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Abstract 
 
Background: Numerous encounters take place in the healthcare sector every 
day. Although the encounters should be conducted in a safe and respectful 
manner, an increased number of complaints about communication and 
interaction have been reported to the Health and Social Care Inspectorate. 
When a nurse, patient and relative meet in a so-called triad encounter, the 
focus is on creating and establishing a care relationship with the facilitated by 
communication and interaction. Thus, if communication and interaction fail 
in these encounters there is a risk that the care relationship will be bad and the 
patient's needs not fulfilled, which can lead to poorly prepared patients with 
difficulties participating in their own care. 
 
Aim: The overall aim of this thesis was to explore and describe the care 
relationship, communication, content and social interaction in the triad 
encounter between nurses, patients and relatives at a department of medicine 
for older people. 
 
Methods: The four studies were designed using a qualitative, ethnographic 
approach guided by Vygotsky’s sociocultural and Goffman’s interactional 
perspective. Participatory observations (n=40) and informal field 
conversations (n=120) with patients, relatives and nurses were carried out 
(October 2015-September 2016) at the same time as field notes were written. 
Studies I, II and III were underpinned by an ethnographic analysis, while in 
study in IV, a thematic analysis with an abductive approach was conducted. 
 
Results: The result of study I, identified a process where patients, relatives 
and nurses used different strategies for navigating before, during and after a 
triad encounter. The process was based on the following categories: orienting 
in time and space, contributing to a care relationship and forming a new point 
of view. Study II, showed how nurses communicated, using four different 
voices which reinforced by body language, which formed patterns that 
constituted approaches that changed depending on the situation and 
orientation: a medical voice, a nursing voice, a pedagogical voice and a power 
voice. Study III, emphasized three categories of content of the communication 
exchanges: medical content focusing on the patient’s medical condition; 
personal content focusing on the patient’s life story; and explanatory content 



 
 

characterized by nurses attempting to increase the patient’s and relative’s 
knowledge about the patient’s health and nursing needs. Study IV showed 
that, to create social interaction, the nurses employed greetings, small talk and 
bodily expressions. Patients accepted the invitation with body language, while 
relatives employed various strategies to receive an invitation. Nurses led the 
conversation, patients followed and described their health problem through 
gestures, while relatives captured the moment to receive and give information. 
Nurses summarized using ritual language, patients expressed gratitude’s 
through verbal and non-verbal expressions and relatives verbally clarified the 
agreements.  
 
The synthesis of the four results showed a model with the four activities as 
puzzle pieces: navigating through different perspectives, being involved in the 
communication, being attentive social to the interaction and explaining the 
relevant content. When the institutional environment is such that the 
asymmetry between the nurse, patient and relative is limited, and the norms 
and routines promote communication between them, it is more likely that the 
puzzle pieces fit together and an opportunity arises to create and establish a 
positive care relationship in the triad encounters. 
 
Conclusion: The nurses’ role as a professional is crucial, as they start, lead 
and end the encounter. If nurses minimize the asymmetry and combine the 
medical, personal and pedagogical questions, an opportunity arises for 
creating and establishing a positive care relationship that enables the patients 
to become more active and relatives more visible. This can contribute to 
strengthening the patient’s position in the healthcare system and increasing 
patient safety. 
 
Keywords: Care relationship, communication, ethnographic approach, 
nurses, interactional perspective, older patients, relatives, social interaction, 
sociocultural perspective, triad encounter 
 



 

Definitions and statements 
 
Older person 
The World Health Organization (2019) defines older persons as individuals 
aged 65 years or older. As this group comprises persons of various ages, it can 
be divided into three cohorts according to age: 65-74 years, 75-84 years and 
85 years and older (The National Swedish Board of Health and Welfare, 
2019). This thesis includes patients from the last two groups. 
 
Patient 
When a person is admitted to hospital, she/ he becomes a patient isolated from 
familiar surroundings (Åstedt-Kurki, Paavilainen, Tammentie, & Paunonen-
Ilmonen, 2001). According to Kristensson Uggla (2014), the role of a patient 
can protect a person’s privacy and assuming the role of patient is associated 
with legal safeguards and entitlement to adequate and equitable care. In this 
thesis, the definition of a patient by Kristensen Uggla (2014) was used, i.e., a 
patient is linked to a role and behind the patient is a person, of great 
importance, who has a life story to tell. 
 
Relative 
A relative is a person who is connected to the patient through kinship and/or 
an emotional or legal relationship and who is in close personal contact with 
the patient. It is the patient who decides when a person is to be considered a 
relative, and the person in question may or may not be a member of the 
patient’s kin group (The National Swedish Board of Health and Welfare, 
2014). In this thesis, the definition of relatives from the National Swedish 
Board of Health (2014) was used, i.e., a relative is a family member, friend or 
neighbour looking after person with a disability or illness. 
 
Nurse 
In this thesis, the definition of a nurse from the Swedish National Board of 
Health and Welfare (SFS 1993:100) was used, i.e., a person who has 
undergone three years of nursing education, graduated with a bachelor’s 
degree in nursing and been licenced. 
 



 
 

Preface 
My interest in encounters has developed through my work experience in the 
healthcare sector. The clinical experience of encounters with patients, 
relatives, students and colleagues has been inspiring. Professional encounters 
are not always easy to implement. The aim is often predetermined, and all 
participants have expectations or perceptions of an encounter. The 
experienced nurse I met on my first day as a nurse in 1985 gave me some 
advice on what to do in different encounters with patients and relatives, to be 
as effective as possible and not waste any time.  
 

“You must do something while you are in the patient’s room. Shake the 
pillow. Get water. Straighten the bedsheets. Check the infusions. Don't 
just talk to the patient, do something more. If there are relatives in the 
room, refer them to the physician.” 

 
My nurse education did not include much communication knowledge and 
skills and I felt insecure about talking to patients and their relatives. However, 
sometimes, I did not follow the advice and had conversations with patients or 
relatives who just wanted to talk. Over time I realized the importance of 
communication and conversations, and of listening to the person in front of 
me. I also realized how important these conversations are for patients and their 
relatives.  
 
As I am interested in encounters in healthcare and how communication and 
care relationships can be improved, it became appealing to write a thesis 
within the area of encounters, as patients and relatives often complain about 
not being satisfied with encounters due to misunderstandings and the low 
quality of communication and interaction. Thus, the question is - what goes 
on in the encounters in the healthcare sector between nurses, patients and 
relatives? 
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Introduction 
 
When people are in each other’s immediate physical presence, a social 
arrangement occurs, which can be called an encounter (Goffman, 1961). For 
the participants, this involves a visual and cognitive focus of attention, a 
mutual openness to verbal communication and mutual relevance of acts.  
 
The numerous encounters between nurses, patients and relatives that takes 
place on a daily basis in the healthcare sector are important and frequently 
determine whether or not patients and relatives experience their care as good 
(Sundler, Eide, Dulmen, & Holmström, 2016; Söderberg, Olsson, & Skär, 
2012). Swedish legislation (SFS 2010:659; SFS 2014:821; SFS 2017:30) 
states that the healthcare system must strive to design and carry out the care 
together with the patient. Despite this regulation, the majority of reports about 
irregularities to the Health and Social Care Inspectorate, are due to 
unsatisfactory encounters (Råberus, Holmström, Galvin, & Sundler, 2018). 
The complaints involve communication and interaction, and occur in Sweden 
as well as around the world (Harrison, Walton, Healy, Smith-Merry, & Hobbs, 
2016; Jangland, Gunningberg, & Carlsson, 2009; Sundler, Råberus, & 
Holmström, 2017).  
 
As most care and treatment require constant communication and interaction, 
there are high demands on the communication ability of nurses and it is no 
exaggeration to claim that communication is one of the most important tools 
in their profession (McCabe & Timmins, 2013). As communication is a social 
activity, the participants seek to develop a common understanding and convey 
feelings, thoughts and intentions both verbally and through body language 
(Linell, 2011).  
 
In healthcare, the concepts of communication and conversation are sometimes 
used in a similar way (Fredriksson, 2003). According to Fredriksson (2003), 
communication is suitable as an overall concept, while conversation is 
perceived more as a concept of practice. In practical care, you engage in 
conversation to achieve communication. In this thesis, the concepts of 
communication and conversation are used in line with Fredriksson’s (2003) 
description. Moreover, the content of the conversations should be adjusted to 
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the situation because it is necessary for patients and relatives to understand the 
information received in order to make their own decisions about care issues 
(Tobiano, 2015). 
 
The patients should be given space to express their current needs and 
problems. Constant interruptions and a large number of patients reduce  
nurses’ resources complicate the communication, and makes the encounters 
challenging (Olsen, Østnor, Enmarker, & Hellzén, 2013; Ruan & Lambert, 
2008). Lack of interaction and communication leads to ill-prepared patients 
and to relatives who are unable to participate in the care. The relatives are 
important persons in supporting and have the responsibility when older 
persons suffer from illness (Pennbrant, 2013). The nurse enters the encounter, 
with information and knowledge that the patients and relatives need. A care 
relationship should be formed in the encounter based on mutuality and respect 
(Eriksson, 2014).  
 
As the population grows older and an increased number of older persons are 
in hospital settings (Christensen, Doblhammer, Rau, & Vaupel, 2009), there 
may be various challenges in the encounter with older persons, such as 
existential issues, worries and concerns. Because such challenges often appear 
to be only vaguely expressed and difficult to verbally detect and tackle, they 
engenders a risk of misinterpretation (Sundler et al., 2016). Some older 
persons also have a hearing or visual impairment or difficulties in perception 
(Palmer, Newsom, & Rook, 2016). These limitations make it difficult for older 
patients to understand the articulated information, thus contributing to 
misunderstandings and decreased satisfaction with the care (Bélanger, 
Bourbonnais, Bernier, & Benoit, 2017).  
 
According to Simmel (1950), a triad encounter consists of three people 
engaged in a discussion. When patients, relatives and nurses meet, they form 
a triad encounter with the aim of achieving a common goal to strengthen the 
patient’s health process (Silliman, 2000). The phenomenon of the triad 
encounter between patient, relative and nurse has been rarely explored. Only 
a few, often old studies that address the field have been identified. Some 
studies explain the changed structure of the encounter as the dyad, i.e. two 
persons, becoming a triad (Caplow, 1959; Coe & Prendergast, 1985; Laidsaar-
Powell et al., 2017; Simmel, 1950). Other studies report that the patient 



3 
 

sometimes assumes a passive role (Greene, Majerovitz, Adelman, & Rizzo, 
1994), that the encounter takes a longer time (Labrecque, Blanchard, 
Ruckdeschel, & Blanchard, 1991), or that relatives can be a support to the 
older patient by their presence in a triad encounter (Cypress, 2014; Davidhizar 
& Rexroth, 1994; Pennbrant, 2013; Silliman, 2000). There has also been a 
focus on triad encounters from an ethical perspective (Dreyer & Strom, 2019).  
 
Taken together, limited knowledge exists about triad encounters with focus on 
care relationship, the content of the communication, communication patterns 
and the interaction between patients, relatives and nurses. In this thesis 
encounters are explored and described from three different perspectives, 
namely those of the nurse, patient and relative, with focus on the care 
relationship, nurses’ communication, what nurses talk about and the social 
interaction between all the participants in a triad encounter. 

Background 

The background is structured with a starting point in encounters within the 
healthcare sector and followed by the healthcare services for older people. 
Thereafter, the older person’s encounter within healthcare is introduced. The 
next section describes relatives as a resource in older people’s care and the 
nursing profession within healthcare is illustrated, followed by the care 
relationship in the encounter. Finally, the triad encounters in healthcare are 
introduced.  
 
The socio-cultural perspective (Säljö, 2014; Vygotsky, 1978, 1987) and the 
social interactional perspective (Goffman, 1967, 1974, 1983, 2006), serve as 
the theoretical framework used in this thesis to explain and understand triad 
encounters between nurse, patients and relatives with focus on the care 
relationship, communication, content and social interaction at a department of 
medicine for older people. 
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Encounters within the healthcare sector 
 
The encounters in the healthcare sector between healthcare professionals, 
patients and/or relatives can be regarded as professional. Professional 
encounters differ from a general friendship encounter in that they are 
asymmetrical. Asymmetrical encounters often involve power, culture and 
personal factors (Goffman, 1961; Holopainen, 2016; Kasén, 2002), which can 
affect the participants’ experiences and how they perceive the encounter. Such 
encounters could also be characterised by one person speaking actively, while 
the other listens passively, i.e., failure to involve the other person. Nurses are 
paid for participating in the encounter, but also have information and 
knowledge to share that the other participants need and may want to know. 
These aspects can lead to patients and relatives ending up in a subordinate 
position in the encounter and asking question can become problematic for 
them (Holopainen, 2016).  
 
Everyone’s personal knowledge and experiences influence the encounter 
(McCabe & Timmins, 2013), as well as patients and relatives’ previous visits 
to healthcare (Westin, Öhrn, & Danielson, 2012). Their expectations are 
therefore influenced by previous experiences, which affect the encounter 
(Goffman, 1967). It is the nurse’s professional responsibility to try to equalize 
the power, but the patients and relatives are, of course, also a part off the 
encounter (Eriksson, 2003).  
 
It is vital that the encounters in healthcare and the hospital environment are 
carried out in a safe and respectful way (Eriksson, 2003). Nurses occasionally, 
provide medical information without giving the patient or relatives the 
opportunity to understand the overall disease situation, which prevents them 
from making sense of the information (Wadensten, 2005), thus affecting how 
the patients and even the relatives perceive the care. The ward environment is 
often stressful and lack of time can affect communication and interactions 
(Berg, Skott, & Danielson, 2007).  
 
Research shows that patients are sympathetic towards the nurses in view of 
their stressful work situation, but that the lack of privacy and the noise levels 
in the ward discourage them from engaging in any private conversations with 
the nurses (Chan, Wong, Cheung, & Lam, 2018). A way to overcome this 
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barrier is to repeatedly arrange conversations and interaction between nurses, 
relatives and patients during the hospital stay, so  that all involved can together 
establish encounters (Dorell & Sundin, 2016).  
 
Snellman, Gustafsson, and Gustafsson (2012) underline the fact that patients 
associate meaningful encounters with nurses who are kind-hearted and have 
personal qualities that promote calmness, confidence and who take time to 
confirm the patient. In the following, Westin (2008) describes the difference 
between a good encounter and a bad encounter in the healthcare sector. A 
good encounter means that the nurses are present, attentive, visible and have 
the ability to see each patient as a unique person. A bad encounter means that 
the nurses treat patients or relatives with disrespect and in an offensive 
manner, which makes them feel inadequate and not confirmed by the nurses. 
An encounter is important in various ways for everyone involved.  
 
According to Gustafsson, Snellman, and Gustafsson (2013) a nurse can never 
decide beforehand if the encounter will be meaningful, as it is always the 
individual experiences of patients and relatives that have an impact on how 
the encounter is perceived. Westin (2009) state that the encounter is important 
for making visible and confirming the patient and that a good relationship 
forms the basis for maintaining dignity between people in a caring 
environment.  
 
The healthcare services for older people 
 
In European countries, a combination of public and private financing of 
healthcare for older people is used. For example, in Sweden and the United 
Kingdom, healthcare is largely financed by taxes, while healthcare in France 
and Germany is financed by insurance-based systems (Hedman & Jansson, 
2015). Swedish healthcare is mainly regulated by the Health and Medical 
Services Act (SFS 2017:30), which states that the goal is good health and care 
on equal terms. Care should also be given with respect for the equal value and 
dignity of all people. In particular, it is emphasized that care must be of good 
quality and meet the patient’s need for security, be easily accessible, respect 
the patient’s autonomy and integrity, and promote continuity and safety (SFS 
2010:659; SFS 2014:821).  
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The increase in life expectancy accompanied by a concurrent postponement 
of functional limitations leads to a larger number of older persons with 
multiple morbidities in hospital settings. Multiple morbidities are defined as 
persons with, at least two or more chronic or acute diseases (Marengoni et al., 
2011). Some examples of the most common diseases are heart failure, chronic 
obstructive pulmonary disease, hypertonia, urine tract infection and 
pneumonia. These people need healthcare from several caregivers within the 
health services such as municipal healthcare, primary healthcare and hospital-
based care (The National Swedish Board of Health and Welfare, 2019). 
 
The different care systems in Sweden, primary healthcare, municipal 
healthcare and hospital healthcare, complement each other (SOU 2016:2; 
Sweden's municipalities and county councils, 2019). The healthcare centre's 
area of responsibility in primary healthcare has become wider and, for many, 
is the first contact with healthcare. Persons who have illnesses and ailments 
that are not acute should seek help at the healthcare centres. In addition, the 
healthcare centres often have the overall responsibility for coordinating the 
care of residents in the community and can refer them to other specialists for 
further investigation and care if necessary. The healthcare centres also handle 
laboratory examinations, recurrent blood pressure checks, different kind of 
encounters related to healthcare, and other more or less routine care and 
examination procedures (SOU 2016:2). 
 
The Swedish municipalities offer another form of care, home healthcare. 
Service to people, in the municipality, aged 65 years and older are regulated 
by the Social Services Act (SFS 2001:453). The act includes a description of 
the rights of older persons, and states, for example, that care for older people 
should focus on allowing them to live a dignified life and experience well-
being. Home healthcare includes medical interventions, rehabilitation and 
nursing (SFS 2001:453). 
 
Hospital care is given to those who have several, complex and overlapping 
problems. At the emergency wards, older people often seek help because of, 
for example, heart problems, pneumonia, stroke, urinary tract infections, fall 
accidents but also malnutrition (The National Swedish Board of Health and 
Welfare, 2019). Geriatrics is the specialist healthcare system responsible for 
older people. In some places, there are no specific locations for geriatric 
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patients, but care is often provided at a general internal medicine clinic (SBU, 
2013). Shorter care times and a decreased number of hospital beds place new 
demands on caregivers. When people need several different and 
comprehensive forms of treatment, it is important that their efforts are 
coordinated. However, it is still relatively uncommon for a coordinated 
individual plan to be formulated (The National Swedish Board of Health and 
Welfare, 2019).  
 
When older people need care, it is more efficient to be cared for in special 
units with coordinated specialist care, which employ integrated geriatric 
analysis and assessment, i.e. professional specialists who can make multi-
dimensional assessments and identify medical, functional, mental, social, and 
environmental problems (Ellis et al., 2017). Such units have co-ordinated 
multi-disciplinary encounters, formulate care plans around goals and deliver 
the care plan including rehabilitation. Giving older people access to 
specialized coordinated geriatric assessment services when hospitalized 
increases the chance of them living in their own homes at follow-up.  
 
Older people’s encounters with healthcare 
 
When older people encounter healthcare, they may feel fearful or not in 
control of what happens, especially if they have impaired cognition or 
communication difficulties (Bridges, Flatley, & Meyer, 2010). Understanding 
is a prerequisite for their ability to participate and act on the basis of the advice 
received (Tobiano, Marshall, Bucknall, & Chaboyer, 2015). Their impaired 
capabilities can be an obstacle to participation and therefore they delegate the 
task of seeking, receiving and giving information to relatives (Nyborg, 
Kvigne, Danbolt, & Kirkevold, 2016). People react in different ways due to 
previous experiences (Gustafsson et al., 2013). Some older people are familiar 
with the environment and feel calm, which enables them to manage the 
encounters themselves (Bridges et al., 2010). Others wish that the staff to 
listen and help them put a label on their issues (Gray, Ross, Prat-Sala, Kibble, 
& Harden, 2016). Sometimes even relationship-protecting humour is initiated, 
i.e. they relate serious messages and deal with emotional issues through 
humour (Schöpf, Martin, & Keating, 2017).  
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When patients feel able to participate in their own care, the chances of 
satisfactory treatment outcomes increase (Nygren Zotterman, 2016), but the 
older patients do not always receive appropriate information or experience 
themselves as involved (Forsman & Svensson, 2019). The busy schedule on 
the ward is another reason why they can find it difficult to participate in 
decisions and care (Nyborg et al., 2016).  
 
Complaints from older patients often concern shortcomings in communication 
quality and that they experience not being treated with respect or with a 
professional approach (Harrison et al., 2016; Råberus et al., 2018; Schaad et 
al., 2015; Sundler et al., 2016). Older patients have also expressed 
dissatisfaction about the fact that nurses use medical terminology and 
sometimes suddenly change the topic during a conversation (Park & Song, 
2005). In Sweden, laws (SFS 2010:659; SFS 2014:821; SFS 2017:30) have 
been enacted to protect patients within the healthcare system, which must 
strive to design and carry out the care together with the patient and ensure 
safety.  
 
