, the resident in charge praised me for having
started the exercise. She asked if the physiotherapist had prescribed the pipe. ‘No, it
was Mum’, my daughter said! And I felt a bit embarrassed.””>¢-3¢)

Giles and Willi

amson

23

Finding 1

Dual role conflicts: Nurse-FMs experienced a conflict between wanting to hide and
wanting to reveal their RN status

[llustration

“I didn’t mind they knew I was a registered nurse but during a family meeting [ was
asked if I was and of course I said I was, and after that the staff would always say
‘oh are you the nurse?’. [It] made me feel that I was often the topic of conversation
at hand-over when I was actually there as a sister and medical and legal
guardian.”2®-7)

Finding 2

Wanting acknowledgement of specialized knowledge: nurse-FMs believed their
specialized knowledge made them different to general-public-FMs, and wanted their
knowledge acknowledged and respected by staff

[llustration

“We like more information and want to be included when possible. Respecting the

increased amount of knowledge that we have vs. the general public is impor-
tant,”’23(P-7)

Finding 3

Wanting specialized communication: nurse-FMs highlighted the need for specialized
communication that took into consideration previous knowledge and skills

lustration

“We should be given more time for explanation because we need more depth and
have more questions than most other people who would simply accept what was
going on and the treatment offered.”*®-*

Finding 4

Keeping watch and advocating: nurse-FMs felt compelled to watch over and
advocate for their FM, fearful that care would deteriorate in their absence

Illustration

“The weeks during his stay when his care was appalling were very difficult as I did
not want to be ‘over reacting’ but could not tolerate what was happening. When
expressing my concern to people I was labelled as ‘anxious’ and ‘stressed’—both true
and real but hardly the reason for expecting my husband to be kept clean, dry and
warm, let alone covered and dignified in front of strangers.”3®

Finding §

Stepping in on numerous occasions to ensure their FM received adequate nursing
care, believing their specialized knowledge and skills prevented significant deteriora-
tion in the patient’s condition

Illustration

“Many times I had to be there to request basic care, notice when he was
deteriorating and feed and keep him clean .... Thankfully my own abilities possibly
saved him from deteriorating further ... I was not prepared to sit back and watch
the appalling care my husband received ... [he] would not have made the progress
he has without the input my knowledge added . ... He had to have someone to keep
him safe.”23(-8)
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Finding 6

Expectations placed on self: nurse-FMs actively nursed both their own FM and other
patients in the vicinity

Illustration

The obligation they felt to provide this care, and the added pressure they felt to
maintain control, lest everything “fall apart”3®-*)

Finding 7

Family member expectations: nurse-FMs also felt under considerable pressure from
the patient and other family members to play a particular role.

[llustration

“I was more anxious and worried than other family members and this was
reinforced when they tended to rely on me to make decisions for them all .. .. Other
family members relied on me but I did not want to be in control or responsible for
decisions. 3%

Finding 8

Staff expectations: nurse-FMs felt pressured by staff to undertake tasks that would
not be expected from a general-public-FM

[llustration

“When I visited they hardly came near my father and I felt they were leaving me to
attend to the care. In the end I was distant to [my father] as I felt all care was being
left to me ... I wanted to be me and not a nurse .... It was difficult to see what was
happening with my knowledge and wanting to ‘hide’ as my [father] was dying, but
having to keep him in bed, make sure the IV wasn’t pulled out etc. Not my job!!!
The topic of me doing the care should have been dis-cussed. Some people may want
to do it, others not.”>®9)

Finding 9

Specialized knowledge amplifying emotions: the impact of nurse-FMs specialized
knowledge on their emotional state

Illustration

““Just that situation of being emotionally involved, and trying to make decisions on
behalf of the family. [It was] very difficult to be professional and play RN professional
role .... The knowledge and experience is still there—but the emotion is stronger I
think—that’s what I found difficult. Regardless of my knowledge it was very hard to
be on the other side of the care ... I was not scared by the ventilators, could he]g with
suction etc. but it was my dad on that bed and it scared the hell out of me.”*3®?