Relatives as a resource in older people’s care 
 
Relatives’ care efforts are extensive in Sweden and possibly expanding. The 
care is usually not a solitary commitment, but something that is shared with 
others, generally relatives and/or public care (Jegermalm & Sundström, 2017). 
Caregiving is common at all ages but is most common in the 45-64 years age 
group. Nearly half of all caregivers, 48 percent, provide care to a person who 
is 80 years of age or older (Lindhardt, Klausen, Sivertsen, Smith, & Andersen, 
2018). Many people need help, as due to illness, disability or old age, they 
cannot cope with everyday life on their own. Serious illness has consequences 
and not only changes lives for those affected, but also for the whole family 
and relatives often assume great responsibility in such situation (The National 
Swedish Board of Health and Welfare, 2012). 
 
Relatives can be helpful partners for nurses in departments for older people. 
They can be a social support for wellbeing as they can reduce the patient’s 
stress, increase the nurse’s understanding, confirm instructions and 
agreements (Hoffmann & Olsen, 2018). Their knowledge of the patient’s 
health and functional problems may improve decision-making pertaining to 
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care and treatment (Lindhardt, Nyberg, & Hallberg, 2008) but they can also 
be very ambiguous about their role in the hospital environment (Alshahrani, 
Magarey, & Kitson, 2018). By approaching and connecting with patients and 
relatives in a personal manner, nurses may be able to involve them in the 
development of goals and strategies based on the patient’s story (Edvardsson, 
Watt, & Pearce, 2017). Relatives connect the patient with everyday life and 
the world outside, which can help the recovery process (Li, Stewart, Imle, 
Archbold, & Felver, 2000). Relative might also function as a bridge between 
the nurse and patient in some situations (Åstedt-Kurki et al., 2001) such as 
when staying with the patient and being available for varying lengths of time, 
around-the-clock (Akroute & Bondas, 2016). Nurses often rely on relatives to 
give them information about the patient (Akroute & Bondas, 2016). 
According to Westin, Ohrn, and Danielson (2009) it is of importance that 
relatives are being invited to encounters with nurses and patients. In that way 
the relatives feel valuable in their role and a sense of community with all 
involved, which is also confirmed by Zotterman, Skär, and Söderberg (2018).  
 
However, some relatives do not want to participate in care activities, whereas 
they may continue to feel responsible for the in-hospital care and therefore 
might may wish to be involved in decision making (Li et al., 2000). Moreover, 
Akroute and Bondas (2016) also show that nurses see the relatives as a 
challenge when they express unrealistic expectations, for example, failing to 
realise that the patient is very ill and needs help. Relatives can also be seen as 
a burden when they seem to believe that the nurses are not taking good care 
of the patient.  
 
Providing support and helping each other within the family is seen by many 
as a natural part of life, but when the older person’s condition deteriorates, the 
relatives often reach a point where they can no longer provide care at home, 
which can involve feelings of failure and guilt (Eika, Espnes, Söderhamn, & 
Hvalvik, 2014). Relatives who are caregivers can have many negative feelings 
and a guilty conscience due to feeling inadequate. Being a relative means 
following the life-threatening ups and downs that the older persons might go 
through, which they describe as a symbolic roller coaster ride (Brännström, 
Ekman, Boman, & Strandberg, 2007). 
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The nursing profession within healthcare 
 
Working as a nurse implies being part of a profession of high complexity and 
subject to ethical regulations (International Council of Nurses, 2012), 
including regulations pertaining to respect for human rights, human values, 
habits, beliefs, as well as respect for the patient’s self-determination, integrity 
and dignity (The Swedish Society of Nursing, 2016). Nurses can continue 
their basic education by obtaining advanced degrees in specific areas such as 
geriatric nursing. In Sweden, the advanced degree for nursing in geriatric care 
consists of one year of studies at master level (The Swedish Society of 
Nursing, 2017). 
 
Professional nursing is regulated by several Swedish acts and regulations, 
which lay down guidelines for how nursing should be provided (SFS 
2010:659; SFS 2014:821; SFS 2017:30). A general theme of these acts and 
regulations is that the healthcare organization must provide safe bodily care 
and safe communication built on trust.  
 
The Swedish Society of Nursing (2017) defines six core nursing 
competencies, namely person-centred care, teamwork and collaboration, 
evidence-based practice, quality improvement, safety and informatics, and 
leadership and pedagogical efforts. Within each field of competence, the 
nurse’s ability to communicate is important. Nurses communicate and have 
conversations together with patients and their relatives during about half of 
their working time (Antinaho, Kivinen, Turunen, & Partanen, 2015; Furåker, 
2009; Lundgren & Segesten, 2001). Conversation is a central aspect of patient 
care and a fundamental component of the contact between nurses, older 
patients and/or relatives (McCabe & Timmins, 2013). The conversation 
between the parties is crucial for establishing the nurse-patient-relative 
relationship, which is the basis for enhancing patient care and improving the 
patient’s health outcome (Chan, Jones, Fung, & Wu, 2012; Finch, 2005).  
 
Challenges for nurses concerning communication and interaction with 
patients and relatives are that the nurses are frequently interrupted in their 
work (Berg et al., 2007; Furåker, 2009). Interruption can be caused by 
colleagues or telephone calls (Olsen et al., 2013), which leads to frustration 
for nurses, patients and relatives. Nurses experience that lack of privacy, lack 
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of communication skills and restricted time to communicate make it difficult 
to communicate about sensitive existential and psychosocial issues (Prip et al., 
2019).  
 
Working in healthcare sometimes means being in difficult situations. 
Emotions that are awakened need to be handled and accommodated. The 
professional stance includes the ability to give a good response, be empathetic 
and convey calmness, even in difficult situations (Adibelli & Kilic, 2013). 
Despite the fact that nurses sometimes find it difficult to cope with their work, 
research shows that they find their work meaningful and interesting and 
encounters with patients and relatives enrich their work (Fakhr-Movahedi, 
Rahnavard, Salsali, & Negarandeh, 2016). Moreover, working independently 
or together with colleagues from the same profession, combined with learning 
and receiving feedback, also contributes to motivation (Ahlstedt, Eriksson 
Lindvall, Holmström, & Muntlin Athlin, 2019).  
 
The care relationship in the encounter  
 
The concept, care relationship, plays a central role in the healthcare 
perspective (Björck & Sandman, 2007), and refers to the relationship between 
nurse and patient, which forms the basis of care (Eriksson, 2014). The care 
relationship is often regarded as the core, the foundation of nursing and the 
necessary starting point for being able to practice nursing (Björck & Sandman, 
2007). The concept, which is used in a strong value-positive way, a diffuse 
and contradictory way or a value-neutral way, is often associated with a formal 
responsibility in the relationship. In this thesis, the following definition by 
Björck and Sandman’s (2007) is used: “A care relationship is a relationship 
between a person as a patient and a person as a professional caregiver, in 
some form of care activity” (p.18). This is a value-neutral definition that can 
be given a positive or negative value depending on the situation. 
 
A care relationship is formed in the encounter within the healthcare sector 
(Eriksson, 2014), and its meaning is to strengthen the patient’s health process 
(Kasén, 2002). A positive encounter leads to the development of a care 
relationship, but a failed encounter is associated with difficulties establishing 
a care relationship (Kasén, 2002). The care relationship concept has been 
explored by several healthcare theorists and researchers (Berg, 2006; Chow, 
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2013; Eriksson, 2014; Kasèn, 1997 ; Morse, 1991; Peplau, 1991; Travelbee, 
1971) because it is central to a fundamental way of providing nursing care and 
characterized by a professional commitment. Compared with the friendship 
relationship, the care relationship is focused on the patient and her/his health 
process, where the nurse participates as a professional (Eriksson, 2014).  
 
Communication and interaction are the prerequisites for creating a care 
relationship (Wiechula et al., 2016) and one aspect of the nurse’s role in the 
care relationship is to identify the patient's needs through communication 
(Fakhr-Movahedi et al., 2016). Everyone involved in the care relationship, 
both patient, relative and nurse, has expectations (Wiechula et al., 2016). The 
expectations are based on values and attitudes pertaining to competence, 
commitment and trust. Knowledge, skills, clinical competence and support 
from nurses have been found to be important. The quality of each relationship 
depends on how social and perceptual skills are used (Dimbleby & Burton, 
2005).  
 
The context and the environment also affect how the relationship proceeds. 
The department's environment, culture and workplace hierarchies are a 
decisive factor for a positive care relationship to emerge (Wiechula et al., 
2016). On the other hand, according to Chow (2013), the care relationship can 
sometimes be taken for granted and not reflected on by the nurse and/or 
patient. The care relationship is unique and takes place in a constant 
movement in time and space, time perspectives and contexts.  
 
Triad encounters in healthcare 
 
According to Simmel (1950), a triad encounter consists of three people 
engaged in a discussion and when a dyad, i.e. two persons, becomes a triad it 
affects the encounter structurally, as the roles are unequally balanced between 
the parties, which can complicate the encounter. Triad encounters in this thesis 
are encounters between nurses, patients and relatives. Triad encounter in 
healthcare can increase the nurse’s understanding, reinforce instructions, 
increase agreements, reduce manipulation, promote communication between 
family members and also maintain positive relationships between the patient 
and her/his family (Davidhizar & Rexroth, 1994).  
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According to Hasselkus (1992), relatives as a third person in the encounter, 
can mediate, correct and facilitate the conversations between the parties 
involved, although their presence can also limit the exchange of information 
because the patient enters a passive role leading to fewer questions raised 
(Greene et al., 1994). A precondition for an encounter is that the patient gives 
permission for relatives to take part in the conversation (Dreyer & Strom, 
2019). Some departments have routines for inviting relatives. From the 
perspective of the relatives, they wish for nurses who are amenable, friendly, 
show respect and professionalism in the triad encounter (Jonasson, Liss, 
Westerlind, & Berterö, 2010). 
 
A triad encounter places increased demands on patients, relatives and nurses 
to play an active role in the encounter (Lindhardt et al., 2018). Dorell and 
Sundin (2016) present a conversation model where nurses’ repeated 
conversations with the patient and relative made the relative feel visible and 
important as a person. The planned conversations show the importance of 
being involved in the encounters. The patients and relatives have the right to 
experience professional treatment, and encounters adjusted to their individual 
needs. A professional encounter means encounters based on equality, respect 
and integrity (Wadensten, Engholm, Fahlström, & Hägglund, 2009).  
 
Theoretical framing  
 
The socio-cultural perspective (Säljö, 2014; Vygotsky, 1978, 1987) and the 
interactional perspective (Goffman, 1967, 1974, 1983, 2006) were used in the 
thesis and complement each other in explaining and understanding triad 
encounters between nurses, patients and relatives with focus on the care 
relationship, communication, content and social interaction at a department of 
medicine for older people.  
 
The socio-cultural and interactional perspectives 
 
The socio-cultural (Säljö, 2014; Vygotsky, 1978, 1987) and interactional 
perspectives (Goffman, 1967, 1983, 2006) share basic assumptions about how 
knowledge is developed in practice and interaction. People are always 
mastering new ways of thinking and understanding the world, using previous 
experience in new situations, which gives them certain skills. Knowledge and 
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experience are the resources for acquiring new knowledge together with 
others. Learning can be seen as a side effect of the activities we participate in, 
meaning that learning is a continues activity. Knowledge is thus created by 
the participants’ interaction and action (Säljö, 2014). According to Goffman 
(1974), people understand the activities in which they are participating by 
using their previous experience of similar situations, even if the activity is 
new. The question “what is going on here?”(Goffman, 1974, p.8) contributes 
a shared understanding together with other participants in the encounter.  
 
Both perspectives express that life exists in a social context and share the 
understanding between context, activity and critical thoughts. Communication 
and language in a social context are the most significant component that 
contributes to the development of a common understanding among those 
involved. The relation between thinking, communication and action is 
dependent on the situation, where the central point is the understanding 
between context and individual actions. The perspectives are considered 
holistic in nature and human beings are seen as historical, social and 
communicative in a cultural context (Goffman, 1974; Säljö, 2014; Vygotsky, 
1987). Goffman (1967) argues for the importance of identifying the 
innumerable patterns and natural sequences of behaviour that occur every time 
people come together.  
  
Furthermore, both perspectives share the opinion that persons use various 
resources and tools (artefacts) to interact (Goffman, 1974; Säljö, 2014; 
Vygotsky, 1987). The tools can be physical, for example, a pen and paper or 
a computer programme, or psychological, for example, intellectual, language, 
thinking or signs. In this thesis, the tools used by patients, relatives and nurses 
are communication and language but also notes to aid memory, which can be 
described as psychological tools.  
 
Encounter- a social activity 
 
In this thesis, the triad encounter between nurses, patients and relatives can be 
seen as a social activity that is shaped together in a social interaction and is 
meaningful due to the historical, cultural, social and institutional context. 
According to Goffman (1967), every person lives in a world of social 
encounters, involving either face-to-face or mediated contacts with other 
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participants. The basic idea in the socio-cultural perspective is that the 
encounter is an activity and interplay formed by the historical, cultural, social 
and institutional context (Säljö, 2014; Vygotsky, 1987). How the encounters 
develop between people depends on the social and institutional context in 
which they find themselves and their previous experiences of the activity 
(Goffman, 1961). This means that how the performance of the triad encounter 
is shaped depends on, in this context, previous experiences of similar 
encounters on the part of the nurse, patient and relatives as well as the social 
and institutional context. Thus, the design of the encounters is essential for the 
development of the care relationship (Eriksson, 2014).  
 
Goffman (1959) considered the encounter as a performance where people 
communicate, interact and define the situation. Encounters are universal for 
human interaction and the beginning and ending of the conversation are 
marked (Goffman, 1961), which was used as a starting point for discussing 
the conversations in this thesis. Roles and performances repeated within the 
same frameworks and social institutions are internalized by the actor, the 
actor’s co-workers and the audience, thus, constituting knowledge that forms 
the basis for everyone’s future expectations of the same performance within 
the same or similar social institutions. When this happens in defined and 
specific locations, social institutions are created with predetermined 
expectations, norms and rules which can, for example, affect the triad 
encounter between nurse, patient and relative at the department of medicine 
for older people.  
 
A social institution consists of a front region with formal relationships and a 
back region with informal relationships, where the roles are shaped. 
Preparation of the performance takes place in the back region, to which the 
audience has no access. The performance is carried out in the front region. 
The audience is well aware that the performance they are allowed to take part 
in is a stage where the actors play given roles. With the help of impression 
management they try to maintain the front, norms, rules and the expectations 
that the audience and the actors themselves have on the performance 
(Goffman, 1959). This may mean that it is no coincidence how encounters are 
formed between nurse, patient and relative. The conversation that takes place 
at the encounter is therefore created based on the institution in which it takes 
place on the basis of prevailing norms and rules. 
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Communication- an information and meaning making activity 
 
In this thesis the socio-cultural perspective is used to explain the 
communication between nurses, patients and relatives. In the socio-cultural 
perspective, communication processes and meaning making are in focus. An 
activity does not take place in a social vacuum but is shaped by the cultural, 
historical and social factors of the situation and those involved. 
Communication cannot be separated from how activities are carried out (Säljö, 
2014; Vygotsky, 1987). By learning to use language and thinking, a person is 
able to understand specific situations and develop learning together with other 
individuals.  
 
When the communication is viewed from the socio-cultural perspective in 
healthcare, communication is a piece of information and meaningful activity 
where the nurse can clarify, explain and create understanding for the older 
patients and relatives in the triad encounter, and vice versa. Without social 
communication, there is no development of either language or thinking 
(Goffman, 1967; Vygotsky, 1987). Communication is therefore a unique 
activity for creating knowledge and meaning.  
 
The patients, relatives and nurses are active and where there is action there is 
inevitably learning, but not necessarily intentional learning. Vygotsky (1987) 
sees the environment as a determinant of an individual’s language, learning 
and thinking ability, as well as mental and personal development. How the 
older patient and relatives create an understanding of the care situation may 
depend on the institution’s knowledge culture and tradition, i.e. the 
organizational conditions that prevail. It can also be about how the patients 
and relatives are given the opportunity to attend the encounter, by the nurse, 
who is there as a professional participant. Therefore, it is important that the 
communication between the nurse, patient and relative is constantly ongoing 
in order to create an understanding between the parties. 
 
It is through communication that the individual develops knowledge and 
skills. However, it is through language that people reach each other 
(Vygotsky, 1987). The primary function of language is communication and 
social interaction. In language, the mediating function and the function of 
thinking are combined. Vygotsky (1987) holds that the word is both a 
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communicative and a cultural sign. It is through participation in 
communication that persons meet and can adapt new ways of thinking, 
reasoning and acting (Säljö, 2014). Communication is a constant activity that 
is both verbal and non-verbal. Even when a person is not talking, the body 
language conveys messages about feelings and thoughts. (Linell, 2011; 
McCabe & Timmins, 2013). If the interests of the older patient and relatives 
are not made visible, there is a risk of the encounter giving rise to 
misunderstandings, with patients and their relatives feeling that they were not 
taken seriously or failing to understand the information provided to them 
(Råberus et al., 2018). In such cases, the encounter between nurses, patients 
and relatives can have a negative impact on the care relationship. 
 
In this thesis the encounters are professional and guided by a nurse. Linell 
(1990), describes communication as usually asymmetric, in which participants 
have a differing status, competence, or responsibilities. Institutional 
conversations are asymmetric, where a party steers communication in a certain 
direction (Kasén, 2002). In this context, older patients and relatives can be 
called laymen in the triad encounter in relation to nurses, who can be called 
professional, where the differences between them is that the professional 
possesses both medical and institutional knowledge (Linell, 1990).  
 
The social activities are based on communication and interaction. A key 
characteristic of the activities is the different starting points of the layman and 
the professional. The layman’s basis for the conversation is her/his personal 
experience of life in general. The professional’s basis for the conversation is  
knowledge gained and developed through formal training and professional 
experience within the specific institution (Linell, 2011). It is therefore 
essential to be aware that the social activity, i.e. the triad encounter, between 
older patients, relatives and nurses, is shaped by the institution’s culture and 
history, with its opportunities and barriers, thus the actual content and form of 
the conversation in the encounter is no coincidence.  
 
The institutional communication exchange is characterized by both closeness 
and distance. The closeness promotes a sense of commitment and 
understanding, whereas the distance allows nurses to avoid involving their 
own feelings and private thoughts (Linell, 1990). Conversations in 
institutional healthcare contexts often comprise three parts: the patient’s desire 
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to communicate about her/his health problems; the relative’s desire to 
communicate about the patient’s health and situation; and the nurse’s 
professional need to communicate with the patient and/or relative. This 
situation entails several communication challenges (Agar, 2008) and places 
high demands on nurses in terms of communication skills.  

Social interaction- a relationship-creating activity 

In this thesis the interactional perspective is used to explain the social 
interaction between nurses, patients and relatives. According to Goffman 
(1983), social interaction is when two or more individuals are physically in 
each other’s presence. In a socio-cultural perspective, social interaction can 
be seen as a relationship-creating activity (Säljö, 2014) and the individuals 
involved are considered active in understanding and shaping the world. Social 
practices are not predefined or given, but something that the participants create 
through interaction (Goffman, 1967; Säljö, 2014).  
 
Encounters between nurses, patients and relatives are a common form of social 
interaction (Åstedt-Kurki et al., 2001) where all participants bring 
sociodemographic, psychological, cultural and health-related characteristics 
into the encounter (Fortinsky, 2001). The creation of practices is by its social 
nature not static, meaning that a continuous negotiation of the conditions for 
the situation takes place, leading to a possibility for a socio-historical change 
(Goffman, 1967). Vygotsky (1987) states that interaction leads to meaning 
creation once individuals come into each other’s immediate presence. It is not 
only the visual appearance, the intensity of our involvement, and shape of our 
initial actions that allow others to glean our immediate intent and purpose, but 
whether or not we are engaged in conversation with them at the time 
(Goffman, 1983).  
 
Goffman (1961) distinguishes between unfocused and focused interaction. 
Unfocused interaction exists as soon as individuals are in each other's physical 
proximity and affect each other in some respect, for example two strangers 
who share a seat on a bus and control their behaviour. Focused interaction 
means that two or more individuals have a common focus, for example when 
they are in conversation. In the first case, the interaction is about a shared 
presence, while in the second it concerns a mutual and shared commitment in 
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an encounter. The interaction between patients, relatives and nurses at the 
department of medicine for older people is considered focused interaction 
because it is an encounter where all participants have a common commitment 
and focus, i.e. the patient’s health process.  
 
The encounter between nurse, patient and relative takes place in a specific 
environment and context. This means that rituals and traditions can affect the 
social interaction, implying a risk that, for example, the nurse responds to all 
patients in the same way as opposed to individually, which can cause 
misunderstandings and delay the diagnosis. Social rituals such as greeting 
rituals, create a joint social world (Goffman, 1967). Ritualization in social 
interaction means that the interacting persons use a culturally developed and, 
standard signal system to show that the performance is, within what is 
considered appropriate. The focus on how activities are understood by the 
participants is one important point of interaction between the socio-cultural 
perspective (Vygotsky, 1987) and the social interaction perspective presented 
by Goffman (1967). This implies that actions, events and utterances do not 
speak for themselves, but are instead dependent on how the participants have 
understood them.  
 
Furthermore, social interaction means that there is a risk of disruption due to 
lack of communication, human error or incorrect expectations (Goffman, 
1967). The consequence of this can be that the structure, the routine itself and 
the plan of action within the system are destroyed, while the individual actors 
lose their given roles and self-perception. This causes their identity to be 
questioned or discredited, which may be the case when the provision of care 
does not live up to expectations. The absence of performance can lead to lack 
of a care relationship in the encounter between nurse, patient and relative. 
 
According to Goffman (1974), people make sense of activities by defining 
what is said and done. Definition of the situation means that the persons 
“locate, perceive, identify and label”(Goffman, 1974 p.21), and become a 
resource for giving meaning to the experiences. How situations are defined is 
dependent on earlier experiences and how these are related to the current 
activity. The more familiar the activity, the easier it will be to act in it (Säljö, 
2014). This entails a risk that all involved will take for granted that they all 
agree with a decision, when in fact it has not been sufficiently discussed.  
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People do things in relation to cultural norms, the social role is built on activity 
(Goffman, 1974). Depending on the priorities of the institution, certain values 
are highlighted, and a norm system is constructed, which requires that people 
act and behave in a particular way that is considered appropriate in that 
context. In a triad encounter, between nurse, patient and relative, this can be 
essential for the outcome. An example is what language is used in the ward, 
what subjects are considered relevant or interesting and who determines the 
agenda in the triad encounter. 
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Rationale 

The healthcare sector is facing a challenge, as the growth of the older 
population is leading to an increased number of older people with various 
diseases being admitted to hospital. Despite the fact that Swedish legislation 
states that the healthcare system must strive to design and carry out the care 
together with the patient and relatives, in addition to safeguarding the patient’s 
safety, autonomy and integrity, the Health and Social Care Inspectorate has 
received an increased number of complaints about communication and social 
interaction. Communication and social interaction are central in the encounter 
for creating and establishing a care relationship. A stressful, noisy hospital 
environment, a large number of patients with substantial care needs and lack 
of resources for nurses complicate communication and social interaction in 
the encounter, which negatively affects the care relationship. This leads not 
only to ill-prepared patients who have not fully understood the communication 
and thus have difficulties participating and making decisions about their care, 
but also decreased satisfaction with the care, deterioration in the patient’s 
health process and a delay in diagnosing the patient’s her/his illness.  
 
Due to the ageing population, more relatives will be involved in healthcare. 
Relatives can provide information and serve as a link between the patient and 
nurse during the encounter. The encounter between nurse, patient and relative 
has been sparsely explored, especially regarding the care relationship, the 
content of the communication, nurses’ communication patterns and the social 
interaction between those involved. The fact that professional encounters in 
the healthcare sector are a complex and often criticized phenomenon 
highlights the need to explore them more closely. The socio-cultural and 
interactional perspective is used to explain and understand triad encounters 
between nurse, patient and relative with focus on the communication, content, 
social interaction and care relationship. From this point of view the encounter 
is a social activity that is shaped in social interaction with others and endows 
meaning due to the historical, cultural, social and institutional context. This 
knowledge can contribute to increased understanding of what goes on in the 
encounters in the healthcare sector between nurses, patients and  relatives.
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Aims   

The overall aim of this thesis was to explore and describe the care relationship, 
communication, content and social interaction in the triad encounter between 
nurses, patients and relatives at a department of medicine for older people. 
 
  
 
The specific aims of the four studies were as follows:  
 

• To explain the care relationship in triad encounters between patients, 
relatives and nurses at a department of medicine for older people. 
 
 

• To describe how nurses, communicate with older patients and their 
relatives in a department of medicine for older people in western 
Sweden. 
 
 

• To explore and describe the content of the communication exchanges 
between nurses, patients and their relatives in a department of 
medicine for older people in western Sweden. 

 
 

• To explore social interaction in triad encounters between nurses, older 
patients and their relatives. 
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Method  
 
The method section starts with a description of the research field, the hospital 
where the research took place and the department of medicine for older 
people, followed by the preparation and accessing the field, recruitment and 
participants, the data production and its methods and, finally, a description of 
the data analysis. 
 
All four studies in this thesis were performed in a healthcare context and 
conducted with an ethnographic approach guided by a sociocultural and 
interactional perspective. A central tenet in ethnography, as well in the 
sociocultural and interactional perspective is that individuals’ experiences are 
socially organized (Goffman, 1967; Hammersley & Atkinson, 2019; 
Vygotsky, 1978), where the focus is on human interaction and the construction 
of the interplay between the individuals involved.  
 
Ethnography is based on human science (Roper & Shapira, 2000), and has a 
holistic perspective and values (Holloway & Galvin, 2016). It is a process of 
learning about people by learning from them. Ethnography explores the 
meaning of activity and interaction, hence is particularly useful in the 
healthcare sciences together with the sociocultural perspective (Säljö, 2014; 
Vygotsky, 1978, 1987) and the interactional perspective (Goffman, 1967, 
1983). 
 
As the overall aim of the thesis was to explore and describe the care 
relationship, communication, content and social interaction in the triad 
encounter between nurses, patients and relatives, it was essential to be present 
in order to experience and observe. Ethnography is commonly defined as a 
qualitative research approach aimed at describing a pattern of behaviour, 
within a particular culture, through a systematic method of observing, 
documenting, interviewing, analysing and writing (Hammersley & Atkinson, 
2019). The importance of studying human behaviour in a cultural context to 
gain an understanding of cultural rules, routines and norms is also emphasized 
(Holloway & Galvin, 2016). A fundamental assumption is that every human 
group develops a culture that guides its members’ views on the world and how 
they experience structures (Hammersley & Atkinson, 2019). In the context of 
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this thesis, the groups in question comprise nurses, patients and relatives who 
interact and share each other’s information, knowledge, values and language 
at the department of medicine for older people. According to Holloway and 
Galvin (2016), nurses as ethnographers differ from anthropologists in that they 
only “live” with the informants during their working day and spend their 
private lives away from the location where the research takes place, while 
anthropologists live in the research environment, sometimes for several years.  
 
Research field 
 
The hospital where the data production took place 
 
The hospital was a medium sized public hospital in a municipality with about 
50,000 inhabitants, located in western Sweden. The mission of the hospital, 
which had various departments, was to conduct acute and planned healthcare, 
research, improvement work and education. 
 
The department of medicine for older people 
 
The department of medicine for older people comprised two hospital wards 
and was opened in 2008. The intention was to reduce the long waiting times 
at the emergency department that often lead to a longer stay at the hospital for 
older people. The criteria for admission to the department are being over 75 
years old and having several chronic diseases. A nurse employed at the ward 
expressed it as follows when describing the concept: 
 

For example, a person with heart failure who has deteriorated comes 
to an emergency department where there is a long waiting period. The 
patient has often not taken her/his medication at home or eaten. They 
may have to wait a long time for a medical consultation, during which 
their condition deteriorates further. This leads to longer in-patient care 
with more suffering for the patient. The concept is that the older patient 
should get a bed at the ward, get a quick assessment and also, get an 
assessment of pressure ulcers, fall risk and nutrition. We know that this 
leads to shorter care times and less suffering. We work in a team so the 
patient could meet a nurse first for an assessment and then we consult 
the physician (Interview 1).  
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The goal is to reduce the number of emergency visits, drug prescriptions and, 
in the long term, the total number of care episodes. In the event of acute illness, 
patients can come directly to the wards without first passing through the 
emergency care ward. The patients can contact the wards directly to request 
admission if they had been there before or be referred directly to one of the 
wards from primary healthcare centres. A patient described the stay at the 
ward as follows: 
 

It is so nice to not have to stay in the emergency department. To be able 
to come here directly, yes, when one is so old it is hard to be in the 
emergency department. It is very nice for us older people to come 
directly to the department. It makes the situation less stressful (Informal 
field conversation, patient 9).  

 
Approximately half of the patients at the department come regularly for care. 
Patients are also re-admitted after physician contacts at healthcare centres, the 
ambulance service, from other departments or from homecare. During the 
patients’ stay in the ward, they receive general care, acute illness is treated, 
and plans are made for their future care in collaboration with the healthcare 
organization and relevant municipal services. An overall assessment is made 
of each patient's entire life situation, not just the medical aspects. The way of 
working is characterized by an interdisciplinary approach, where all team 
members work towards a common goal. The teams comprise nurses, 
physicians, enrolled nurses, occupational therapists, physiotherapists and 
counsellors. Everyone who works with the patients shares their opinion and 
knowledge during staff meetings. Patients who are regularly re-admitted 
receive a folder containing up-to-date information on each new care episode. 
This is the patient’s personal folder, which can be used as a memory aid, but 
also to provide information to relatives as well as municipal and care centres. 
The same documents are also faxed to the municipality and primary care 
centres. 
 
Each ward employed 21 nurses. The nurses divided the ward into three 
sections and were responsible for 8 to 10 patients during every work shift. A 
section leader was employed on each ward, who was responsible for the staff 
work schedules and development of the wards. Every ward had a nurse 
responsible for assisting patients who were about to be discharged. Every day 
around five older persons were admitted to and discharged from each ward. 



 

28 
 

Visiting hours were between 13h00 and 19h00, but visits were allowed on 
other occasions when necessary and took account of the relatives’ travel times 
and the patients’ wishes. Several relatives expressed their gratitude about that. 
 

Visiting, yes, I do talk to them [the nurses] when I visit and, on the 
phone, sometimes. I can come here when my wife wants me here. No 
rules and that is fine (Informal conversation, relative 17). 

 
The wards were identically constructed and decorated, so the patients could 
always recognize them regardless of whether they were placed in the first or 
the second ward. When the wards were inaugurated, the intention was that 
they would cooperate when required. Each ward had space for 24 patients, 
consisting of one room with beds for four patients, eight rooms with beds for 
two patients, and four single rooms. Every room had a toilet and shower room. 
Several of the patients had been admitted to the ward before and therefore 
recognized the environment, as illustrated by the following quotation:  
 

Yes, I have been to this ward several times and I like it here. It's like my 
second home. I am familiar with the ward. Most staff recognize me. Yes, 
the days pass, I get stronger. I have my bed. Yes, that's how it is 
(Informal field conversation, patient 20). 

 
When entering one of the wards the first thing one meets is a long corridor 
with rooms on each side. The wards are designed like a T, with a side corridor 
located next to the kitchen area. The wards were always fully occupied so 
there were extra beds in the corridor. A hospital ward is never silent, and these 
wards were no exception. There were footsteps and talking in the corridor, 
someone ringing the alarm and the mumble of voices from the rooms. During 
the day, the ward was like a microcosm of society with both nurses and 
patients doing their chores. In the evening, fewer people were in the corridor 
and the sounds became softer. The fragrance at the wards was a typical 
hospital one, which is difficult to explain. Anyone who has ever visited a 
hospital is familiar with it, as it is a combination of hand disinfection, plastic 
and stale air. 
 
There was a kitchen located near a lift where the staff prepared meals, which 
were delivered from a central kitchen. Meals were served five times a day. A 
combined dining-, television- and visiting room for patients and relatives, was 
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located at the centre of the wards. It was a bright and spacious room where 
patients and visitors could sit down for a conversation, drink coffee or tea or 
watch television. As the wards were located on the 12th and 13th floor, it could 
be enjoyable to just sit down and look at the view through the big window. 
Sometimes this room was also used for meetings between staff and patients 
and/or relatives, if it was available.  
 
There were two different team offices for regular team encounters, which were 
used by the physicians and also for regular team encounters. In addition, there 
were three small reporting rooms with space for two or three persons, which 
were used for reports and conversations, a conference room, a staff area, a 
cleaning room with a decontaminator, a drug storage room and a number of 
general storage rooms. 
 
The nurses’ working day was filled with various routines and the time aspect 
was important for completing all tasks (Box 1). 
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Box 1. Daily routines for nurses at the department of medicine for older 
people. 

 

 
06.30-07.00 Verbal report from the night shift. 
 
07.00-07.15 Morning meeting in the staff room. Information about daily 

monitoring, distribution of work tasks and checks on the risk of 
pressure sores or falls among the patients. 

 
07.15-07.45 Morning check-up. Distribution of medications. 
  
07.45  Breakfast for the patients. 
 
08.00-11.30 Giving infusions. Blood tests. Preparation before round and for 

discharges. Documentation. Update of nursing plans. 
 
11.30-13.00 Distribution of medications. 
 
12.15 Lunch for the patients. 
 
13.00-13.30 Reports to the evening shift. 
  
13.30-14.50 Round. 
 
13.00-14.45 Wound care. Infusions. Documentation. 
 
15.00-19.00 Preparations for the next day, including discharges and  

documentation. Infusions and injections. 
 
17.10 Dinner for the patients. 
 
18.00-19.30 Update e-mail. Prepare checklists. Read meeting protocols. Make 

checklists. Work with specific areas of responsibility. 
 
19.30-21.00 Supper for the patients. Distribute medicines, infusions and 

injections. 
 
21.00-22.00 Report to nightshift. Documentation. 
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Preparation and accessing the field 
 
Before the data production could start, different kinds of preparation were 
necessary, to access and approach the field to conduct research. Gaining 
access to the research field was a long process. The department of medicine 
for older people was selected due to the uniqueness of two wards’ in terms of 
teamwork in the care of persons aged 75 years and over who had a repeated 
need for in-patient care. Sjöström (2016) states that before actual data 
production can begin, researchers need to overcome gatekeepers who resist 
access to a given field. In the present research there were many gatekeepers to 
overcome but it was no problem. Everyone was very helpful and engaged, but 
it took some time to receive permission from all relevant parties. However, 
the process was initiated in February 2015 when written permission from the 
managers of the hospital, the department of medicine for older people, and the 
two wards was received. Oral and written information was distributed to the 
interested parties, and an agreement was signed on access to the research field. 
The information was provided by telephone and by an information letter that 
also contained a consent form, which was sent back to the researcher. The 
agreement was signed by the managers of the hospital and managers at 
University West. 
 
The two ward managers invited the researcher and two of her supervisors to a 
meeting to discuss the research project, which took place in April 2015. Below 
is an extract from the field diary with details of the encounter. 
 

The 16th of April 2015 
Today I and two of my supervisors visited the department of medicine 
for older people for the first time. The managers met us in the corridor 
together with a nurse. They were welcoming and told us about their 
work on the wards. They brought us to a conference room where I got 
the opportunity to present the doctoral project. They did listen carefully 
to what I had to say and asked questions about the project. The 
atmosphere in the room was friendly. Wow, now it's for real! We 
actually made some agreements to start the project. I got some e-mail 
addresses for persons to contact…. (notes from field diary). 
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Healthcare professionals are subject to obligations of secrecy and 
confidentiality (SFS 2009:400). The only formal requirement to gain access 
to the field was to sign a confidentiality agreement guaranteeing the patients’ 
integrity, privacy, safety and security, which was done together with the ward 
managers prior to any contact with patients and relatives. 
 
The next step was to contact the section leaders at the wards. They were 
interested in the research project and arranged two ward encounters and two 
meetings with the nurses, where detailed information was provided about the 
four studies. The section leaders at the wards were a valuable help for 
accessing the field. They made it possible to conduct the participatory 
observations and the informal field conversations as they knew the nurses’ 
work schedules and arranged access. In that way, they acted as a gatekeepers  
(Hammersley & Atkinson, 2019). The section leader informed the researcher 
when one of the nurses, participating in the study would be on duty and 
provided a list of the nurse’s patients during the upcoming work shift. 
 
Another aspect of accessing the field was becoming familiar with the staff. In 
addition to attending departmental meetings, the wards were visited every day 
for two weeks to get to know the staff and become a familiar face by learning 
the routines and work alongside the nurses. Dressed like the wards’ regular 
staff, to fit in and harmonize as recommended by Hammersley and Atkinson 
(2019) there was a mixed expectation of joy and anxiety when entering the 
ward for the first time, which is illustrated below by an extract from a field 
diary note. 
 

When I stood there in the lift on the way up to the 13th floor, I was 
thinking about the day to come. I had deliberately chosen a Saturday 
for my first visit because I thought it might be a day with fewer routines 
and more relaxed staff, who could introduce me to the ward. How 
wrong I was! When I opened the door to enter the ward the nurse 
explained that it was a day with routines that differed from those on 
Monday to Friday. She just stood there and welcomed me in a very 
polite way. The first thing I noticed was that the ward was starting to 
wake up. The time was 6.30 am and the night lamps were still on. I saw 
a long corridor with a window at the end. All the doors to the patients’ 
rooms were open. I heard mumbling voices from different places and 
noticed a scent that can only be associated with a hospital ward. In the 
distance, a telephone was ringing. There was also a sound that I 
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couldn’t identify. The night staff looked at me with curiosity and said a 
welcoming hello when I was introduced. The nurse quickly told me 
about the day to come, about the routines for the day. The staff  
gathered in the staffroom at 06.45. The nurse told about a problem that 
had arisen. A colleague is ill and must be replaced (note from field 
diary). 

 
Fortunately, all parties took a positive attitude towards the doctoral project 
from the outset. Mutual confidence and good relations, promoted by open and 
honest communication between the parties, greatly facilitated the access to the 
field. 
 
Recruitment and participants 
 
As a part of the recruitment process, a poster was pinned on the department’s 
bulletin board with information about the project. It was visible to all passing 
by, including patients, relatives and nurses. 
  
The nurses were recruited at ward encounters and nurse meetings. They were 
recruited on a voluntary basis after receiving verbal and written information 
about the whole project, the content and meaning of participating in the studies 
and their right to withdraw their agreement to participate at any time. 
Following these encounters, informed consent forms were left openly 
available on the staff room table in the two wards for several days so that 
nurses could take their time deciding whether or not to participate. A specific 
and freely available folder was kept on the ward’s administrative desk so that 
nurses could hand in their informed consent forms at their leisure.  
  
Twenty-four of 42 employed nurses representing both wards, volunteered to 
participate in the whole doctoral project. They were aged from 23-63 years 
old. Their professional nursing experience varied from three months to 36 
years and they had worked in the ward for between three months and seven 
years (Table 1). All were registered nurses and four had undergone specialized 
training in nursing for older persons (60 additional higher education credits 
after completing their basic nursing education). The 18 remaining nurses did 
not volunteer and had no further involvement in the study; consequently, 
‘their’ older patients, i.e. the patients in their care, as well as the relatives were 
not involved in the study either. The nurses could choose where the informal 
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field conversations should take place and were also informed about the audio 
recording of observations and field conversations. 
 
Table 1. Overview of the participating nurses.  
Nurses  
(n) 

Age range 
(mean) 

Years of work 
experience 

Years of 
working at the 
ward 

24 23-63 (42) 0.5-36.0  0.5-7.0 
 
 
The recruitment of patients and their relatives took place at the beginning of 
every work session. Prior to the start of the work shift patients with visiting 
relatives were contacted in person for a presentation of the whole doctoral 
project and asked for permission to observe a natural encounter with the nurse 
in charge and to discuss their experiences afterwards with the researcher. The 
patients were asked for permission to allow their relative to take part in the 
study. Information was given that both observations and interviews would be 
recorded with a Dictaphone, placed in the researcher’s pocket. The patient and 
relatives could decide where the interviews would take place. They also 
received written information including the fact that their care would not be 
affected if they declined to participate. Patients identified as critically ill by 
the nurse in charge were excluded for ethical reasons. Because of paralysis 
four of the patients gave their informed consent verbally on a tape-recording, 
while the rest of patients and relatives gave their informed consent in written 
form.  
 