Finding 10

Emotion vs intellect: they stressed the importance of staff recognizing both the FM-
self and the nurse-self to provide effective care and support

[llustration

“It is the opinion of everyone else that nurses who are family members should know
all about what is going on. Yet people forget that we are human too and when it is
your family it is different, often you can’t shut off as easily from the emotions as
you do when you are at work. We also need that medical jargon conversation as
that satisfies the working nurse in us and the knowledge side. Once that side is
sorted we can then ... be the support for the family member who is sick.”>3®)

Ledwidge*

Finding 1

Disclosure unnecessary: participants did not generally want or expect to take over
the nursing of their parent. They expected the hospital staff to nurse their parent

[llustration

“People know their job. What are you hoping to achieve by telling staff you’re an
RN? That they’re going to look after your father better? Aren’t they already doing
the best job they can? The implication in telling people you’re an RN is that they’d
better watch out because you’re watching them. It’s just not necessary.”>*®-¢)
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Finding 2

Rather be treated as a lay son/daughter: staff would treat them differently and that
they would be disadvantaged by disclosing their RN status so they preferred to be
treated as a lay son or daughter rather than as a RN

[llustration

... because I think it does make the other registered nurses uncomfortable.
Sometimes you could tell that they looked at you and you thought ohhh. I think that
registered nurses are a bit sort of hesitant. It’s like when you go in as a registered
nurse [as a patient] and people know you’re a registered nurse I think you either get

under-cared for or you get over-cared for big time. I don’t think there’s a happy
medium.n24(p‘100)

Finding 3

Disclosing to be treated as a peer/colleague: advised staff of RN status to be
recognized as a peer/colleague

Illustration

“So many of the registered nurses knew me so we got treated differently: more
intimately, we got more information, we got involved in different ways ... I
remember when I worked with them — when they were students because I had a
rapport with them — so this rapport just bubbled in.2#®-110)

Finding 4

Disclosing to get action: the need to advise staff of their RN status to gain added
power to intervene in a way that was as influential as possible and resulted in
getting their parent the care and attention they needed

[llustration

“As Mum was dying from cancer it was horrible. She went in for a palliative
ileostomy and I wanted her home as soon as possible. After surgery care was
ordinary and staff at one stage even taped the bag on with Elastoplast. Every lunch
time and tea-time I would arrive and her legs would be dangling in a recliner and
her bag would have leaked all over her. I would change her and clean her up and
elevate her legs that were very swollen. After 2 days of this it was time to let staff
know. They even referred Mum to the stomal therapist. She ordered appropriate
bags that didn’t leak and Mum’s legs were always elevated. Until they found out

that I was an RN the staff had told my aunty that it was normal for stoma bags to
leak 24(p-116)

Finding §

Leading and staying strong at any cost: being the eldest child was an important
factor in relation to taking a leading role

[llustration

“Fundamentally that comes about because 'm the eldest of six. I'm the only nurse.
There is a medical doctor but he was not in the state at the time when things first
happened. I'm also very close to both my father and my mother and because this
was an experience for my father, my mother needed a lot of support so for those
reasons I got pulled in and was the main support for both of them.”>*(-132)

Finding 6

Expertly observing, detecting and protecting: being vigilant served a number of
purposes.

[llustration

“Dad was hospitalized in the hospital where I trained, so the environment was very
familiar to me. I think the experience is much less foreign if you are an RN. You
understand what the bedside charts mean .... You also become quite critical of the
deficiencies of the public hospital system.”>#P-145)

Finding 7

Being adept at hospital language: the RN-on-standby understood hospital talk and
could interpret it for the family
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[llustration

“The rest of the family needed me to interpret the language that the doctors and
nurses were using — the staff could not seem to explain anything easily in layman’s
terms — thank god I could or confusion would have been greater. (My brother) was
listening and being very polite to the doctors and nurses and then as they’d walk out
the room sometimes he’d cross his eyes and say ‘what the heck was that’?”>4(-15

Finding 8

Keeping it real: providing reality grounding: at times participants spoke up to correct
the family’s misguided ideas about the parent’s prognosis or expectations of
improvement and this sometimes challenged family members who were in denial, or
dramatically altered or shattered the family’s hopes of the parent’s recovery, and at
times resulted in conflict between the participant and family members