The participating relatives consisted of husbands, wives, daughters, sons, sons 
or daughters in law, friends and grandchildren who were aged between 30 and 
90 years old. The patients were aged from 75-96 years and had multiple 
morbidities that required regular medical in-patient care (Table 2).  
 
Table 2. Overview of the participating patients and relatives. 
 Female 

(n) 
Male Age range 

(mean) 
Patients 24 16 75-96 (85) 
Relatives 18  8 30-90 (59) 
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Studies II and III include all the participants recruited. In studies I and IV data 
from 21 participatory observations with informal field conversations and field 
notes were selected from the whole material. The selected data included 
occasions where patients, relatives and nurses participated in a triad encounter 
(Table 3). 
 
Table 3. Overview of participating patients, relatives and nurses in studies I 
and IV. 
 Female 

(n) 
Male Age range 

(mean) 
Patients 13 8 77-96 (87) 
Relatives 14 7 30-90 (59) 
Nurses 19 0 23-62 (42) 

 
 
Data Production 
 
The data production period lasted from October 2015 to September 2016. The 
data contained 135 hours of participatory observation of nurse-patient, nurse-
relative or patient-relative-nurse interactions with field notes, informal field 
conversations and interviews (Table 4). 
 
Table 4. Overview of data production included in studies II and III. 
 n Hours Pages 
 
Audio recorded participatory 
observations with field notes 
 

 
 40 

 
135 

 
102 single-spaced,    
  12 point 

Informal field conversations 
 
 
Interviews 

120 
 
   
   5  

 106 single-spaced,   
  12 point 
 
  20 single-spaced,  
  12 point 
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For studies I-IV, 21 participatory observations, field conversations and field 
notes where patients-relatives-nurses participated in a triad encounter, were 
selected from the whole data production and comprised 110 hours (Table 5).  
 
Table 5. Overview of the selected data production included studies I and IV. 
 n Hour    Pages 
 
Audio recorded participatory 
observations with field notes 
                                         

  
21          

   
110   

 
57 single- spaced,  
12 point 

Informal field conversations 63            55 single-spaced,  
12 point 
 

 
 
Participatory observation 
 
With participatory observation, the data produced in the ward environment 
involved both closeness and distance (Fangen & Nordli, 2005; Hammersley 
& Atkinson, 2019) in the encounters. Closeness was due to presence and 
participation; distance as a result of being a passive observer. The observed 
parties, i.e. in this case, the patients, relatives and nurses, were fully aware of 
the researcher’s presence and role. The researcher strived for only minimal 
and superficial contact with the observed parties, thus there were no 
interruptions or questions asked during the encounter in order to remain 
objective and avoid influencing event (Fangen & Nordli, 2005). Participatory 
observation differs from complete or total participation in which the 
researcher is actively involved in the observed situation or can be unknown to 
the people observed (Gobo & Marciniak, 2011; Walford, 2009 a). 
 
In this thesis, the participatory observations with attentive listening, field 
notes and informal field conversations, during which questions could be 
asked, were informative and contributed knowledge about the differing 
perspectives of the patient, relatives and nurses during the encounter. Before 
starting up, two test observations were performed to gain experience of 
observing. At first, not interacting in the conversation felt strange, but it was 
good to practice focusing on the encounter. According to Hammersley and 
Atkinson (2019), the researcher’s approach in ethnographic research is two-
fold: there is an emic (insider) perspective and an etic (outsider) perspective 
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(Hammersley & Atkinson, 2019). The two views produce a third dimension 
that illustrates the whole. The emic perspective means that the insiders’ 
perception of reality helps to uncover knowledge about the reason why people 
act as they do (Holloway & Galvin, 2016).  
 
As the researcher had already been introduced to the patient and relative 
during the recruitment process, just a nod or wink to them was deemed 
sufficient when entering to observe the encounter. The researcher then 
remained in the background and tried to listen, observe and take notes and see 
the various perspectives during the encounter. The emic perspective provides  
explanations of events from the point of view of a member of another culture 
and can prevent researchers from imposing their own cultural values and 
beliefs on others. The emic perspective corresponds to the reality and 
definition of the informants (Roper & Shapira, 2000). In contrast, the etic 
perspective means, focusing on the ideas and theoretical views to achieve 
distance from the cultural setting and try to make sense of it (Holloway & 
Galvin, 2016). It means, on the one hand, the researcher was trying to create 
a good relationship to what was happening (emic) and identify explanations; 
on the other hand, to describe, in the writing phase, what was happening (etic) 
in the encounter between patients, relatives and nurses. 
 
The participatory observations covered the everyday encounters between the 
nurses, older patients and their relatives. The observation periods varied from 
three to five hours and each observation lasted for 30-90 minutes. The time 
was decided by the extent of the encounter. Sometimes the focus was on a 
specific activity, e.g. to discuss possible discharge from the hospital, while 
other encounters involved the nurse providing information about a test, which 
made the observation time shorter. 
 
To reduce the risk of observing only part of the whole, a selective intermittent 
time model was selected with a flexible approach to the frequency of site 
(ward) visits (Hammersley, 2006; Jeffrey & Troman, 2004). As a result, the 
observations took place on different days, times and places in the wards. 
However, no participatory observations were carried out at night. A selective 
intermittent approach was used which is characterized by spending a longer 
period of time in the field, for instance from three months to two years, without 
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being permanently present at the observation site, depending on what the 
researcher chooses to focus on (Jeffrey & Troman, 2004).  
 
Field notes 
 
Field notes are the record of the research activities (Roper & Shapira, 2000). 
They were initially a bit unfocused but became more systematic over time and 
as the target of interest emerged. The field notes covered all relevant aspects 
of the observation: the people present, location, time and duration, activities, 
actions, subjects discussed, general atmosphere, movements and the 
immediate thoughts on the observed phenomena. The notes were a 
complement to the recorded participatory observations, as a recording cannot 
capture what is seen (Hammersley & Atkinson, 2019). Sometimes the notes 
were short, while on other occasions they were longer and more detailed. The 
field notes could provide guidance for subsequent observations and 
continuous analysis. Questions arose and were reflected, and an example of a 
field note is presented below (Box 2). 
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Box 2. Field note extract. 

 
The field notes were written both during and after the observations. On some 
occasions it was not appropriate to take notes during the actual observation 
and in those situations then the field notes were written down as soon as 
possible afterwards. Sometimes the field notes were written down in the staff 
room or in the lavatory, because there were no other calm places. In these 
cases, the observation recordings were a helpful support. A pocket-sized 
notebook was used for the field notes. During or after the observations only 
extracts or memory aids were written in the pocket-sized notebook and after 
returning home more work was done with the text and it was transcribed 
electronically. At first, writing down all relevant information was challenging, 

Field note 9 
A communication situation when the nurse enters the patient's room to take 
away a blood infusion and give some information. 
Present in the room are the patient and her daughter. 
Nurse: 4 
Patient: 9. Born in 1938 
Time: Saturday at 2.00-2.45 pm. 
 
There is just a small lamp lighting up in the room, and it is getting darker 
outside. It is a small single room with a hall and a toilet. The patient is sitting 
on the side of the bed with the bedside table in front of her. She is pale and 
looks tired. She smiles and follows the nurse with her eyes. Her daughter 
sits on a chair close to the bed. The nurse greets the patient and her 
daughter by smiling, nodding and waving her hand. The patient and the 
relative rise when the nurse enter the room but sit down again after shaking 
hands with the nurse. The nurse remains in front of the bedside table and 
looks at the patient, smiling, while she is talking. The atmosphere is calm, 
and all involved almost whisper to each other. The nurse and the patient 
are talking to each other. The nurse wonders how she is and feels and also 
informs about the Pneumonia she is being treated for. The daughter just 
listens. Doesn’t interfere in the conversation. She answers when asked a 
question. The communication is mostly between the nurse and the patient. 
The relative interacts with them by nodding and eye movement.  
 
Reflection: How do the patient, relative and nurse interact? In what way? 
I noticed the nurse’s standing position and eye contact. Do they all do that? 
Why don’t they sit down? 
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but with practice it became easier to focus more precisely on what happened 
in the room between the parties involved. At this stage reflections were crucial 
and advanced the work. Reflections (Walford, 2009 b) on what happened 
during the patient-relatives-nurses communication exchange were particularly 
important, such as “Was that action conscious or unconscious?” Below is an 
example of and part of a reflection note: 
 

….does the nurse not stand still while she is talking? Must look for that! 
Why do they do that? Maybe it’s because they’re on the go. In the 
meeting, the nurse checks while she is already thinking about the next 
patient (Reflection note 4, 23 of October 2015). 
 

Informal field conversations 
 
Informal field conversations were conducted to deepen understanding 
(Holloway & Galvin, 2016) of the action that took place in the room during 
the participatory observation from the perspectives of the three participants 
(emic). The informal field conversations concerned what had happened, what 
was said and why. Questions were asked in order to develop different issues 
that arose during the observations. After each participatory observation, the 
informal field conversation was conducted separately with the patients, 
relatives, and nurses (Hammersley, 2006; Roper & Shapira, 2000). The 
conversations were carried out in an informal manner. Rather than following 
a list of specific topics, the questions were derived from the observations and  
a general approach inspired by Silverman (2015) was developed for asking 
open-ended questions, such as: “Can you please tell me about your stay here 
at the ward ?” and “Can you tell me about the previous encounter, and how 
you experienced it ?”. Follow-up question such as, “What did you mean when 
saying?” “How do you mean?” or “Tell me more about...?” were posed to 
obtain more detailed information. The conversations were used to confirm and 
create an understanding of what was observed. 
 
The sessions were recorded with a Dictaphone and lasted for about 10-15 
minutes. The participants had the opportunity to choose where to have the 
location of the informal conversation. The conversations with patients usually 
took place in their room. Mostly only the patient and the researcher were 
present, but if it happened to be a two-bed room another patient could be 
present too. On these occasions, the patient was asked specifically if the 
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conversation should take place in another room, but she/he usually, they chose 
to remain. Informal field conversations with relatives took place in available 
calm spaces such as the nurses’ report room or a secluded place on the 
corridor. On some occasions the relative preferred to be together with the 
patient’s in her/his room. The informal field conversations with the nurses 
took place in the staff room, or in available calm spaces, for example, the drug 
storeroom or reporting rooms. 
 
Follow-up interviews 
For studies, I and II, five semi-structured interviews with nurses were 
conducted with the aim of achieving a deeper understanding of what emerged 
during the encounters between nurses, patients, and their relatives. It was also 
a sort of confirmation of the interpretations in the data analysis and 
preliminary result. When the nurses were recruited, they were invited to 
voluntarily sign up themselves for an extra follow-up-interview and five did 
so.  
 
The interviews were structured and recorded with a Dictaphone. They took 
the form of a normal conversation but with a specific purpose (Silverman, 
2015) and lasted for 20 to 40 minutes. An interview guide was designed based 
on the patterns and potential themes that emerged from the analysis and field 
notes made during the observations. The general question was: “What kind of 
strategies do you use during communication exchanges?” In order to make 
the nurses as relaxed as possible, they were allowed to decide the time and 
location of the interview, which generally took place in the staff or conference 
room. 
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Data analysis 
 
Study I 
 
To explain the care relationship in triad encounters between nurses, patients 
and relatives, data from encounters where all three parties were represented 
for the whole session were required, which is why 21 participatory 
observations with field notes together with the 63 informal conversations were 
selected from the whole dataset. Holloway and Galvin (2016) describe an 
ethnographic analysis based on previously collected data, where the analysis 
process is organized in six steps as follows; 
 
Step1: Organising the collected data. Transcripts from the participatory 
observations, and informal field conversations were repeatedly read to obtain 
a sense of the whole, and subsequently compared to written field notes.  
 
Step 2: Breaking the material into manageable and meaningful sections. The 
data were read word by word and reflected on. Meaning units were formulated 
based on the aim, and manually transferred to coding sheets.  
 
Step 3: Building, comparing and contrasting categories. Codes were sorted 
into categories, which were compared and examined for patterns that 
explained the phenomenon of interest. All researcher discussed the categories 
to identify similarities and differences and the analysis moved back and forth 
during the process.  
 
Step 4: Searching for relationships and grouping categories together. The 
whole data were analysed with focus on the perspective of each party, nurses, 
patients and relatives. These were matched with the categories and then 
broken down into smaller concepts that distinguished specific characteristics 
of each perspective. For example, patients had to learn the ward routines, 
relatives were aware of them but did not have to learn them and the nurses 
tried to find time in a work situation influenced by routines. 
 
Step 5: Recognising and describing categories and process 
The entire data were read as a whole and a process was identified. The analysis 
resulted in three categories and six sub-categories, which were named. 
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Step 6: Interpreting and searching for meaning. During the analysis process, 
all data and emerging categories and sub-categories were considered and 
discussed by all researcher in the team until agreement was reached and an 
overall theme formulated.  
 
Studies II and III 
 
In Studies II and III, data production and data analysis were conducted 
simultaneously, in accordance with the ethnographic research method, 
inspired by Hammersley and Atkinson (2019). In this method, the first 
detailed transcription of observation, field notes, and informal field 
conversations was repeatedly read, to obtain a sense of how nurses 
communicate and the content of the communication exchanges, after which 
they were grouped into sections, and coded. The second and third 
observations, field notes and informal field conversations were then coded and 
compared with the first. Commonalities and similar codes were sorted and 
grouped together for each observation, field note and informal field 
conversation throughout the whole analysis process. When gaps did occur, the 
researcher focused on the observations again and new questions were asked 
based the aims of the studies.  
 
This part of the analysis showed that nurses communicate in different ways 
and thematically, similar topics were placed together and grouped into 
categories. Links between the categories were searched for and described. For 
instance, data were grouped into categories relating to how nurses 
communicate with patients and relatives. The content of the communication 
exchanges varied. 
 
When all data were produced, the transcripts of the participatory observations, 
the field notes and informal field conversations were analysed separately for 
further testing and understanding. Differences and similarities were 
compared, and tentative categories identified. The categories were compared 
and reduced to themes, in which the researchers attempted to identify 
similarities. A broad pattern of thought and behaviour emerged from all data 
produced. The entire data were read again as a whole with reference to the 
tentative themes identified. The preliminary results were considered during 
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the five follow-up interviews with nurses, leading to a deeper understanding 
of the result. 
 
Continuous discussions within the research group during the analysis process 
provided opportunities for an in-depth understanding of the subject studied, 
which is an essential part of the ethnographic method (Hammersley, 2006). 
During the process, all data and emerging categories were considered and 
discussed in the researcher group, until consensus was achieved. 
 
Study IV 
 
In Study IV, the data analysis was conducted using the six-step-guide for 
thematic analysis described by Braun and Clarke (2006) with an abductive 
approach (Eriksson & Lindström, 1997; Peirce, 1990). Braun and Clarke 
(2006) argue that as a method for identifying and analysing patterns thematic 
analysis can be used in various contexts, which is why it was employed to 
analyse social interactions between nurses, patients and relatives. In the 
abductive approach, empiric data and theory alternate and unite (Eriksson & 
Lindström, 1997). The 21 participatory observations with field notes together 
with 63 informal conversations were selected from the whole of the data 
produced to analyse the social interaction between patients, relatives and 
nurses in triad encounters (same sample as in study I). 
 
Step 1: Familiarizing yourself with your data. Initially, the transcribed data 
were read and re-read with particular attention to the aim and three questions 
created from Goffman’s (1983) interactional perspective; “What is going on 
in the triad encounters?” “How do the nurses, patients and relatives define 
the situation?” and “What characterizes interaction; the beginning, during 
and ending phases of the encounter?” Initial lists of ideas about social 
interaction and what was interesting about them were written. 
 
Step 2: Generating initial codes. Coding of data was made by highlighting the 
transcribed text with yellow lines. Features of the data and content relevant to 
each code were written in the text. A table of the different codes identified 
was constructed.  
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Step 3: Searching for themes. Sorting of the different codes led to the 
emergence of potential themes together with the coded data extracts. A 
thematic map was used to give a picture of how the codes and themes were 
connected. 
 
Step 4: Reviewing themes. In this stage, it became clear that some candidate 
themes were not really themes and were sorted into subthemes. All extracts 
for each subtheme were collated and whether they appeared to form a coherent 
pattern was considered. Finally, one theme and four subthemes were 
developed together with perspectives from nurses, patients and relatives. 
 
Step 5: Defining and naming themes. When a satisfactory thematic map of the 
data existed, the theme and subthemes were named. The “story” of each theme 
was identified. Throughout the steps a back and forth movement in the data 
was necessary as the analysis was a recursive process. 
 
Step 6: Producing the report. Finally, the text was embedded to demonstrate 
the prevalence of the theme and strengthened by quotations. 
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Ethical considerations 
 
In the present thesis, the ethical considerations were a part of the research 
throughout the whole doctoral project, from preparation to writing the thesis. 
The ethical considerations were in accordance with Beauchamp and Childress 
(2008) ethical principles for research, Swedish legislation (SFS 1998:205; 
SFS 2003:460; SFS 2010:659) and the Declaration of Helsinki (World 
Medical Association, 2013). As sensitive information (SFS 2003:460) could 
be revealed in the participatory observation and interviewing activities, in 
addition to a risk that people could be in a situation of dependency, an 
application for ethical approval was sent to the regional ethical review board 
in Gothenburg. The board approved the application (Ref:584-15).  
 
Autonomy  
The principle of autonomy states that people have the right to decide how to 
practice their own lives. This means that they are seen as competent to make 
their own decisions, set their own goals and choose what they want to do 
(Sandman & Kjellström, 2018). Therefore, in order to respect the research 
participants' autonomy and integrity, an informed consent process was carried 
out (Beauchamp & Childress, 2008). The informed consent process involves 
giving information to the participants and ensuring that they understand it. 
Prior to agreeing to participate, the patients, relatives and nurses were 
repeatedly provided with both verbal and written information about the 
doctoral project. In addition, a poster with general information about the 
project was displayed prominently in the common areas of the wards. 
 
The participants were assured that their participation was entirely voluntary, 
in accordance with the Declaration of Helsinki (World Medical Association, 
2013). All participants signed an informed consent form before being included 
in the study except for four patients who gave their informed consent on tape, 
because of paralysis. Exactly how the nurses, patients, and relatives were 
recruited and informed is described in the method section. The participants 
were also given the opportunity to choose were the informal field 
conversations and interviewing should take place to make sure that they felt 
relaxed. 
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Beneficence 
The principle of beneficence means putting the person in a better position after 
the research than before (Beauchamp & Childress, 2008). The result of this 
research provides no individual benefit to the participants except for the fact 
that their experience is requested, and someone listens and reflects on the 
content, which could be experienced as something positive. However, their 
participation and the overall results contribute to knowledge development 
about the care relationship between nurses, patients and relatives at a 
department of medicine for older people and can thereby be used to improve 
the quality of work and care in the future. None of the participants received 
any benefits, in form of payment or special treatment for their participation in 
the project.  
 
Nonmaleficence 
To take account of the principle of nonmaleficence (Beauchamp & Childress, 
2008), meaning not to harm anyone and to protect the research participants’ 
integrity, it was explained that the intention was not to judge or assess anyone 
as a person. When analysing and writing it is important not to reveal the 
identities of the participants (Hammersley & Atkinson, 2019; Sandman & 
Kjellström, 2018). Therefore, the results were presented in a manner that 
protects the participants by removing any statements that could identify them, 
i.e. expressions that would be typical of an individual. Furthermore, all 
confidential information gained in the course of the study is stored in a manner 
ensuring that unauthorized persons cannot access it (SFS 1990:782; SFS 
1998:205).  
 
Justice  
The principle of justice means treating people equally (Beauchamp & 
Childress, 2008). Protecting and safeguarding human autonomy, integrity and 
vulnerability can be seen within the same framework that aims to uphold the 
principle of justice, equality and prevent discrimination, all of which were 
focused on in the doctoral project. 
 