Ilustration

“I just very quietly would say don’t get your hopes up too high just expect that
things aren’t going to be good. But just very quietly and comfortingly really ...
because ... I knew that if I were to say yes she’d be ok then they’d literally take my
word for it and it would have been devastating for them to have discovered that she
wasn’t going to be ok. And because they trust my word so much I couldn’t pretend
that things would be ok but at the same time I had to be very gentle and not direct
and really well 'm sorry this is it sort of thing. So just tried to soften it by saying
look don’t get your hopes up too much just try to think the worst because then that
way if something else happens well it’s a bonus.”>*(P-!53)

Finding 9

Filling in gaps: over-stepping boundaries and gender differences: overstepped the
usual child-parent boundaries and this intruded on the parent’s privacy and led to
feeling uncomfortable

[llustration

“When (the nurse) arrived I assisted her to change my father because he had been
slightly incontinent when she was putting the syringe driver in and I regret that I
had done that because Dad was a very, very private person and he would have hated
me doing that ... and it’s just something that I think about now and again and I just
wished I hadn’t done it because he wouldn’t have liked me doing it. I think she
should have asked for one of the other nurses to come and help her not me. It was
her request and it was a spontaneous thing and I just did it without thinking — and I
can remember thinking — we were finishing the task and I was thinking — oh I
wished I hadn’t done that — I just thought it was invading his privacy in a way that
I don’t think he would have liked.”2#®-15¢)

Finding 10

Being the fixer and fixing: intervene in the management of care

[llustration

“I wrote an official complaint but nothing ... they phoned and said ‘we’re sorry
about the loss of your mother but we felt we did everything we possibly could and
perhaps you might have been affected because you were too close to you mother’ ...
I thought oh no.”2*P-157)

Lines et al.”

Finding 1

Specialized knowledge: nurse-parents found themselves in a unique position where
they possessed not only an intimate knowledge of their child’s personality,
idiosyncrasies and medical history, but also considerable nursing knowledge and
expertise. However, they were quick to acknowledge the limits of their knowledge,
which was generally linked to their clinical specialty
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Tllustration

“I certainly felt comfortable saying ... you don’t need to speak that basic, or that’s a
little bit too complex.”ZS(p‘l,

Finding 2

Evaluating care: nurse-parents were aware of general standards of care expected in
the hospital setting and often compared their child’s care to the nursing care they
would ordinarily provide

[llustration

“I had requested about three times for ... a medical review and ... they [nursing
staff] would come back and say ‘well we’ve spoken to him [the doctor] on the phone
and ... he said she’s okay and ... we’ll give her a bit more pain relief’.”>5®19)

Finding 3

Personal impact of child’s hospitalization: describing overall unpleasant experiences

[llustration

“He [son] couldn’t cry because ... of the tube in his throat ... it was heart-breaking,
and ... I was in tears, it was horrible.””>3(-15)

McNamara®

3

Finding 1

A nurse’s nightmare describes unexpected intense emotions experienced by ICU
nurses when a family member is admitted, critically ill, to an ICU

lustration

“I know that feeling of utter helplessness, it’s that fear, it’s that fear that is so
persuasive ... I think you underestimate the absolute fear that you’re actually related
to everythhg.”l‘;“"“’

Finding 2

Knowing and not knowing: Alongside knowing, not knowing also caused feelings of
anxiety and stress. Not knowing what was happening while sitting in the waiting
room and not having answers for relatives created feelings of frustration and
powerlessness

[llustration

“I was scared ... it was just that there was that nurse part of me that maybe added
to that personal role that actually kept me from panic ... I’d be panicking about

something and thinking .... Don’t be ridiculous this is how it would normally go
»13(p.29)

Finding 3

Feeling torn: the nurse as relative cannot simply switch off the nurse in her being.
Inextricable connections mean that she cannot act as a detached family member

[llustration

... I wanted to be watching his monitor because we can watch the monitors from
theatre, and then part of me said: ‘Look, I might even go and sit in the gallery’ ... I
mean totally illogical sort of things you wouldn’t allow family members to do
normally. Part of me wanted to do that but the family side of me said I had to go
home and be with my family ...."!3(®-30)

Finding 4

Gaining deeper insight and new meaning: the insights have also provided their
practice with new meaning