An important ethical starting point is to treat people with respect, also those 
who choose not to participate (Beauchamp & Childress, 2008). An often 
overlooked aspect is that all persons affected by the project should be 
informed (Hammersley & Atkinson, 2019). At ward meetings and nurse 
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meetings all staff members received the same information and were also 
informed that they could withdraw from the study at any time. Initially, some 
of the nurses were a bit cautious but after receiving the information, they 
became more interested in participating. Some who decided not to participate 
in the research, contributed in other ways. They were good guides who 
introduced the ward, guidelines, and routines and even provided batteries 
when the Dictaphone suddenly stopped working.  
 

Result 
 
The result section comprises a summary of the four studies, followed by a 
presentation of a model developed from the synthesis of the four studies. 
 
Study I 
 
Study I focused on explaining the care relationship in encounters between 
nurses, patients and relatives. The result showed how those involved strived 
to establish a care relationship by navigating through a process using different 
strategies before, during and after the triad encounter (Figure 1).  
 
Before the encounter, all three parties involved adapted to the ward culture 
and tried to fit in. Patients did so by learning the ward routines and waiting for 
an invitation, relatives by becoming aware of the routines and using different 
strategies to be invited into the encounter, while the nurses tried to find time 
in a situation influenced by routines. They prepared strategies from their own 
perspective as a way of providing information.  
 
During the encounter, the participants focused on three different aspects of 
time. The patients wanted to tell the whole story from the beginning and had 
a historical perspective, while relatives saw the conversation as an occasion 
where they planned for the future. The nurses focused on the present situation. 
All participants attempted to gain knowledge of the situation. 
 
After the encounter, those involved had increased their understanding and 
experienced receiving attention, which made them feel satisfied. 
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The result indicated that if nurses are aware of and understand how to navigate 
through a process before, during and after the triad encounter using different 
strategies, they can acknowledge the stories of both patients and relatives, thus 
facilitating their ability to understand the information. Therefore, it is possible 
to establish a care relationship and strengthen the patient’s position in 
healthcare.  
  
 

 
 
Figure 1. Patients (P), relatives (R) and nurses (N) strive to establish a care 
relationship by navigating through a process before, during and after the triad 
encounter.  
 
Study II 
 
Study II focused on describing how nurses communicate with patients and 
relatives. The result showed a metaphoric description (Table 6), which 
included four different voices: a medical voice described as being incomplete, 
task-oriented and with an illness perspective; a nursing voice characterized as 
being confirmatory, process-oriented and with a holistic perspective; a 
pedagogical voice characterized as being contextualized, comprehension-
oriented and with a learning perspective; and a power voice described as being 
distanced and excluding.  
 



 

50 
 

The voices were reinforced by the nurses’ use of body language and formed 
patterns constituting approaches that changed depending on the situation and 
context. The voices could vary in importance during the conversation. A 
change between the voices indicated a shift in the orientation or situation. A 
nurse could use different voices in a conversation and changed voice 
depending on the social context and subject matter.  
 
The results revealed that if nurses successfully combine the voices, while 
limiting use of the power voice, the communication exchange could become 
a more positive experience for all parties involved and a respectful nurse-
patient-relative communication exchange can be achieved. 
 
 
Table 6. Voices used by nurses in communication exchanges with patients and 
relatives. 
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Study III 
 
Study III focused on exploring and describing the content of the 
communication exchanges between nurses, patients and relatives. The result 
showed three categories of content (Figure 2); a medical content, focused on 
the patient’s medical condition; a personal content focused on the patient’s 
life story; and an explanatory content characterized by nurses attempting to 
increase the patient’s and relative’s knowledge about the patient’s health, and 
nursing needs while using the didactic questions (how, when, what and why). 
 
The nurses’ awareness of the content during the conversation and the didactic 
questions were of significance for improving the patient’s and relative’s 
understanding of the information and increasing patient safety. 
 
 

  
Figure 2. Content of the communication exchanges between nurses, patients 
and relatives. 
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Study IV 
 
Study IV focused on exploring the social interaction in triad encounters 
between nurses, patients and their relatives. The triad encounter could be 
explained as a performance of social interaction containing various roles; that 
of the nurse as a representative of healthcare, that of the patient as a consumer 
of healthcare and that of the relative as the patient’s advocate.  
The result showed one theme based on four categories with perspectives from 
nurses, patients and relatives (Figure 3).The participants tried to create a 
common social situation, where the nurses invited to and established the 
encounter by means of greetings, small talk and body language, the patients 
accepted the invitation with body language, while the relatives politely used 
various strategies involving verbal and body language to receive an invitation.  
 
During the encounter, which was distinguished by leading, following and 
capturing the moment, the nurse carried the responsibility, led the 
conversation and suggested measures. The patients followed the nurse and 
described their health problem through body language with emphasis on 
certain words, while relatives captured the moment and looked alternatively 
at the nurse and the patient.  
 
After the encounter, which was characterized by taking the initiative and 
giving signals to each other, the nurse summarized using ritual language, the 
patient expressed her/his gratitude through verbal and non-verbal expressions, 
while the relative clarified the agreements verbally. 
 
The study provides a more comprehensive understanding of social interaction 
between nurses, patients and relatives that can create a care relationship. 
Nurses have a professional responsibility to reduce the asymmetry in the 
encounter, which can make patients more active and relatives more visible. 
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Figure 3. Social interactions between nurses, patients and their relatives. 
 
 
Creating and establishing a positive care relationship 
between nurses, patients and relatives 
 
To achieve a common wholeness, the results from each study were 
synthesised. A description of creating and establishing a positive care 
relationship between nurses, patients and relatives emerged and a model of the 
combined result was developed.  
 
When the four studies were synthesized to a whole, a model emerged 
describing “What goes on in the encounters in healthcare sector between, 
nurses, patients and relatives?” The model illustrates the four activities as 
puzzle pieces (Figure 4): navigating through different perspectives, being 
involved in the communication, attentive in social interaction and explaining 
the relevant content. When the institutional environment is such that the 
asymmetry between the nurse, patient and relative is limited, and the norms 
and routines promote communication between them, it is more likely that the 
puzzle pieces fit together and provide an opportunity to create and establish a 
positive care relationship in the triad encounter. 
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A positive care relationship can be seen as promoting the patient’s health 
process and a prerequisite for high quality care. If the puzzle pieces do not fit 
together a negative care relationship might develop which can give rise to 
suffering for the patient, thus not strengthening the patients’ health process. A 
positive care relationship provides ideal conditions for a holistic view on the 
part of all involved. 
 
 

  
Figure 4. An illustration of a model for creating and establish a positive care 
relationship in the encounter between nurses, patients and relatives at a 
department of medicine for older people. 
 
 
The result is presented with the studies I, II, III and IV in parentheses to 
illustrate how they are connected to each other. 
 
 
 



 

55 
 

Navigating through the different perspectives  
 
The nurse, patient and relative navigated through the different perspectives to 
find a path where they could meet together (I). The encounters were clearly 
marked with a start, a middle and an end (IV) but were preceded by an 
orientation in time and space (I). Different metaphoric voices were used by 
the nurse during the conversation, where a switch between the voices indicated 
a shift in the orientation or situation (I). Institutional encounters are 
professional and influenced by asymmetry, norms and routines (I, II, III, IV), 
where patients and their relatives learned the routines of the wards to find their 
way in the system. This resulted in an adaptation to the routines and each party 
prepared for the provision and receipt of information. Before the encounter, 
the nurses tried to find a way to create an encounter in a work situation 
influenced by time limits and routines. They also prepared by updating 
themselves on test results and making practical arrangements for the 
encounter. Navigating made the participants strive to create a care relationship 
(I) because everyone tried to fit in to obtain and give information about the 
patient’s illness and health process (IV). 
 
The results indicate that nurses initiate, lead and end the encounters (I, II, IV), 
but they are also able to reduce the asymmetry. Nurses who were aware of the 
process and understood how to navigate between perspectives (I), could 
successfully combine the voices, while limiting the use of the power voice by 
this, thus making the conversation a positive experience for all involved. 
Nurses who invited both patients and relatives and gave equal speaking time 
to all participants succeeded in creating a care relationship based on a common 
understanding (IV).  
 
Being involved in the communication 
 
Being involved in the communication was necessary to understand the 
information and knowledge shared in the encounter (II). This means that the 
nurse started an activity by involving both the patient and relative in the 
conversation, asking didactic questions and giving time to all participants. The 
nurses, patients and relatives followed a given structure (IV), for example, the 
presentation and greeting phases were similar and the nurses took the initiative 
and gave signals, used ritual language and behaviour when starting and ending 
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the encounter. Patients and relatives responded in a non-verbal way with nods, 
smiles and winks (IV). Small talk was also initiated by the nurse at the 
beginning and the end of the conversation (III).  
 
The structure differed during the conversations, nurses used various 
approaches to patients and relatives and the combination of the medical, 
nursing and pedagogical voices increased the possibility of a successful 
outcome (II). It was common for the nurses to be interrupted during the 
conversation by colleagues or telephone calls, which interfered with the 
interaction between the participants (I, II). 
 
The patients and relatives appreciated being involved in communication, 
although problems could arise during the conversation when, for example, 
nurses did not listen or stand still while talking. Sometimes nurses spoke too 
fast. The situation could also become problematic if patients who needed aids 
such as glasses or hearing aids were not given the opportunity to use them. 
For example, if the patient is lying in bed and cannot hear and/or see properly 
she/he will be unable to perceive and understand the information provided, 
especially if the nurse is walking around the room during the conversation (II, 
IV). 
 
Sometimes relatives felt ignored when the nurses did not take them seriously 
(I, IV), which made them quiet and uninvolved in the conversation (IV). Both 
patients and relatives sometimes had difficulties distinguishing who was who 
among the staff (I), for example, the nameplates had small letters which were 
difficult to read, thus the patients and relatives were not sure who they were 
talking to. Misunderstandings could even arise when relatives thought that 
they had informed the nurse but in reality, had encountered another member 
of staff and it later emerged that the nurses were not aware of the information 
(III). Consequently, these factors can explain why some encounters were 
unsuccessful and did not lead to the creation of a care relationship. 
 
Being attentive to the social interaction 
 
Being attentive to the social interaction includes attention, listening and spatial 
aspects (I). The verbal communication was reinforced by body language and 
bodily expressions (II). The nurses, patients and relatives used smiles, nods, 
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winks, eye contact, different tones voice and moods when interacting with 
each other. 
 
The fact that nurses, patients and relatives had different roles contributed to 
asymmetry in the encounter (IV). As professionals, the nurses represented 
healthcare, thus they took charge, initiated the conversation and provided 
information to the patients and their relatives about the patient’s health 
condition, test results and the planned time of care (II). They also asked for 
various information related to the patient’s stay at the ward (II). The nurses 
used eye contact and reinforced what was said with gestures and facial 
expressions (IV). The pedagogical competence was important for the nurses 
but was often used unconsciously (I, II, III). Some nurses were aware of the 
asymmetry and used the didactic questions to involve the patients and their 
relatives during the encounter (II).  
 
The patients saw themselves as a person in need, a consumer of healthcare 
(IV). They tried to fit in, be pleasant, provided information, answered 
questions and remained passive in the encounter (I). They followed the nurse 
by eye contact and smiles but did not take the initiative until they were asked 
to (I). Patients often got up (if sitting) when the nurse entered the room and 
responded to the nurse’s greeting ritual. Sometimes they asked for help from 
their relatives (IV).  
 
The relatives’ perception was that they were the patient’s advocate (IV). As 
the patient’s representative, they expected to receive information about her/his 
health, planned stay (III) and to contribute information that was important for 
the patient’s care (IV). They followed the nurse with their eyes and waited for 
their turn to be a link between the patient and nurse (II). The relatives’ role as 
the patient’s advocate was often overlooked as the nurses focused on the 
patient (IV). Relatives with work experience of healthcare, or of being a 
patient themselves were more active during the encounter and participated in 
the conversation fairly quickly. While this led to an engaged conversation, it 
sometimes made the patient even more passive (IV). 
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Explaining the relevant content  
 
Explaining the relevant content, was significant for the encounter (III). It 
provides a basis for social interaction by means of a personal and explanatory 
approach. Nurses, patients and relatives brought a story to the conversation 
and explained the content to each other (III). The relevant content had three 
different perspectives. Patients wanted to tell and explain the whole story, 
from the start of their illness until admission to the ward, while relatives saw 
the conversation as an occasion where they could support, explain and 
promote the patient’s recovery. The relatives mostly planned for the future, 
when the patient would return home (III, IV). Nurses focused on explaining 
the present situation and being updated. Thus, all parties involved focus on 
different aspects of time during the conversation, by which they gain an 
understanding of the patient’s life situation (I). 
 
The explanatory content was related to increasing the participants’ 
understanding of the patient’s health, medical needs and social situation (III). 
The medical content was an important part of both the conversation and the 
nurses’ daily tasks, duties and routines. Nurses provided and received 
information about the patient’s condition, the content of which was generally 
influenced by the situation and context (III). Nurses usually communicated 
with different voices, which can be seen as communication approaches or 
styles (II). The medical voice was task oriented and had an illness perspective 
comprising medical content (III), which led to increased understanding for all 
participants (I). The nursing voice was process-oriented with a holistic 
perspective (II) and involved personal content (III). The pedagogical voice 
was contextualised and comprehension oriented (II) and had an explanatory 
content (III) to facilitate knowledge for all involved (I). The voices could vary 
in importance during the conversation and when nurses switched between the 
voices there was a shift in orientation and content (IV). 
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Discussion 
 
The discussion section begins with the methodological considerations, 
followed by the researchers’ role and reflexivity and finally a discussion of 
the result.  
 
Methodological considerations 
 
Trustworthiness 
The trustworthiness of qualitative data is described and assessed by a 
combination of credibility, dependability, confirmability and transferability as 
described by Lincoln and Guba (1985).  
 
Credibility 
According to Lincoln and Guba (1985), credibility concerns confidence in the 
validity of qualitative data and how the data have been interpreted. To 
strengthen credibility, a detailed and thick description of the method, setting, 
participants, data collection and results has been provided in the thesis and the 
articles. The data production took place from October 2015-September 2016. 
During the long data collection period, the researcher had the opportunity to 
learn the rituals, routines and norms in the department where the nurses 
worked and to test whether misunderstandings and false assumptions were 
implicit in the situation, which can strengthen credibility. Credibility is further 
enhanced if a number of authors analysed the data material. The research 
group was cross-professional, and the analysis was critically discussed as 
teamwork. Each group member’s preunderstandings were reflected on during 
the process. 
 
Feedback to all participants is important and the results (Studies II and III) 
were presented to a small group of nurses who confirmed them. Although the 
transcribed texts were not returned to all participants for corrections or 
comments, their statements were summarized during the interviews, which 
allowed them to confirm or clarify their answers. 
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Dependability 
Dependability refers to the study’s replicability and consistency (Lincoln & 
Guba, 1985). Dependability is strengthened by performing the observations at 
different times during visiting hours, in different places on the ward and on 
different days (Jeffrey & Troman, 2004), in order to avoid observing a 
phenomenon that, for example, only occurs at 5 pm on a Wednesday.  
 
The data production was made by the researcher, which can be considered an 
advantage because all production was conducted in the same way. However, 
this might have affected the later data production, as experiences of the earlier 
participatory observations and informal field conversations could have 
influenced the types of follow-up question. To minimize that risk, the first 
researcher transcribed the recorded participatory and field conversations 
shortly after they ended, after which the transcripts were shared and discussed 
with the research group. 
   
Confirmability 
Confirmability refers to objectivity and that the findings reflect the voices of 
the participants and not those of the researchers (Lincoln & Guba, 1985). 
Based on the aims of the studies, the ethnographic method was considered 
useful when it came to describe a ward culture where the encounters took 
place between nurses, patients and relatives, in a department of medicine for 
older people. The ethnographic method combined with data production 
methods (participatory observations, informal field conversations and field 
notes) made it possible to gain greater insight into the perspectives of nurses, 
patients and relatives and strengthens the studies.  
 
As an observer during the participatory observations there was a risk of 
influencing the situation and that the observed parties might modify their 
behaviour in response to their awareness of being observed (Hammersley & 
Atkinson, 2019), which can be a limitation. A dependency situation can 
emerge where patients and relatives feel that they have to participate. There is 
also a risk that nurses may make some extra effort in their work. To reduce 
this risk, it was important to become a familiar face at the ward. By 
accompanying the nurses for two weeks before starting the fieldwork and 
spending time at the ward and ward encounters, the staff and researcher 
became familiar with each other. 
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The informal field conversations were directly connected to the encounters, 
thus the participants had a clear memory of the encounter, which strengthens 
trustworthiness (Hammersley & Atkinson, 2019). Quotations have been 
provided to enhance the confirmability (Fangen & Nordli, 2005; Lincoln & 
Guba, 1985) and ensure that the result reflects the participants’ voices. The 
use of quotations was considered important because ethnography is 
characterized by descriptions of culture in which the naturally occurring 
language of the participants should be elucidated (Hammersley & Atkinson, 
2019). 
 
Transferability 
Transferability means the extent to which the results can be transferred to 
other groups and settings (Lincoln & Guba, 1985). Assessment of the 
transferability requires a thorough description of the selection of participants, 
units of analysis and context description (Hammersley & Atkinson, 2019). A 
thorough description has been provided throughout the research to allow 
readers to assess whether transferability is possible to environments other than 
the department of medicine for older people. Transferability might be 
applicable to the wards for older persons with similar characteristics and those 
where many relatives are present. A limitation in terms of transferability is 
that the data production was limited to two wards, thus no general conclusion 
can be drawn.  
 
The researcher’s role and reflexivity 
 
A part of the ethnographic approach is reflexivity, which means reflections 
and discussion about the researcher’s role during the fieldwork (Hammersley 
& Atkinson, 2019). The theoretical frame of the thesis was a socio-cultural 
and interactional perspective, which considered the triad encounter as a social 
activity that is shaped together with others in social interaction and gains 
meaning from the historical, cultural, social and institutional context. This 
perspective may have affected the researcher’s way of understanding the 
participatory observations. Being a part of the social world studied places 
demands on developing a reflexive awareness of the significance of one’s own 
presence. As a fourth person in the room, the researcher affects and is part of 
the data production. The researcher tried to develop a reflexive approach to 
the social world studied through listening, seeing and reflecting. One of the 
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difficulties with presence was the need to avoid confirming the gazes and 
laughter of the participants. Lowering the eyes when some of the participants 
tried to make eye contact and standing in the corner in a corner were some of 
the strategies adopted for not interrupting the conversations. 
 
The goal of the fieldwork was to explore the communication, care relationship 
and interaction between nurses, relatives and patients in the encounter at a 
department of medicine for older people. The experience of healthcare meant 
a certain degree of familiarity, but the researcher had no previous experience 
of medical care for older people. The advantage of that was that the researcher 
had no preunderstanding about the care and routines on the ward and instead 
needed to become a familiar face at the ward. Therefore, the researcher 
accompanied several nurses during their work for two weeks before starting 
the fieldwork. This preparatory period allowed the researcher to get to know 
the staff, duties, environment and routines, but also enabled the nurses to get 
used to the researcher’s presence and to ask questions about the project.  
 
During that time contact was also established with patients and relatives. The 
care times were often short, but although the same persons were not there 
throughout the project, the researcher received a short introduction to what it 
was like to be a patient and relative in the ward. Finally, the researchers’ 
presence at the ward became so “normal” that the staff humorously referred 
the researcher as “the shadow” in the corridor. 
 
The closeness to the team and patients made it possible to produce first-hand 
data of a local character (emic). When being present and trying to share the 
nurses, relatives and patients’ way of experiencing and seeing their world 
there is a risk of becoming too close to them and going native (Hammersley 
& Atkinson, 2019; Holloway & Galvin, 2016; Roper & Shapira, 2000). Being 
part of the group may entail a loss of ability to observe and understand the 
meaning of actions, events and interaction (Fangen & Nordli, 2005). By 
applying a disciplined, selective, intermittent approach the risk of going native 
may be reduced, as such an approach forces the researcher to regularly leave 
the field for reflection and to return with a more open attitude (Jeffrey & 
Troman, 2004).  
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The endeavour was to act on this advice from the literature during the 
fieldwork, but at times it was difficult, as indicated by the following example; 
during the ward activities only being present as an observer led to some 
difficulties as the nurses were well aware of my healthcare background. One 
evening when the nurses were short staffed and there was a chaotic situation 
on the ward, one of the nurses asked for assistance because she was in a 
stressful situation. That became a sort of ethical dilemma. After explaining the 
issue in a friendly manner, the nurse understood and respected the decision. 
 