Illustration

... I would regard it as probably quite a pivotal turning point for me. I have
started to maybe question things a lot more ... I do a far better family handover ...
I have a deeper understanding of relatives and it has changed my reaction to them
quite a bit. It was a huge eye opener to me just ... seeing the way things happened
and seeing it from the other side ....”!3®35)
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Mills and Aubeeluck®

Finding 1

Quality of life: as a consequence of caring for their family member, they had
experienced a negative impact on their quality of life

[llustration

“He never made me feel bad for it, but you’re trying to please everyone, you’re
trying to give everyone a bit of you and you can’t. Our own needs got really pushed
down to the bottom of the needs of others.”*®-161)

Finding 2

Personal and professional boundaries: as a consequence of being a nurse and family
member, they had to deal with the difficult issue of boundaries

[llustration

“It confidentiality was an issue for me throughout. The confidentiality had been
broken initially, so until she gave me permission to talk to her doctors about her, I
didn’t. I had ample opportunities to break her confidentiality. I could have looked
on the Trust’s computer system, I could have spoken to the doctors specifically
about her and I chose not to and I was very strong about that.”*P-162)

Finding 3

Disempowerment: all had experienced some dissatisfaction in the delivery of care
and of the responses to their own needs

[llustration

“You know the holes in the system, you know everything that could’ve gone wrong,
did go wrong and I felt T just, I fought his corner constantly,”*P-162

Salmond®

Finding 1

Heightened emotional turmoil: They pictured different scenarios of what might
happen and what might go wrong as they dealt with the present and projected ahead
to “what ifs.”

[llustration

“At times it was like no matter what they said to me, I could not feel comfortable
and confident that everything was going to work out. I kept thinking of the ‘what ifs
... and kept wishing I did not know anything so I could just go in there and sit by
the bedside and just be supportive. Knowing made it much harder.”®®-!%

Finding 2

Required to be “in-charge”: outwardly they wore a mask so that they appeared in control

[llustration

“Oh my God, it was the scariest time of my life. But I couldn’t, I wouldn’t let them
[family members] know how concerned I was. They looked to me for their hope and
I did not want to diminish that,”®(-14)

Finding 3

Surveillance and protection: Vigilant observation was the key to surveillance and
protection

[llustration

“They were phenomenal. They never questioned any-thing about whether I should
be there beside him. I was part of the team. They shared details, gave me real
information. It allowed me to be in control.”®®15)

Finding 4

Gaining information and seeking meaning: Nurse family members intentionally built
relationships to facilitate acquisition of detailed information and explanation of the
meaning of this information

[llustration

“I was insisting on seeing every blood test, to know every vital sign. The nurses were
wonderful. They gave me a short course on all the new technology in the ICU. They
interacted with me knowing I was a nurse and not an average daughter sitting at the
bedside.”®19)
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Finding 5 Advocating for: advocacy occurred with or without collaboration; however patient
and family needs were best served when collaboration existed

Ilustration “I came in in the morning. They told me he was unstable. I started asking questions,
his blood gas, his pH was like 7.0. I was like ‘what,” he’s going to code. You need
to do this, you need to do that ... I wasn’t trying to manage the situation but I
knew what needed to be done and I had to be sure everything was being
done'né(p.lG)

Finding 6 Resuming family roles: development of trust was pivotal to managing the challenge
of resuming family roles

Illustration “By staying with her I witnessed the competence of the nursing staff. They
communicated what they were doing, what they were finding, what they would do.
They were there when I interacted with the physician requesting that care be
changed. It made me feel safe. I could act like her mother for a while instead of the
nurse in charge. Then I would come back to being the nurse in control.”®®-1¢)
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The Context

Keywords

Following critical appraisal seven studies were included in the
review. Forty findings were extracted and aggregated to create
ten categories, and five synthesised findings were derived from
these categories. The synthesized findings were:
1. Privileged knowledge
2. L i

Introduction

In an acute care hospital, direct patient care is not only
provided by healthcare professionals, but also by patients'
significant others. Significant others are described as
assuming the roles of informal carers.' This may involve
providing both physical and psychological support such as
providing assistance with bathing and feeding as well as being
emotionally supportive. The need for a significant other's
presence alongside a loved one is well-documented in the
literature 2 Therefore, healthcare professionals must provide
care for patients while also addressing the needs and
emotional states of significant others.

asa ql of dual identity
3. Being a protector is imperative

4. Family expectations are inevitable

5. The intense impact of the experience
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This review considered studies that include registered nurses
and physicians who reported their experience as a significant
other when a relative was admitted to an acute care facility.
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may influence professional practice.

Qualitative data was extracted from papers included in the
review using the standardized data extraction tool from JBI-
| 10

The author would like to acknowledge the following individuals for
their support and guidance in this review:

— Richard Wiechula

- Judy Magarey

— Frank Donnelly

Data synthesis

The data were synthesized using the Joanna Briggs Institute
t hesi: t ion using the JBI-

QAR software and methods 1
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When a nurse who is a member of the family of
someone admitted to an acufe care setfing, 5
particular challenges may be created in meeting

the needs of the patient and the other family g;
members. While some nurses support the nurse- »
family member receiving different care as i
compared to lay-family member, other nurses o
exclude nurse-family members from the process % -
of care. o
Farent [ — chic Citer
The aim of this study was to explore the opinions Table 1: The area of adm for the majority of their stay
of nurses regarding their experiences when their |  [Catezory Freqeny Percent (%)
il loved ones were admitted to an acute care | EarSsgal T T
hospital and to identify the contributing {}?clors, It T i 33
was expected that the outcomes of this study | [ . - :
2 4 3 (Paiative Cars 3 75 « It is essential that health care providers not
would provide nurses with a better understanding i ;

f current information about the experiences of | [\eliath ! 1 assume thal o¥ nurse Tamily members desiee
o hen their relati hospitalised. Thi - — the same level of information that is provided
e N T alNos ol Hspieier L5 e ) to lay-family members. Because of their
may be used within the health care system 1o a ol 0 w0 5 :
clinical practice policy. nursing knawledgg, nurse-family members

E Table 2: The six categories want to be treated like a nurse by health care
_ Cotegory  Mamberof Mamber Possible Atasl Mean Cronbosh’s providers to gain information about their loved
respondents ofltems Range Range (SD) alpha ones’ care.
‘What are the opinions of nurses regarding their
experiences when ““_3" "! loved one is admited Nurses® o7 ] 840 834 1749 703 + Health care providers need to understand that
to an acute care hospital? Knowiedge® (4.89) nurse-family members may experience stress
and anxiety which may be of value in
with care* {3.17)
performed among nurses using an online survey .
as a data gathering instrument. Nurses of | |#7%fe 28 2 e R A e E it reearchi conld mcus on e
hospitals within South Australia were the study e experiences of nurse-family members working
popqlalion, Survey dalar were collected by !Jsing — o D s in a setting where they are known to the staff
a mixed type of questionnaire and descriptive Expectations 9.42)
statistics were used for analysis and the results artlues « Research into the experiences of nursing staff
presented using tables and figures. assigned fo patients whose family members
Self-impact 9% 14 14-70 25-65 4271 700 are nurses.
Of the of 700 nurses from one metropolitan and Dt %4 & £.307 030 ff,’s’: 0 « The experiences of patients whose family
one country hospital were invited fo participate in members are nurses may be of value

the survey, 116 responded (17%). Most
respondents indicated that they had experienced Eainr ik i ALl et
two to three instances of having family members
hospitalised in acute care hospitals. Parents Percert
were identified as the most significant category g ; ) :
of relationship: 87 (39.9%) of the respondents M A s N

Nurse-family members perceive their
experiences to be different from those of lay-

chose this option (Figure 1) The medical/surgical | | my psmpscin, my mushy v family members. The majority of the
area was selected as representing the main | |Mredmueintissiuio. respondents were older nurses with several
category of admission by 81 (786%) of the 2 Beceuse of my rursng knowledge, my e wes years of experience and some were working in

different Fom athers v are rot nJrses.

respondents (Table 1). nt roles, which put them in control of

1

ol o 1ok ot e ey the care delivered at their workplace.