Participatory observations can be perceived as intrusive (Hammersley & 
Atkinson, 2019). Therefore, the nurses, patients and relatives were asked 
whether they experienced the researcher’s presence as unpleasant or intrusive 
and none of them expressed any such feelings. As the patients are in a situation 
of dependency, an awareness of this problem is important. An awareness that 
the presence of the researcher can change or affect the situation in different 
ways is also required (Fangen & Nordli, 2005). There is always a risk that 
individuals will modify their behaviour in response to their awareness of being 
observed, the so-called Hawthorne effect (Silverman, 2016). These issues 
were difficult to deal with but were reflected on together with the research 
group on many occasions.  
 
Another potentially problematic aspect of participatory observations could be 
that participants may forget that they are being observed and audio-recorded 
and therefore reveal things about themselves that they normally would not 
have revealed (Sandman & Kjellström, 2018). The researcher tried to keep in 
mind the basic ethical principle of avoiding harm to the people in the situation 
studied (Hammersley & Atkinson, 2019) and when informing about the study 
made it clear to the participants several times that the Dictaphone would be 
employed as a working tool. 
 
Moreover, sometimes a nurse, patient or relative wanted to involve everyone 
in the conversation and asked for their views, including those of the 
researcher. At that time, a stance was adopted to get involved in some small 
talk. However, it required a sense of knowing when to step back and not 
interfere. It was a difficult balance on some occasions. 
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Informal field conversations and interviews are more likely than 
questionnaires to lead to the development of closeness and more open 
relationships with respondents (Sandman & Kjellström, 2018). Although the 
participants could choose a calm place and time, a possible drawback of such 
closeness can be that respondents may adapt their answers in order to please 
the researcher (Hammersley, 2006). To reduce this possible source of error, 
the interview questions were asked several times and in different ways during 
every informal field conversation and interview. 
 
The data analysis continued during and after the ethnographic fieldwork. An 
overall goal of the analysis was to explore, explain and describe the meaning 
of action such as communication and social interaction and even during this 
process it was necessary to move between closeness and distance in order to 
gain an understanding.  
 
Discussion of the results 
 
In this thesis the care relationship, communication, content and social 
interaction in the triad encounter between nurses, patients and relatives at a 
department of medicine for older is people explored and described. The result 
is discussed under the following headings: the care relationship in relation to 
the participants, the care relationship in relation to the encounter and the care 
relationship in relation to the institutional environment. 
 
The care relationship in relation to the participants  
 
The overall result showed that it is important that the nurse, patient and 
relative understand each other, which implies understanding the patient’s 
story, the nurse’s information and the relative’s need for information. 
Communication and learning enable a person to understand specific situations 
and develop learning together with other individuals (Säljö, 2014; Vygotsky, 
1987). Therefore, when all participants in the encounters contribute by being 
active and involved in the communication, attentive to the social interaction 
and explain the relevant content, a positive care relationship can be created 
and established.  
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The result illuminated how the encounters as an activity are developed and 
that they are dependent on norms and routines in the social and institutional 
context. According to Vygotsky (1987) an activity is shaped by cultural, 
historical and social factors. Goffman (1967) states that people in an 
organization carry norms, values and previous experience of similar situations 
that influence their practice and understanding of the activity they participate 
in. This can be understood to mean that the ward culture affects the care 
culture, i.e. how the care is performed (Rytterström, 2011). The care 
relationship is about strengthening the patient and her/his health process 
(Eriksson, 2014; Kasén, 2002). Therefore, it is important how the ward culture 
is shaped by the cultural, historical and social factors that give rise to the 
norms and routines, which can either strengthen or hinder the creation of a 
positive care relationship between nurse, patient and relative. 
 
The result showed that the four activities, i.e. navigating through different 
perspectives, being involved in the communication, being attentive to the 
social interaction and explaining the relevant content to each other, are 
essential for creating and establishing a positive care relationship. Based on 
Goffman (1967), these activities can be likened to social activities that the 
participants bring about through interaction and can lead to the creation of 
meaning. In this way, it is a possibility to employ a person-centred approach, 
which means that patients’ actively participates in planning and implementing 
their own care in collaboration with the professionals in order to uphold their 
dignity and provide autonomy and choice (Edvardsson, 2015; Edvardsson, 
Watt, & Pearce, 2017; McCormack et al., 2010). This implies that the results 
of the present study, can be related to a person-centred approach, when 
patients have the opportunity to describe their inner resources and relate their 
stories about experienced illness. 
 
The result showed that nurses, patients and relatives had different roles in the 
encounter. The nurse as the healthcare representative, the patient as the care 
consumer and the relative as the patient’s advocate. Patients and relatives 
often handed over the responsibility to the nurse as a representative of 
healthcare. Seeing and meeting the patient as a person is an important aspect 
in care (McCormack et al., 2010). If patients do not have the strength, or wish 
to be active in the encounter, it may result in their needs not being discussed 
or met. If the nurses are aware of and understand how to navigate between the 
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different perspectives and involve the patient and relative in the 
communication, are attentive to the social interaction and explain the relevant 
content, a care relationship can be created and the patient’s position in 
healthcare is strengthened. 
 
The result also showed that those involved followed a given structure during 
the encounter with a beginning, a middle and an end in accordance with Linell 
(2011), who stated that this is universal for healthcare encounters. 
Furthermore, the result revealed that the nurse, as a professional, invited, 
started, led and ended the encounter. This means that the encounter can be 
seen as asymmetric when the nurse decides the agenda. According to Goffman 
(1961) an asymmetric relationship can be both strengthened and toned down 
depending on those involved. The patients can easily participate in their own 
care when the nurse meets their individual needs and respect their values 
(Edvardsson, 2015). The asymmetric relationship during the encounter, in this 
study, may explain why the patients were fairly passive, even though they 
tried to fit in, be pleasant, provide information and be adaptable. 
 
Another finding was that the relatives’ role in the encounter is to advocate on 
behalf of the patient, but this role is not very visible. Relatives connect the 
patient to everyday life (Li et al., 2000) and function as a bridge between the 
nurse and the patient (Åstedt-Kurki et al., 2001). Although nurses often rely 
on relatives to give them relevant information about the patient (Akroute & 
Bondas, 2016), the relatives in the studies on which this thesis is based wanted 
to participate in the encounter but the nurses did not always let them do so to 
the extent they would have wished. Relatives with care experience were an 
exception. Their experience of the environment and routines made them take 
part in the encounter. According to Zotterman et al. (2018), relatives feel 
valuable in their role and develop a sense of community with all involved. 
Swedish legislation states that the patient’s integrity and safety should be 
safeguarded (SFS 2010:659; SFS 2014:821), but in a context where the patient 
asks her/his relatives for help, it is extra important to take account of this and 
work together for safe care. 
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The care relationship in relation to the encounter 
 
The result showed several mistakes that could occur in the triad encounter 
between the nurse, patient and relative. An encounter between three persons 
is more complex than between two (Simmel, 1950), and a triad affects the 
encounter structurally as the roles are unequally balanced between the parties, 
which complicates the interaction. The result indicated that communication 
and interaction in the encounter between the nurse, patient and relative could 
be based on certain assumptions about how messages should be interpreted, 
which could lead to misunderstandings when either of the parties involved is 
unfamiliar with the assumptions or does not understand them. The nurses 
spook sometimes too fast or did not stand still while speaking, which could be 
unconscious actions. This may be why the patients did not always understand 
the information provided as they had serious illnesses and in some cases 
perception difficulties. There may be problems in the encounter which, 
according to Vygotsky (1978), means that the information can be 
misinterpreted or misunderstood. Satisfied patients and relatives are more 
likely to follow advice and instructions (Zolnierek & Dimatteo, 2009), while 
an encounter that lacks communication and interaction can leave patients and 
relatives confused and dissatisfied (Råberus et al., 2018). Therefore, the 
design of the encounter is essential for creating a care relationship (Eriksson, 
2014). 
 
In the present thesis the nurses, patients and relatives made preparations before 
the encounter. Consequently, that means that the encounter starts before the 
three parties even met. Goffman (1959) states that the preparations take place 
in the back region, to which the other participant have no access. For nurses, 
that could be preparing themselves by reading test results and making notes, 
for patients by learning routines, making notes and sometimes asking relatives 
for support, while relatives prepared notes about what questions to ask. This 
preparation may allow those involved to be prepared for the encounter which 
can facilitate the creation of a positive care relationship. 
 
The result reveals that the participants tried to create a social situation during 
the encounter. According to Goffman (1959), a social institution consists of a 
front region with formal relationships. The encounter can be described as a 
front region with a formal relationship that is shaped with given roles, norms 
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and routines, which reflect the ward culture. In the specific culture, 
participants interpret the encounter using experiences of similar situations and 
act in the manner that the situation allows and encourages (Vygotsky, 1978). 
This means how the patient and relative are given the opportunity to 
participate in the encounter depends on the department’s norms and routines. 
 
The result showed the importance of the nurses having pedagogical 
competence, despite the fact that their pedagogical actions were not always 
conscious. To create and establish a positive care relationship conscious 
actions are needed to enhance understanding for those involved in the 
encounter. Nurses’ pedagogical competence in clinical work has been shown 
to be unclear (Bergh, 2016).  
 
From the result it is evident that didactic questions are useful tool for the 
nurses when trying to enhance the patients and relatives’ understanding of the 
information provided. When a patient understands the information, she/he is 
motivated to follow the advice and recommendations, which can result in 
faster recovery (Zotterman et al., 2018). Therefore, an increased awareness 
about the importance of pedagogical competence, for nurses, but also their 
employers, is necessary. 
 
The care relationship in relation to the institutional environment 
 
The result reveals that the institutional environment with its rituals, norms and 
routines affects the creation of a care relationship between nurses, patients and 
relatives. During the encounters, the nurses were constantly interrupted by 
colleagues and other staff or telephone calls. As these interruptions were 
legitimate no one questioned them. According to Goffman (1974), people do 
things in relation to cultural norms, and the social role. Depending on the 
priorities of the institution, certain values are highlighted, and a norm system 
is constructed, which requires that people act and behave in a particular way. 
In healthcare, the ward culture can be experienced as positive and enabling 
good care but also as defective and an obstacle to good care (Rytterström, 
2011). The ward culture is based on a tradition that is co-creative for how care 
is understood. The boundaries can be changed and moved as new people, ideas 
and influences are added (Goffman, 1967). This can make it difficult for 
patients and relatives to influence their situation as the ward culture can be an 
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obstacle and even affect the opportunity to create and establish a positive care 
relationship. 
 
The result shows that the four activities, i.e. navigating through different 
perspectives, being involved in the communication, being attentive in the 
social interaction and explaining the relevant content among the participants 
are important for creating and establish a positive care relationship. When one 
or more activities are missing there is a risk that the encounter will fail, thus 
decreasing the likelihood of creating a care relationship.  
 
According to Zolnierek and Dimatteo (2009), healthcare cannot afford 
negative encounters, which can be equated with inadequate patient safety and 
involve risks such as deterioration in the patient's health or delay in diagnosing 
her/his illness. This entails additional costs for society, as misunderstandings 
may lead to increased contacts with the healthcare system. The Health and 
Social Care Inspectorate (2018) compilation of patient complaints shows that 
patients want easier communication, better dialogue and the ability to 
understand what the next step in the care chain is. Therefore, awareness of the 
complexity of creating and establishing a care relationship between nurses, 
patients and relatives should be illuminated. 
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Conclusion 
 
This thesis contributes knowledge about creating and establish a positive care 
relationship between nurses, patients and relatives, in a triad encounter, at a 
department of medicine for older people.  
 
In the triad encounter between nurses, patients and relatives they navigated 
through a process before, during and after the encounter using different 
perspectives, being involved in the communication, being attentive to the 
social interaction and explaining the relevant content to each other. A mutual 
understanding of the patients’ story, the nurses’ information and the relatives’ 
need for knowledge was crucial for creating and establishing a positive care 
relationship.  
 
The professional encounter, which was an asymmetric, took place in an 
institutional environment with norms and routines. The nurses’ role as a 
professional is crucial, as they start, lead and end the encounter. If the nurses 
minimize the asymmetry and combine the medical, personal and pedagogical 
questions, an opportunity arises for creating and establishing a positive care 
relationship that enables the patients to become more active and the relatives 
more visible. This can contribute to strengthening the patient’s position in 
healthcare and increasing patient safety. 
 
In practice, the thesis can be used to increase knowledge, awareness and 
understanding about the complexity of creating and establish a positive care 
relationship between nurses, patients and relatives in a triad encounter at a 
department of medicine for older people.  
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Clinical implication 
 
Based on the present results, the following implications for practice are 
proposed: 
 

• Create knowledge at wards for older people about triad encounters 
and the conditions necessary for such encounters. This can be done 
through discussions, sharing experiences and in-service training or 
themes at ward encounters.  
 

• Knowledge development is needed to make nurses’ communication 
and pedagogical work more visible. This can be done through 
discussions, sharing experience and knowledge between nurses and 
department managers and through in-service training. 
 

• Raise nurses and nursing students’ awareness of the complexity of 
triad encounters and the tools that nurses can use to strengthen the 
position of patients and relatives; didactic questions, communication, 
humour and bodily expressions to reinforce, explain and provide a 
person-centred approach. This can be done through social 
networking, discussions or different themes at the ward. 
 

• Create conditions at the wards, for example, a larger number of 
conversation rooms so that nurses are able to prepare and have time 
to sit during the encounters. This could also include discussions about 
norms and routines, for example, respect for each other’s time and not 
disturbing each other. 
 

• The results can be used in an educational context for preparing 
educational courses within the nursing programme about the need for 
nurses to reduce asymmetry in encounters, navigate through different 
perspectives and use communication that involves all parties being 
attentive to the social interaction and explaining the relevant content 
to create and establish a care relationship between themselves, 
patients and relatives. 
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Further research 
 

• The studies revealed that if the puzzle pieces, in the model fit together, 
an opportunity arises to create and establish a positive care 
relationship in triad encounters. An intervention to implement the 
model developed in this thesis would be of interest. A quantitative 
study with a hypothesis from the model could be used to measure the 
satisfaction with the care relationship. 

 
• The studies showed that relatives are fairly invisible in the encounter 

between the nurse and, patient. Therefore, it would be interesting to 
conduct a qualitative study with relatives about their need for support 
when a family member is hospitalised at a department of medicine for 
older people and what sort of support the nurse can provide.  

 
• The studies indicated that patients were passive in some of the 

encounters. Therefore, it would be interesting to perform a study that 
more closely describes the older patient’s experience of participating 
in conversations with nurses and relatives when hospitalised.  
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Svensk sammanfattning 
 
Den här avhandlingen handlar om vårdrelationen, kommunikationen och dess 
innehåll samt den sociala interaktionen i möten mellan sjuksköterska, patient 
och närstående vid en medicinsk äldrevårdsavdelning. Avhandlingsarbetet 
består av fyra delstudier och en kappa som tillsammans bildar en helhet. 
 
Inledning   
 
Inom hälso- och sjukvården genomförs dagligen möten av olika slag. Mötena 
är viktiga och många gånger avgör de om patienter och närstående har upplevt 
vården som tillfredställande eller inte. Trots att möten i vården ska genomföras 
på ett säkert och respektfullt sätt ökar antalet klagomål till inspektionen för 
vård och omsorg (IVO). Klagomålen gäller till stor del bristande 
kommunikation och interaktion. Vanligen gäller det information om 
hälsotillstånd och vård, men även missförstånd som uppstår på grund av 
stressiga vårdmiljöer och tidsbrist. Den svenska lagstiftningen betonar att 
sjukvården ska sträva efter att utforma och utföra vården med respekt för 
patientens autonomi, integritet och säkerhet. Bristande kommunikation och 
interaktion kan leda till hinder för patienter att förbereda sig, vilket kan 
försvåra deras möjlighet att delta i sin vård. Det finns således risk att 
patientens hälsoprocess försämras till följd av, till exempel, försenad 
diagnostisering. I förlängningen kan det påverka patientsäkerheten samt ett 
ökat missnöje med vården hos patienter och närstående. 
 
Vid möten mellan sjuksköterska, patient och närstående, så kallade 
triadmöten, är fokus att identifiera patientens behov med syfte att skapa en 
vårdrelation som bygger på ömsesidighet, kommunikation och interaktion. 
 
Den teoretiska ramen 
 
Det sociokulturella perspektivet beskrivet av Vygotsky och Säljö, och 
interaktionsperspektivet från Goffman användes för att förklara och förstå 
vårdrelationen, kommunikationen, innehåll och den sociala interaktionen i 
mötet mellan sjuksköterska, patient och närstående. Utifrån dessa teoretiska 
perspektiv ses människan som en historisk, kommunikativ och social varelse 
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i ett kulturellt sammanhang. I aktiviteten, dvs. i detta fall mötet, kan lärande 
och ständig utveckling ske tillsammans med andra genom kritisk reflektion 
och diskussion.  
 
Syften 
 
Det övergripande syftet var att utforska och beskriva vårdrelationen, 
kommunikationen, innehåll och den sociala interaktionen i triadmötet mellan 
sjuksköterskor, patienter och närstående vid en medicinsk äldrevårdsenhet. 
 
De specifika syftena i delstudierna var följande: 
 

• Att förklara vårdrelationen i triadmöten mellan patienter, närstående 
och sjuksköterskor vid en medicinsk äldrevårdsenhet. 
 

• Att beskriva hur sjuksköterskor kommunicerar med äldre patienter 
och deras närstående vid en medicinsk äldrevårdsenhet i Västsverige.  

 
• Att utforska och beskriva innehållet i kommunikationen mellan 

sjuksköterskor, patienter och deras närstående vid en medicinsk 
äldrevårdsenhet i Västsverige. 

 
• Att utforska social interaktion i triadmöten mellan sjuksköterskor, 

äldre patienter och deras närstående.  
 
Metod  
 
De fyra studierna genomfördes vid två medicinska äldrevårdsavdelningar vid 
ett sjukhus i Västsverige. Studierna hade en etnografisk ansats. Denna ansats 
användes eftersom den är lämplig när medlemmar i en grupp eller kulturella 
handlingar och beteenden, ska utforskas och beskrivas. Datamaterialet 
producerades i samtliga studier genom deltagande observationer, informella 
fältsamtal och fältanteckningar med sjuksköterskor, patienter och närstående. 
I studierna II och III gjordes även uppföljande intervjuer med sjuksköterskor. 
Datamaterialet analyserades i studie I, II och III med etnografisk analys och i 
studie IV användes tematisk analys med en abduktiv ansats.  
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Resultat 
 
Resultatet presenteras först genom en sammanfattning av varje studies resultat 
och därefter genom en syntes av studiernas sammantagna resultat.  
  
Resultatet i studie I visade hur patienter, närstående och sjuksköterskor strävar 
efter att etablera en vårdrelation genom att navigera med hjälp av olika 
strategier före, under och efter mötet. Före mötet anpassade sig deltagarna till 
avdelningens rutiner och de använde olika strategier för att tillhandahålla 
information till varandra. Under mötet bidrog deltagarna med sina berättelser: 
patienter pratade om hela sin sjukdomshistoria, närstående om framtiden och 
sjuksköterskorna om det som ägde rum i nutid på avdelningen. Deltagarna tog 
även med förväntningar in i mötet vilka handlade om att utbyta kunskap om 
patientens hälsoprocess. Efter mötet sågs vårdrelationen utifrån en ny 
synvinkel. Deltagarna beskrev en ökad förståelse av patientens situation 
samtidigt som de hade fått uppmärksamhet vilket gav känslan av 
tillfredställelse hos samtliga inblandade. Medvetenhet och förståelse kring 
navigationsprocessen underlättar skapandet och etableringen av 
vårdrelationen vilket kan stärka patientens position inom hälso- och 
sjukvården. 
 