. . sk 1 aihers o jucce the ity of 1ursing
The 5-point Likert scale of agreement and core.
frequency as perceived by the nurses was used 4. Bocasse of my wrsng kawledge, | experiznoad This experience often led nurses to demand

1253 siness and anzdety n comparison bo others,

for 46 tems which are grouped under six specialised care for their il loved ones. Nurse-
categories (Table 2). Most respondents strongly 5. Becalss | am a mues, | was g addtonal family members expressed that, in the context of
agreed or agreed that their nursing knowledge | | care, they want to be identified and treated as
influenced their role as nurse-family member ;ﬁm;ﬁ'}‘{:ﬂm"“?‘“W*”"W“""“ nurses rather than just family members.

(Figure 2). They stated that this knowledge put
them in a better position o judge the quality of
care their loved ones were receiving but also

made them different from other relatives A Mot S il MR 0

7 Oueral lhis epesene ad 3 regaie s on
me.

Study participants

6. Ovarall | sxporercad dissaistction win 1o Staff of both hospitals

The findings of the survey further showed that oy el
nurses with more years of practice have higher ! s

. 3 "0 1 used my mursing romiadge bo the advantage of
expectations to be the primary advocate for Iy 1 iy member,
others than nurses with fewer years of nursing
experience. Lastly, most respondents stated that | |news s sishidui e dsiver ol are
they rarely or never felt that being recognised as b e s e
a nurse impeded them from providing effective ot o ofe ot nurses,
support to their ill family members.

Suzanne Edwards, Statistician

Adelaide Nursing School Staff

Human Research Ethics Committee

Witronglyagree Magree JUncertan MDissgree WStangy disagree
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Main Themes Subthemes
member, Acute care hospi
Phenomenological Study Acting like a nurse Identifying as a nurse

Process of identifying role

In the general ward area, nursing staff will often

communicate and consult with family members in Being careful Being on guard

many aspects of patient care. However, when

those family members are also nurses, a unique Can be combative

and challenging situation may present. An

increased awareness of these situations and the Rising conflict

dynamics they create may help nursing staff to

develop trusting and confident relationships, not | |Being scrutinised Feeling worried of being judged
only with the patient but also the nurse-family

member. Sharing knowledge Recognising their knowledge
The pumose of this study was to gain an Enabling rapport

understanding of the experiences of nursing staff
working in general wards when caring for aduit

petcnc whoss By mbors aeire s Avoiding conflict Being diligent with patient care

‘What are the experiences of nursing staff caring
for adult patients whose family members are
nurses in a general ward?’

C Memowooy Aigliouune, =)

Exploring the essence of how nurses deal with
adult patients whose family members are nurses
in a general ward and what it meant to them
reflects a concern of the life world. To achieve
this, it was important to use an open question, in
keeping with a hermeneutic phenomenological
approach.

Holding my own Being comfortable with practice

The study was conducted at the Adelaide
Nursing School at the University of Adelaide.
The study participants were Registered Nurses
working in non-critical care areas and who were
completing postgraduate studies.

The inclusion criteria for this study were as
follows: nurses employed at an acute care e
hospital in a general ward who had experienced AVOldlﬂg
caring for an adult patient who had a family conflict
member who was a nurse within 24 months.
Nurses were excluded from the study if they
worked exclusively in critical care areas.

A total of five nursing staff were interviewed and Future studies could include a survey to explore Nursing staff experience a unique situation when
their answers generated rich and descriptive the prevalence of nursing staff experience in discovering that a patient’s family member is a
data that ilustrated their lived experiences. | |encountering nurse-family members during an ill nurse.
Although the results cannot be generalised, this loved one’s admission to an acute care hospital.
study offers insights into the experiences of Caring for patients with nurse-family members
nursing staff working in clinical practice, A qualitative study of patients’ experience of requires different approaches that nursing staff
particularly in general wards. having a nurse-family member would be helpful needs to consider to manage and support nurse-
in adding comprehensive knowledge to the family members in caring for their ill loved ones.
Significant quotes were grouped into twelve study. Because of nurse-family members’ specialised
subthemes. The twelve subthemes were shaped knowledge, nursing staff members are
and further merged into six main themes that A comparative study between family member encouraged to conduct free dialogue with nurse-
became the basis of the reported findings (See groups (lay-family members and health care family members in relation to not only the care
table and figure). professional family members) to examine the provided to ill loved ones but also knowledge
differences between support of patients’ family sharing to build a rapport with nurse-family
members and improvement in the quality of members.

To provide a support resource to nursing staff on = <
how to deal with nurse-family members in case patienitcareis necded.

> s < 2 This dialogue may include the expectations
of conflicts. Conflict resolution is usually | | ACKTOWISGEMENtSIMMMMMIN | ursc-family members have of nursing staff and

accomplished using problem-solving tools, such the level of participation and level of control

as involving the manager and other health care « Study participants : e
professional teams, including social worker and + Adelaide Nursing School Staff gﬁx—:zrrl:ly IembershaveRoversiaigillfioved
counsellors. * HumanR ch Ethics Ci itt 5
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When a patient’s
family member is a nurse

PORTFOLIO FACT SHEET

MOTHER
+ NURSE

WHAT ARE THE KEY
CONSIDERATIONS?

Having a relative admitted to hospital is usually a stressful
and difficult time. With the meeting of two dynamic sets
of responsibilities, family and professional. The term
‘nurse-family member denotes a double identity. It may
be inevitable that they participate in their loved ones’ care.
Indeed, the phenomenon of dual responsibilities varies and
is complex when family members are also nursing staff
within an acute care hospital.

The research presented in this fact sheet investigated the
experiences of nurses whose family members have been
hospitalised and examined the experience of caring for a
patient whose family member is a nurse. It also offers an
insight to the experiences and needs faced by nurses as
family members. This fact sheet offers recommendations
for practice based on current evidence that may inform
regarding the support required for both nurses and the
family members.

FAMILY

The purpose of this portfolio fact sheet
is to summarise the best available
evidence about the experiences of nurses

when their family members have been
admitted to an acute hospital and those
of nurses caring for a patient whose
family member is a nurse.

DEFINITIONS

For the purposes of this portfolio fact sheet the
following definitions are used:

Family member is a person who belongs to a
(particular) family; a (close) relative.

A nurse is a person who has completed a
program of basic, generalised nursing education
and is authorised by the appropriate regulatory
authority to practice nursing in his/her country. In
Australia, nurses are also designated as registered
nurse, enrolled nurse, and nurse practitioner.

Nurse-family member is a member of the family
of the ill patient who is a nurse.

An acute care hospital is an inpatient care facility
that provides necessary treatment for a disease
or severe episode of illness for a short period of
time, with the goal of discharging patients as soon
as they are stable, they may also offer out-patient

services.
REFERENCES PROJECT STAFF
A |
Study 1: Experiences of Healthcare * Hussamaldeen Sabyani
professionals of having their « Judy Magarey‘

significant other admitted to an
acute care facility: Qualitative
Systematic Review.

+ Richard Wiechula' 2
» Frank Donnelly1

Study 2: The opinions of nurses
regarding their experiences
whentheir ill loved ones were
admitted to an acute care hospital:
Quantitative Study.

1.Adelaide Nursing School, The
University of Adelaide, South
Australia

2.Centre for Evidence-Based
Practice South Australia: an
Affiliate Centre of the Joanna
Briggs Institute, South Australia
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Study 3: The experiences of nurses
in general wards caring for adult
patients who have a family member
whois a nurse: Qualitative Study.
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WHAT IS THE CURRENT EVIDENCE?

For any individual, the experience of having a family member with an acute illness can be
an anxious or even a distressing experience. When that individual is a nurse, there is added
complexity to the experience. This arises from the professional knowledge nurses possess.
As a consequence, the nurse the dual identity of being a relative and a nurse may bring an
unavoidable dilemma. In addition, their privileged knowledge brings inevitable expectations
from other family members but also their own expectations of using their knowledge to
protect their loved one. Consequent ly, these experiences have an intense impact on nurses
both personally and potentially on their own practice. (Study1)