Resultatet i studie II visade att sjuksköterskorna vid den medicinska 
äldrevårdsavdelningen kommunicerade med fyra olika röster. Rösterna, som 
är en metaforisk beskrivning av ett förhållningssätt eller kommunikationsstil, 
förstärktes med hjälp av kroppsspråk och formade mönster vilka ändrades 
beroende på situation och sammanhang. Sjuksköterskorna kunde använda 
olika röster i en given situation och ändrade röst beroende på det sociala 
sammanhanget eller ämnet. Den medicinska rösten karaktäriserades av att inte 
avslutas, utan kom och gick under hela samtalet. Den var uppgiftsorienterad 
och hade ett sjukdomsperspektiv. Omvårdnadsrösten var bekräftande och 
processorienterad med ett holistiskt perspektiv. Den pedagogiska rösten 
karaktäriserades av att vara kontextualiserad, förståelseorienterad med ett 
lärandeperspektiv och, slutligen, maktrösten vilken var distanserad och 
exkluderande. Resultatet visade att om sjuksköterskorna kombinerar rösterna, 
och begränsar användandet av maktrösten, kunde samtalet bli en positiv 
upplevelse för alla inblandade parter och ett sjuksköterska-patient-närstående 
samtal uppnås. 
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Resultatet i studie III visade tre kategorier av innehåll under mötet mellan 
sjuksköterska, patient och närstående. Det medicinska innehållet hade fokus 
på patientens medicinska tillstånd. Det personliga innehållet fokuserade på 
patientens livshistoria medan det förklarande innehållet kännetecknades av att 
sjuksköterskor försökte öka patientens och närståendes kunskap om patientens 
hälsa, omvårdnadsbehov och relaterade problem, genom att använda 
didaktiska frågor (hur, när, vad och varför). I resultatet framkom det att 
sjuksköterskans medvetenhet om innehållet under samtalet och om värdet av 
att ställa de didaktiska frågorna hade betydelse för att förbättra, inte bara, 
patientens och närståendes utan även sjuksköterskans förståelse för patientens 
hälsoprocess.  
 
Resultatet i studie IV visade att sjuksköterskor, äldre patienter och närstående 
hade olika roller under mötet. Sjuksköterskan, som representant för hälso- och 
sjukvård, bjöd in och etablerade mötet med hälsningsfraser, småprat och 
kroppsuttryck. Patienten, som vårdkonsument, accepterade inbjudan genom 
sitt kroppsspråk. Den närstående som företrädare för patienten, använde olika 
strategier för att bli synlig med både verbala och ickeverbala uttryck. Under 
mötet förde sjuksköterskan samtalet och föreslog olika åtgärder. Patienten 
svarade på sjuksköterskans frågor och beskrev sina hälsoproblem genom 
kroppsliga uttryck, såsom nickande eller rörelser med händerna, men förblev 
stundtals passiv. Närstående försökte fånga ögonblicket och följde 
sjuksköterskan och patienten med blicken. I slutet av mötet summerade 
sjuksköterskan samtalet genom att använda ett ritualiserat språk. De vände sig 
mot dörren, sammanfattade samtalet och använde olika avslutningsfraser. 
Patienten uttryckte sin tacksamhet både verbalt och icke verbalt och 
närstående klargjorde det som var överenskommet. I resultatet framkom att 
när sjuksköterskorna försökte att minska asymmetrin i mötet, blev patienten 
mer aktiv och närstående mer synlig. 
 
När de fyra studierna syntetiserades till en helhet framkom en modell (Figur 
5) som beskriver ”Vad är det som händer i möten mellan sjuksköterska, patient 
och närstående inom sjukvården?”. Modellen illustrerar aktiviteterna som 
pusselbitar vilka sjuksköterskor, patienter och närstående använder i mötet för 
att skapa och etablera en positiv vårdrelation. Deltagarna navigerade mellan 
olika perspektiv och engagerar varandra i kommunikationen, uppmärksammar 
varandra för att skapa en social interaktion samt förklarar relevant innehåll i 
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kommunikationen för varandra. När den institutionella miljön begränsar 
asymmetrin och när normer och rutiner främjar kommunikationen mellan 
sjuksköterska, patient och närstående skapar det en möjlighet att aktiviteterna, 
de så kallade pusselbitarna, faller på plats och en möjlighet uppstår till att 
skapa och etablera en positiv vårdrelation i triadmötet. 
 

 
 
Figur 5. Illustration av modell för att skapa och etablera en positiv vårdrelation 
i mötet mellan sjuksköterska, patient och närstående vid en medicinsk 
äldrevårdsenhet. 
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Slutsats och implikationer 
 
Avhandlingen som helhet bidrar till att fylla en kunskapslucka om hur 
vårdrelationer skapas och etableras i möten mellan sjuksköterskor, patienter 
och närstående vid en medicinsk äldrevårdsavdelning.  
 
Mötet mellan sjuksköterska, patient och närstående äger rum i en institutionell 
miljö. Sjuksköterskans roll är framträdande då de inleder, leder och avslutar 
mötet. Det professionella mötet är en asymmetrisk situation där rutiner och 
normer ingår som påverkansfaktorer. Om sjuksköterskan är medveten om 
dessa påverkansfaktorer kan hon/han med hjälp av den medicinska, personliga 
och pedagogiska rösten tillsammans med innehållet och de didaktiska 
frågorna minimera asymmetrin i mötet med patient och närstående. Det kan 
bidra till allas deltagande och underlätta en gemensam förståelse för 
patientens situation, vilket kan bidra till att patienter blir mer aktiva och 
närstående mer synliga. På så sätt finns möjligheten att skapa och etablera en 
positiv vårdrelation med en ökad patientsäkerhet. 
 
Avhandlingens resultat kan användas praktiskt för att skapa förutsättningar till 
en medvetenhet och förståelse för mötets komplexitet vid skapandet och 
etablerandet av en positiv vårdrelation mellan sjuksköterskor, patienter och 
närstående. Resultatet kan därmed riktas till yrkesverksamma sjuksköterskor 
och sjuksköterskestudenter men kan även vara användbar inom patient och 
närståendeföreningar. 
 
 
 
 
 
 
 
 
 
 
 
 



 

79 
 

References    
 
Adibelli, D., & Kilic, D. (2013). Difficulties experienced by nurses in 

older patient care and their attitudes toward the older patients. 
Nurse Education Today, 33(9), 1074-1078. 
doi:10.1016/j.nedt.2012.04.002 

Agar, M. (2008). The professional stranger. An informal introduction 
to Ethnography (2nd ed.). San Diego, CA: Academic press. 

Ahlstedt, C., Eriksson Lindvall, C., Holmström, I. K., & Muntlin Athlin, 
Å. (2019). What makes registered nurses remain in work? An 
ethnographic study. International Journal of Nursing Studies, 
89, 32-38. doi:https://doi.org/10.1016/j.ijnurstu.2018.09.008 

Akroute, A. R., & Bondas, T. (2016). Critical care nurses and relatives 
of elderly patients in intensive care unit--Ambivalent 
interaction. Intensive and Critical Care Nursing, 34, 67-80. 
doi:10.1016/j.iccn.2015.08.002 

Alshahrani, S., Magarey, J., & Kitson, A. (2018). Relatives’ 
involvement in the care of patients in acute medical wards in 
two different countries—An ethnographic study. Journal of 
Clinical Nursing, 27(11-12), 2333-2345. 
doi:10.1111/jocn.14337 

Antinaho, T., Kivinen, T., Turunen, H., & Partanen, P. (2015). Nurses' 
working time use - how value adding it is? Journal of Nursing 
Management, 23(8), 1094-1105. doi:10.1111/jonm.12258 

Beauchamp, T., & Childress, J. (2008). Principles of biomedical ethics 
(6 ed.). New York: Oxford University Press. 

Bélanger, L., Bourbonnais, A., Bernier, R., & Benoit, M. (2017). 
Communication between nurses and family caregivers of 
hospitalised older persons: a literature review. Journal of 
Clinical Nursing, 26(5/6), 609-619. doi:10.1111/jocn.13516 

 

 



 

80 
 

Berg, L. (2006). Vårdande relation i dagliga möten. En studie av 
samspelet mellan patienter med långvarig sjukdom och 
sjuksköterskor i medicinsk vård [Caring relationship in daily 
encounters. A study of the interaction between patients with 
long-term illness and nurses in medical care]. (Diss), 
Göteborg University, Sahlgrenska Academy.  

Berg, L., Skott, C., & Danielson, E. (2007). Caring relationship in a 
context: fieldwork in a medical ward. International Journal of 
Nursing Practice, 13(2), 100-106.  

Bergh, A.-L. (2016). Sjuksköterskors patientundervisande arbete : ett 
otydligt fält. (diss), Göteborgs universitet, Göteborg.  

Björck, M., & Sandman, L. (2007). Care relation: trying to clarify the 
use of the concept. Nordic Journal of Nursing Research & 
Clinical Studies / Vård i Norden, 27(4), 14-19.  

Braun, V., & Clarke, V. (2006). Using thematic analysis in psychology. 
Qualitative Research in Psychology, 3(2), 77-101. 
doi:10.1191/1478088706qp063oa 

Bridges, J., Flatley, M., & Meyer, J. (2010). Older people's and 
relatives' experiences in acute care settings: systematic 
review and synthesis of qualitative studies. International 
Journal of Nursing Studies, 47(1), 89-107. 
doi:10.1016/j.ijnurstu.2009.09.009 

Brännström, M., Ekman, I., Boman, K., & Strandberg, G. (2007). 
Being a close relative of a person with severe, chronic heart 
failure in palliative advanced home care - a comfort but also a 
strain. Scandinavian Journal of Caring Sciences, 21(3), 338-
344.  

Caplow, T. (1959). Further Development of a Theory of Coalitions in 
the Triad. American Journal of Sociology, 64(5), 488-493. 
doi:10.1086/222544 

Chan, E., Jones, A., Fung, S., & Wu, S. (2012). Nurses' perception of 
time availability in patient communication in Hong Kong. 
Journal of Clinical Nursing, 21(7/8), 1168-1177. 
doi:10.1111/j.1365-2702.2011.03841.x 



 

81 
 

Chan, E., Wong, F., Cheung, M. Y., & Lam, W. (2018). Patients’ 
perceptions of their experiences with nurse-patient 
communication in oncology settings: A focused ethnographic 
study. PloS One, 13(6). doi:10.1371/journal.pone.0199183 

Chow, J. (2013). Vårdandets symfoni : Fenomenet vårdrelation i 
skenet av två världsbilder (The Symphony of Care-The 
Phenomenon of Care Relationships as Refelected in Two 
perspectives). (Diss), Linnaeus University Växjö. Retrieved 
from http://urn.kb.se/resolve?urn=urn:nbn:se:lnu:diva-24803 
DiVA database.  

Christensen, K., Doblhammer, G., Rau, R., & Vaupel, J. W. (2009). 
Ageing populations: the challenges ahead. Lancet, 374 North 
American Edition(9696), 1196-1208. doi:10.1016/S0140-
6736(09)61460-4 

Coe, R. M., & Prendergast, C. G. (1985). The formation of coalitions: 
interaction strategies in triads. Sociology of Health and Illness, 
7(2), 236-247. doi:10.1111/1467-9566.ep10949087 

Cypress, B. S. (2014). The Emergency department: experiences of 
patients, families, and their nurses. Advanced Emergency 
Nursing Journal, 36(2), 164-176. 
doi:10.1097/TME.00000000000000I 

Davidhizar, R., & Rexroth, R. (1994). The benefits of triad 
communication in home health care. Rehabil Nurs, 19(6), 352-
354.  

Dimbleby, R., & Burton, G. (2005). Between ourself. An introduction 
to Interpersonal Communication (3:rd ed.). London: Hodder 
Arnold. 

Dorell, Å., & Sundin, K. (2016). Becoming visible - Experiences from 
families participating in Family Health Conversations at 
residential homes for older people. Geriatric Nursing, 37(4), 
260-265. doi:10.1016/j.gerinurse.2016.02.015 

Dreyer, A., & Strom, A. (2019). Involving relatives in consultations for 
patients with long-term illnesses: Nurses and physicians’ 
experiences. Nursing Ethics, 0969733018819125. 
doi:10.1177/0969733018819125 



 

82 
 

Edvardsson, D. (2015). Notes on person-centred care: What it is and 
what it is not. Nordic Journal of Nursing Research, 65-66. 
doi:10.1177/0107408315582296 

Edvardsson, D., Watt, E., & Pearce, F. (2017). Patient experiences of 
caring and person-centredness are associated with perceived 
nursing care quality. Journal of Advanced Nursing, 73(1), 217-
227. doi:10.1111/jan.13105 

Eika, M., Espnes, G. A., Söderhamn, O., & Hvalvik, S. (2014). 
Experiences faced by next of kin during their older family 
members' transition into long-term care in a Norwegian 
nursing home. Journal of Clinical Nursing, 23(15-16), 2186-
2195. doi:10.1111/jocn.12491 

Ellis, G., Gardner, M., Tsiachristas, A., Langhorne, P., Burke, O., 
Harwood, R. H., . . . et al. (2017). Comprehensive geriatric 
assessment for older adults admitted to hospital. Cochrane 
Database of Systematic Reviews. 
doi:10.1002/14651858.CD006211.pub3 

Eriksson, K. (2003). Trygga och otrygga möten [Safe and not safe 
meetings. Everyday ethics and approach in working with 
people]. Vardagsetik och bemötande i arbete med människor. 
. In J. Carlander, K. Eriksson, A.-S. Hansson-Pourtaheri, & B. 
Wikander (Eds.), Trygga och otrygga möten. Vardagsetik och 
bemötande i arbete med människor. (pp. 10-22). Stockholm: 
Gothia. 

Eriksson, K. (2014). Vårdprocessen [The Care Process] (5:th ed.). 
Stockholm: Liber. 

Eriksson, K., & Lindström, U. (1997). Abduction—A Way to Deeper 
Understanding of the World of Caring. Scandinavian Journal 
of Caring Sciences, 11(4), 195-198. doi:10.1111/j.1471-
6712.1997.tb00455.x 

Fakhr-Movahedi, A., Rahnavard, Z., Salsali, M., & Negarandeh, R. 
(2016). Exploring Nurse’s Communicative Role in Nurse-
Patient Relations: A Qualitative Study. Journal of Caring 
Sciences, 5(4), 267-276. doi:10.15171/jcs.2016.028 



 

83 
 

Fangen, K., & Nordli, H. (2005). Deltagande observation 
[Participatory observation]. Malmö: Liber. 

Finch, L. P. (2005). Nurses' communication with patients: examining 
relational communication dimensions and relationship 
satisfaction. International Journal for Human Caring, 9(4), 14-
23.  

Forsman, B., & Svensson, A. (2019). Frail Older Persons’ 
Experiences of Information and Participation in Hospital Care. 
International Journal of Environmental Research and Public 
Health, 16(16). doi:10.3390/ijerph16162829 

Fortinsky, R. H. (2001). Health care triads and dementia care: 
integrative framework and future directions. Aging & Mental 
Health, 5, 35-48.  

Fredriksson, L. (2003). Det vårdande samtalet [The caring 
conversation]. (Diss), University Åbo Åbo Akademi University  

Furåker, C. (2009). Nurses' everyday activities in hospital care. 
Journal of Nursing Management, 17(3), 269-277. 
doi:10.1111/j.1365-2834.2007.00832.x 

Gobo, G., & Marciniak, L. T. (2011). What is Ethnography? In D. 
Silverman (Ed.), Qualitative research (4E ed., pp. 121-136). 
London: SAGE. 

Goffman, E. (1959). The Presentation of Self in Everyday Life: 
ANCHOR BOOKS. 

Goffman, E. (1961). Encounters. Two studies in the sociology of 
interaction. New York: Bobbs-Merrill Company. 

Goffman, E. (1967). Interaction ritual, essays on face-to-face 
behavior. New York: Anchor Books. 

Goffman, E. (1974). Frame analysis : an essay on the organization of 
experience. New York: Harper & Row. 

Goffman, E. (1983). The Interaction Order: American Sociological 
Association, 1982 Presidential Address. American 
Sociological Review, 48(1), 1-17. doi:10.2307/2095141 



 

84 
 

Goffman, E. (2006). On Face-Work: An analysis of ritual elements in 
Social interaction. In A. Jaworski & N. Coupland (Eds.), The 
Discourse Reader (2:d ed., pp. 299-310). New York: 
Routledge. 

Gray, D., Ross, K., Prat-Sala, M., Kibble, S., & Harden, B. (2016). 
Stepping Back and Listening. Qualitative Health Research, 
26(10), 1434-1443. doi:10.1177/1049732315604589 

Greene, M. G., Majerovitz, S. D., Adelman, R. D., & Rizzo, C. (1994). 
The effects of the presence of a third person on the physician-
older patient medical interview. Journal of the American 
Geriatrics Society, 413-419.  

Gustafsson, L.-K., Snellman, I., & Gustafsson, C. (2013). The 
meaningful encounter: patient and next-of-kin stories about 
their experience of meaningful encounters in health-care. 
Nursing Inquiry, 20(4), 363-371. doi:10.1111/nin.12013 

Hammersley, M. (2006). Ethnography: problems and prospects. 
Ethnography and Education, 1(1), 3-14. 
doi:10.1080/17457820500512697 

Hammersley, M., & Atkinson, P. (2019). Ethnography: principles in 
practice (4th ed.). London: Routledge. 

Harrison, R., Walton, M., Healy, J., Smith-Merry, J., & Hobbs, C. 
(2016). Patient complaints about hospital services: applying a 
complaint taxonomy to analyse and respond to complaints. 
International Journal for Quality in Health Care, 28(2), 240-
245. doi:10.1093/intqhc/mzw003 

Hasselkus, B. R. (1992). The Family Caregiver as Interpreter in the 
Geriatric Medical Interview. Medical Anthropology Quarterly, 
6(3), 288-304.  

Health and Social Care Inspectorate. (2018). Patienternas 
berättelser. Analys av patienter och närståendes berättelser 
gällande delaktighet och information [Patients narratives. 
Analysis of patients and relatives' stories regarding 
participation and information ]. www.ivo.se: Inspektionen för 
vård och omsorg. 



 

85 
 

Hedman, A.-M., & Jansson, W. (2015). Äldrevård och äldreomsorg. 
Harlow: Pearson. 

Hoffmann, E., & Olsen, P. R. (2018). Like an ace up the sleeve: an 
interview study of nurses’ experiences of the contact with 
relatives in a somatic emergency ward. Scandinavian Journal 
of Caring Sciences, 32(3), 1207-1214. doi:10.1111/scs.12566 

Holloway, I., & Galvin, K. (2016). Qualitative research in nursing and 
healthcare (4th ed.). Chichester, West Sussex, UK: John 
Wiley & Sons Ltd. 

Holopainen, G. (2016). Mötets kalejdoskop - det vårdande mötets 
skiftande mönster [The kaleidoscope of encounter - the 
various patterns of the caring encounter]. (Diss), Faulteten för 
pedagogik och värlfärdsstudier, Åbo Akademi, Vasa.  

International Council of Nurses. (2012). ICN The cod of Ethics for 
nurses. http://www.icn.ch/. 

Jangland, E., Gunningberg, L., & Carlsson, M. (2009). Patients' and 
relatives' complaints about encounters and communication in 
health care: Evidence for quality improvement. Patient 
Education & Counseling, 75(2), 199-204. 
doi:10.1016/j.pec.2008.10.007 

Jeffrey, B., & Troman, G. (2004). Time for ethnography. British 
Educational Research Journal, 30(4), 535-548. 
doi:10.1080/0141192042000237220 

Jegermalm, M., & Sundström, G. (2017). Det svenska 
omsorgspanoramat - Givarnas perspektiv [The Swedish Care 
Panorama - The perspective of donors]. Tidsskrift for 
omsorgsforskning, 3(1), 18-26. doi:10.18261/issn.2387-5984-
2017-01-04 ER 

Jonasson, L., Liss, P., Westerlind, B., & Berterö, C. (2010). Ethical 
values in caring encounters on a geriatric ward from the next 
of kin's perspective: an interview study. International Journal 
of Nursing Practice, 16(1), 20-26. doi:10.1111/j.1440-
172X.2009.01805.x 



 

86 
 

Kasén, A. (2002). Den vårdande relationen [the Caring Relationship]. 
(Diss), Åbo akademi, Åbo.  

Kasèn, A. (1997 ). Vårdrelation. Verklighet och vision i patientens 
värld. En hermeneutisk studie [Care Relation. Reality and 
Vision in the Patient's World. A hermeneutic study]. (Licentiat), 
Åbo Akademi Vasa.  

Kristensson Uggla, B. (2014). Personfilosofi-filosofiska 
utgångspunkter för personcentrering inom hälso- och sjukvård 
[Personal Philosophy-Philosophical starting points for person-
centred in Health care]. In I. Ekman (Ed.), Personcentrering 
inom hälso- och sjukvård. Från filosofi till praktik (pp. 21-68). 
Stockholm: Liber. 

Labrecque, M. S., Blanchard, C. G., Ruckdeschel, J. C., & Blanchard, 
E. B. (1991). The impact of family presence on the physician-
cancer patient interaction. Social Science & Medicine, 33(11), 
1253-1261. doi:https://doi.org/10.1016/0277-9536(91)90073-L 

Laidsaar-Powell, R., Butow, P., Charles, C., Gafni, A., Entwistle, V., 
Epstein, R., & Juraskova, I. (2017). The TRIO Framework: 
Conceptual insights into family caregiver involvement and 
influence throughout cancer treatment decision-making. 
Patient Education and Counseling, 100(11), 2035-2046. 
doi:https://doi.org/10.1016/j.pec.2017.05.014 

Li, H., Stewart, B. J., Imle, M. A., Archbold, P. G., & Felver, L. (2000). 
Families and hospitalized elders: a typology of family care 
actions. Research in Nursing and Health, 23(1), 3-16.  

Lincoln, Y. S., & Guba, E. G. (1985). Naturalistic inquiry. Newbury 
Park: CA: Sage Publications. 

Lindhardt, T., Klausen, T., Sivertsen, D. M., Smith, L., & Andersen, O. 
(2018). Collaboration Between Relatives of Older Patients and 
Nurses in Acute Medical Wards: Confirmatory Factor Analysis 
of the Revised Family Collaboration Scale. Journal of Nursing 
Measurement, 26(2), 311-340. doi:10.1891/1061-
3749.26.2.311 

 



 

87 
 

Lindhardt, T., Nyberg, P., & Hallberg, I. R. (2008). Collaboration 
between relatives of elderly patients and nurses and its 
relation to satisfaction with the hospital care trajectory. 
Scandinavian Journal of Caring Sciences, 22(4), 507-519. 
doi:doi: 10.1111/j.1471-6712.2007.00558.x 

Linell, P. (1990). De institutionaliserade samtalens elementära 
former: om möten mellan professionella och lekmän [The 
elemental forms of the institutional conversation: about 
meetings between professionals and laymen]. Forskning om 
utbildning, 17(4), 18-35.  

Linell, P. (2011). Samtalskulturer. Kommunikativa verksamhetstyper i 
samhället [Conversation Cultures. Communicative types in 
society] (Vol. 1 & 2). Linköpings universitet: Institutionen för 
kultur och kommunikation. 

Lundgren, S., & Segesten, K. (2001). Nurses' use of time in a 
medical-surgical ward with all-RN staffing. Journal of Nursing 
Management, 9(1), 13-20. doi:j.1365-
2834.2001.00192.x10.1111/j.1365-2834.2001.00192.x 

Marengoni, A., Angleman, S., Melis, R., Mangialasche, F., Karp, A., 
Garmen, A., . . . Fratiglioni, L. (2011). Aging with 
multimorbidity: A systematic review of the literature. Ageing 
Research Reviews, 10(4), 430-439. 
doi:https://doi.org/10.1016/j.arr.2011.03.003 

McCabe, C., & Timmins, F. (2013). Communication skills for Nursing 
practice. (2:nd ed.). Basingstoke: Palgrave MacMillan. 

McCormack, B., Dewing, J., Breslin, L., Coyne-Nevin, A., Kennedy, 
K., Manning, M., . . . Slater, P. (2010). Developing person-
centred practice: nursing outcomes arising from changes to 
the care environment in residential settings for older people. 
International Journal of Older People Nursing, 5(2), 93-107. 
doi:10.1111/j.1748-3743.2010.00216.x 

Morse. (1991). Negotiating commitment and involvement in the 
nurse-patient relationship. Journal of Advanced Nursing, 
16(4), 455-468. doi:10.1111/j.1365-2648.1991.tb03436.x 



 

88 
 

Nyborg, I., Kvigne, K., Danbolt, L. J., & Kirkevold, M. (2016). 
Ambiguous participation in older hospitalized patients: gaining 
influence through active and passive approaches-a qualitative 
study. BMC Nursing, 15, 1-11. doi:10.1186/s12912-016-0171-
5 

Nygren Zotterman, A. (2016). Encounters in primary healthcare from 
the perspective of people with long-term illness, their close 
relatives and district nurses. (diss), University of Technology, 
Luleå, Department of health Science.  

Olsen, R. M., Østnor, B. H., Enmarker, I., & Hellzén, O. (2013). 
Barriers to information exchange during older patients' 
transfer: nurses' experiences. Journal of Clinical Nursing, 
22(19/20), 2964-2973. doi:10.1111/jocn.12246 

Palmer, A. D., Newsom, J. T., & Rook, K. S. (2016). How does 
difficulty communicating affect the social relationships of older 
adults? An exploration using data from a national survey. 
Journal of Communication Disorders, 62, 131-146. 
doi:http://dx.doi.org/10.1016/j.jcomdis.2016.06.002 

Park, E., & Song, M. (2005). Communication barriers perceived by 
older patients and nurses. International Journal of Nursing 
Studies, 42(2), 159-166.  

Peirce, C. S. (1990). Pragmatism och kosmologi [Pragmatism and 
Cosmology]. Göteborg: Daidalos. 

Pennbrant, S. (2013). A trustful relationship—the importance for 
relatives to actively participate in the meeting with the 
physician. International Journal of Qualitative Studies on 
Health and Well-being, 8(1), 20608. 
doi:10.3402/qhw.v8i0.20608 

Peplau, H. (1991). Interpersonal relations in nursing [elektronic 
resourse]. Toronto: Putnam`s Sons. 

Prip, A., Pii, K. H., Møller, K. A., Nielsen, D. L., Thorne, S. E., & 
Jarden, M. (2019). Observations of the communication 
practices between nurses and patients in an oncology 
outpatient clinic. European Journal of Oncology Nursing, 40, 
120-125. doi:https://doi.org/10.1016/j.ejon.2019.03.004 



 

89 
 

Roper, J. M., & Shapira, J. (2000). Ethnography in nursing research. 
Thousand Oaks, Calif.: Sage. 

Ruan, J., & Lambert, V. A. (2008). Differences in perceived 
communication barriers among nurses and elderly patients in 
China. Nursing & Health Sciences, 10(2), 110-116.  

Rytterström, P. (2011). Tradition och horisont. Vårdkulturens 
betydelse för praxis [Tradition and horizon. The importance of 
care culture for the care praxis ]. (Diss), Hälsouniversitetet 
Linköping, Linköping.  

Råberus, A., Holmström, I. K., Galvin, K., & Sundler, A. J. (2018). The 
nature of patient complaints: a resource for healthcare 
improvements. International Journal for Quality in Health 
Care. doi:10.1093/intqhc/mzy215 

Sandman, L., & Kjellström, S. (2018). Etikboken. Etik för vårdande 
yrken [Ethics book. Ethics for caring professions] (2nd ed.). 
Lund: Studentlitteratur. 

SBU. (2013). Omhändertagande av äldre som inkommer akut till 
sjukhus – med fokus på sköra äldre [Caring for older people 
who come to hospital urgently - with a focus on frail older 
people] (SBU-rapport nr 221). Retrieved from 
http://www.sbu.se/globalassets/publikationer/content0/1/akutv
ard_aldre.pdf ISBN 978-91-85413-62-1. 

Schaad, B., Bourquin, C., Bornet, F., Currat, T., Saraga, M., Panese, 
F., & Stiefel, F. (2015). Dissatisfaction of hospital patients, 
their relatives, and friends: Analysis of accounts collected in a 
complaints center. Patient Education and Counseling, 98(6), 
771-776. doi:https://doi.org/10.1016/j.pec.2015.02.019 

Schöpf, A. C., Martin, G. S., & Keating, M. A. (2017). Humor as a 
Communication Strategy in Provider–Patient Communication 
in a Chronic Care Setting. Qualitative Health Research, 27(3), 
374-390. doi:10.1177/1049732315620773 

SFS 1993:100. Högskoleförordningen [ The Higher Education 
Ordinance]. Stockholm: Socialdepartementet. Retriewed from 
https://www.uhr.se/en/start/laws-and-regulations/laws-and-
regulations/the-higher-education-ordinance/  



 

90 
 

SFS 1998:205. Personuppgiftslagen (PUL) [Data Protection Act]. 
Retriewed from: http://www.riksdagen.se/sv/Dokument-
Lagar/Lagar/Svenskforfattningssamling/Arkivlag-1990782_sfs-
1990-782/. 

SFS 2001:453. Socialtjänstlagen [Social Services Act]. Retrived from 
https://www.riksdagen.se/sv/dokument-
lagar/dokument/svensk-forfattningssamling/socialtjanstlag-
2001453_sfs-2001-453  

SFS 2003:460. Om etikprövning av forskning som avser människor 
[About ethics review of research involving people]. Retrived 
from http://www.notisum.se/rnp/sls/lag/20030460.htm  

SFS 2009:400. Offentlighets- och sekretesslag [Information and 
Secrecy act]. Retrived from 
http://www.riksdagen.se/sv/dokument-lagar/dokument/svensk-
forfattningssamling/offentlighets--och-sekretesslag-
2009400_sfs-2009-400  

SFS 2010:659. Patientsäkerhetslagen [Patient Safety Act]. Retrived 
2019-11-12 from https://lagen.nu/2010:659. 

SFS 2014:821. Patientlagen [Patient Act]. Retrived 2019-11-12 from 
http://www.riksdagen.se/sv/dokument-lagar/dokument/svensk-
forfattningssamling/patientlag-2014821_sfs-2014-821. 

SFS 2017:30. Hälso- och sjukvårdslagen [Health and Medical 
Services  Act]. Retrived from 
https://www.riksdagen.se/sv/dokument-
lagar/dokument/svensk-forfattningssamling/halso--och-
sjukvardslag_sfs-2017-30. 

Silliman, R. A. (2000). Caregiving issues in the geriatric medical 
encounter. Clinics in Geriatric Medicine, 16(1), 51-60.  

Silverman, D. (2015). Interpreting Qualitative Data (5E ed.). 
Thousand Oaks California: Sage Publication. 

Silverman, D. (2016). Doing Qualitative Research (4:th ed.). London: 
SAGE publications. 



 

91 
 

Simmel, G. (1950). The sociology of Georges Simmel (K. H. Wolff, 
Trans.). Glencoe, IL: The Free Press. 

Sjöström, S. (2016). Grindvakter och den kritiska forskningen 
[Gatekeepers and the critical research]. In H. Kalman & V. 
Lövgren (Eds.), Etiska dilemman (pp. 145-159). Malmö: 
Gleerups. 

Snellman, I., Gustafsson, C., & Gustafsson, L.-K. (2012). Patients´ 
and caregivers attributes in a meaningful care encounter: 
Similarities and Notable Differences. ISRN Nursing, 2012, 9. 
doi:10.5402/2012/320145 

SOU 2016:2. Effektiv vård [Effective Care]. Retrived from 
http://www.sou.gov.se/wp-content/uploads/2016/01/SOU-
2016_2_Hela4.pdf  

Sundler, Eide, H., Dulmen, S., & Holmström, I. (2016). 
Communicative challenges in the home care of older persons 
- a qualitative exploration. Journal of Advanced Nursing, 
72(10), 2435-2444. doi:10.1111/jan.12996 

Sundler, Råberus, A., & Holmström, I. K. (2017). Mänskliga 
rättigheter ochrätten till hälsa. En analys av anmälningar till 
patientnämnderna i VästraGötaland. [Human rights and the 
right to health. An analysis of notifications to the patient 
boards in Västra Götaland]. Retrieved from 
http://urn.kb.se/resolve?urn=urn:nbn:se:hb:diva-13417 

Sweden's municipalities and county councils. (2019). Hälso- och 
sjukvårdsrapporten 2019. Öppna jämförelser [Health Care 
Report 2019]. Stockholm. Retrieved from 
https://webbutik.skl.se/sv/artiklar/halso-och-
sjukvardsrapporten-2019-2.html Avdelningen för vård och 
omsorg. Sveriges kommuner och landsting. 

Säljö, R. (2014). Lärande i praktiken. Ett sociokulturellt perspektiv 
[Learning in Practice. A Sociocultural Perspective]. Stockholm: 
Prisma. 

 



 

92 
 

Söderberg, S., Olsson, M., & Skär, L. (2012). A hidden kind of 
suffering: female patient’s complaints to Patient’s Advisory 
Committee. Scandinavian Journal of Caring Sciences, 26(1), 
144-150. doi:10.1111/j.1471-6712.2011.00936.x 

The National Swedish Board of Health and Welfare. (2012). Anhöriga 
som ger omsorg till närstående. Fördjupad studie av 
omfattning och konsekvenser [Relatives who give care to their 
relatives. In-depth study of scope and consequences]. 
Retrived from 
https://www.socialstyrelsen.se/globalassets/sharepoint-
dokument/artikelkatalog/ovrigt/2014-10-10.pdf Socialstyrelsen. 

The National Swedish Board of Health and Welfare. (2014). 
Närstående [Relatives]. 
http://termbank.socialstyrelsen.se/showterm.php?fTid=272  

The National Swedish Board of Health and Welfare. (2019). Vård och 
omsorg om äldre [Nursinf and Caring for older persons]. 
Retrived from https://www.socialstyrelsen.se/stod-i-
arbetet/aldre/ socialstyrelsen. 

The Swedish Society of Nursing. (2016). Värdegrund för omvårdnad 
[Value basis for nursing] (2th ed.). Stockholm: Svensk 
sjuksköterskeförening. 

The Swedish Society of Nursing. (2017). Kompetensbeskrivning för 
legitimerad sjuksköterska [Competency description for a 
registred nurse]. Retrieved from 
https://www.swenurse.se/globalassets/01-svensk-
sjukskoterskeforening/publikationer-svensk-
sjukskoterskeforening/kompetensbeskrivningar-
publikationer/kompetensbeskrivning-legitimerad-
sjukskoterska-2017-for-webb.pdf:  

Tobiano, G. (2015). Nurses' views of patient participation in nursing 
care. Journal of Advanced Nursing, 71(12), 2741-2752. 
doi:10.1111/jan.12740 

Tobiano, G., Marshall, A., Bucknall, T., & Chaboyer, W. (2015). 
Patient participation in nursing care on medical wards: An 
integrative review. International Journal of Nursing Studies, 
52(6), 1107-1120. doi:10.1016/j.ijnurstu.2015.02.010 



 

93 
 

Travelbee, J. (1971). Interperonal aspects of nursing. Philadelphia: 
Davis, cop. 

Wadensten, B. (2005). The content of morning time conversations 
between nursing home staff and residents. Journal of Clinical 
Nursing, 14, 84-89. doi:10.1111/j.1365-2702.2005.01283.x 

Wadensten, B., Engholm, R., Fahlström, G., & Hägglund, D. (2009). 
Nursing staff's description of a good encounter in nursing 
homes. International Journal of Older People Nursing, 4(3), 
203-210. doi:10.1111/j.1748-3743.2009.00170.x 

Walford, G. (2009 a). For ethnography. Ethnography and Education, 
4(3), 271-282. doi:10.1080/17457820903170093 

Walford, G. (2009 b). The practice of writing ethnographic fieldnotes. 
Ethnography and Education, 4(2), 117-130. 
doi:10.1080/17457820902972713 

Westin, L. (2008). Encounters in nursing homes : experiences from 
nurses, residents and relativesInstitute of Health and Care 
Sciences at Sahlgrenska Academy,. (Diss), University of 
Gothenburg, Göteborg. Retrieved from 
http://hdl.handle.net/2077/18355  

Westin, L., Ohrn, I., & Danielson, E. (2009). Visiting a nursing home: 
relatives' experiences of encounters with nurses. Nursing 
Inquiry, 16(4), 318-325. doi:10.1111/j.1440-
1800.2009.00466.x 

Westin, L., Öhrn, I., & Danielson, E. (2012). Residents' experiences 
of encounters with relatives and significant persons: A 
hermeneutic study. Nursing & Health Sciences, 14(4), 495-
500. doi:10.1111/j.1442-2018.2012.00731.x 

Wiechula, R., Conroy, T., Kitson, A. L., Marshall, R. J., Whitaker, N., 
& Rasmussen, P. (2016). Umbrella review of the evidence: 
what factors influence the caring relationship between a nurse 
and patient? Journal of Advanced Nursing, 72(4), 723-734. 
doi:10.1111/jan.12862 

 



 

94 
 

World Medical Association. (2013). Declaration of Helsinki- Ethical 
Principles for Medical Research Involving Human Subjects. 
Retrieved from 
http://www.wma.net/en/30publications/10policies/b3/index.htm
l   

Vygotsky, L. S. (1978). Mind in society: the development of higher 
psychological processes In. Cambridge, Mass: Harvard 
University Press. 

Vygotsky, L. S. (1987). Thought and language. . Cambridge, Mass. : 
MIT Press. 

Zolnierek, K. B. H., & Dimatteo, M. R. (2009). Physician 
communication and patient adherence to treatment: a meta-
analysis. Medical Care, 47(8), 826-834. 
doi:10.1097/MLR.0b013e31819a5acc 

Zotterman, A. N., Skär, L., & Söderberg, S. (2018). Meanings of 
encounters for close relatives of people with a long-term 
illness within a primary healthcare setting. Primary Health 
Care Research & Development, 19(4), 392-397. 
doi:10.1017/S1463423618000178 

Åstedt-Kurki, P., Paavilainen, E., Tammentie, T., & Paunonen-
Ilmonen, M. (2001). Interaction between adult patients' family 
members and nursing staff on a hospital ward. Scandinavian 
Journal of Caring Sciences, 15(2), 142-150.  

 



ISSN 1654-3602
ISBN 978-91-88669-02-5

ANETTE JOHNSSON is interested in encounters within the healthcare 
organisation and how these can be developed, especially with regard to 
improving communication and the care relationship. She holds a Master 
of Science in Health Care Pedagogics, is a Registered Nurse, a Registered 
Midwife, has a teaching degree in healthcare and many years of experience in 
the healthcare sector. She works as a university lecturer at the Department 
of Health Sciences at University West, Sweden. This is Anette’s PhD thesis 
in Health and Care Sciences.

Creating and establishing a positive care relationship 
between nurses, patients and relatives

– An ethnographic study of encounters at a department of medicine  
for older people

The thesis is based on four studies with the overall aim of exploring and describing the care relationship, 
communication, content and social interaction in triad encounters between nurses, patients and relatives 
at a department of medicine for older people. As a whole, the results of the studies increase knowledge 
about creating and establishing a positive care relationship between nurses, patients and relatives, which 
can contribute to strengthening the position of patients and relatives in healthcare and increasing patient 
safety. 

In summary the result of the studies showed that nurses, patients and relatives use different strategies 
for navigating before, during and after a triad encounter and the process was based on orienting in time 
and space, contributing to a care relationship and forming a new point of view. The results also revealed 
how nurses communicated, using four different voices, which were reinforced by body language and 
formed patterns that constituted approaches that changed depending on the situation and orientation: 
a medical voice, a nursing voice, a pedagogical voice and a power voice. The result emphasized three 
categories of communication content; medical content focusing on the patient’s medical condition,  
personal content focusing on the patient’s life story and explanatory content characterized by nurses 
attempting to increase the patient’s and relative’s knowledge about the patient’s health and nursing 
needs. Finally, the study showed that to create social interaction, the nurses employed greetings, 
small talk and bodily expressions. Patients accepted the invitation with body language, while relatives 
employed various strategies to receive an invitation. Nurses led the conversation, patients followed and 
described their health problem through gestures, while relatives captured the moment to receive and give 
information. Nurses summarized using ritual language, patients expressed gratitude’s through verbal 
and non-verbal expressions and relatives verbally clarified the agreements.

The common wholeness of the four results led to the development of a model with four activities as puzzle 
pieces: navigating through different perspectives, being involved in the communication, being attentive to 
the social interaction and explaining the relevant content. When the institutional environment is such that 
the asymmetry between the nurse, patient and relative is limited, and the norms and routines promote 
communication between them, it is more likely that the puzzle pieces fit together and an opportunity 
arises to create and establish a positive care relationship in the triad encounter that enables patients to 
become more active and relatives more visible. The results of the dissertation can be used in practice to 
create the conditions for awareness and understanding of the complexity of the encounter when creating 
and establishing a positive care relationship between nurses, patients and relatives. The result can be 
valuable for professional nurses and nursing students but can also be useful for patients and patient 
associations.