In most developed nations the population is ageing and as a resu It, the nursing workforce is
also ageing. This means that nurses are more likely to have a fami ly member hospitalised.
These nurses are generally experienced nurses and have established expectations of the
healthcar e service which is often coupled a personal responsibility for their hospita lised ill
relatives. It is a common experience among nurses to accompany their loved ones during
hospitalisation . This may potentia lly impact on factors including, communication with staff,
role conflict and expect ations of care provided. While some nurses expressed satisfact ion
with care provided to their ill loved ones, others stressed that they were unhappy with some
aspects of car e. (Study 2)

Although hospital policies address the issue of supporting lay-family members, there is no
clear information on managing nurse-fami ly members along with their ill loved ones. In daily
practice, there existed a level of tension when nurses manage lay-family members, but there
may be even more pressure when the fami ly member is a nurse. This is due to nurse-family
members'specialised knowledge, which causes nurses to be on guard during delivery of care.
Caring for patients with nurse-family members requires different approaches by nurses to
manage and support nurse-family members in caring for their ill loved ones. This provides
the benefit of promoting pre-existing know ledge regarding nursing care and enabling a
rapport between nurses and nurse-family members, optimising the relationship and creating

'We like more information and
wanttobeincluded when possible.
Respecting the increased amount
ofknowledge thatwe havevs. the
general public isimportant.’

Study 1

Cited in Giles & Williamson2015,

p-7

'As a Clinical Nurse 1 am confident
with making clinical decisions and
changes to patient care. 1 felt that
nurses were following established
patterns of care rather than
providing care individualised to
changing clinical signs.’

Study 2
Participant No. 112

‘Soitsometimes cangoeither way.
Youcangetthemasamediatoror
they canbe off guard straightaway
becausetheyareanurseandtheir
mom needs to be taken care of the
best.1don'tlike ward verymuch,
butitcanbe, youhope thatthey're
anicepersonbecauseitcanbevery
combative.'

Study 3

partnership in the care provided. (Study 3)

Participant No. 3

IMPLEMENTING EVIDENCE INTO PRACTICE

HOSPITAL SUPPORT

Hospital ad| ators must be cognizant that healthcare providers
need to be able to use all the information and resources available,
not only to improve the quality of care but also to provide sufficient
support to all family members. Providing hospital support for both
nursing staff and nurse-family members has the potential to improve
the quality of care provided. It is vital that supports are created to help
not only nurses with their dual roles but also healthcare professionals
who deal with the nurse-family member to meet their needs and of
those of their ill loved ones.

SUGGESTIONS

Hospital administ ration should develop a communication model for
nurses to use when dealing with the nurse-family member about their
expectations, dual roles and resources available when needed. For
example, it is recommend the nurses introduce themselves to the
patient and family members.

Hospital administrators shou Id identify during staff orientation the
support availab le when nurses are required to deal with both lay
family members and nurse-family members. Incl uding how their
professional ro le is impacte d during the care provided.

Hospital educators should conduct an annual review of the current
prevalence of nurses havingill family members hospitalised. This is to
evaluate the available support and create additional strategies based
on the outcome.

Hospital policy makers should collaborate to identify the ways in
which nurse-family member gets involved in the care of their ill loved
one (e.g. medication administration).

PROFESSIONAL SUPPORT

Creating professional support for nurses with dual roles will help
facil itate the care provided to their ill loved one. There additional
issues which must be considered by nurses who deal with a nurse-
family member require in order to provide adequate support as
compared to other family members. However, staff should be
conscious of the boundaries between personal and professional
care and ensure that care provided by the nurse-family member
is safe and app ropriate (for example desired by the patient).

SUGGESTIONS

To acknowledge the presence and contributions of the nurse -family
members, nursing staff should treat a nurse-family member as a nurse
whichinclud tion of care and advocacy.

tion,

Nurses should adopt an open dialogue with nurse-family members to
understand their role within the family relationship to avoid conflict.
For example, adhering to a pract ic e of introducing oneself to the
family at the beginning of a shift.

Nurses are encouraged to build a rapport with nurse-family members
in relation to care provided to ill loved ones specifically, during
their involvement with care . They could ask nurse-family members
to discuss the negotiated level of involvement with the care (e.g.
showering, feeding).

In a conflict situation, it is suggested that a conflict resolution process
is undertaken which may involve the wider multidisciplinary team
such as a manager, social worker and counsellors.
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