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Abstract

The purpose of the thesis is to illuminate the meaning of quality nursing care in the three
major inpatient cancer care centres in Cyprus as seen from the standpoint of patiénts
with cancer, patients’ advocates and nurses. The data are based on: a) interviews
(narratives} with 25 patients with cancer and two focus groups b} a focus group with
patients’ advocates and é) interviews with 20 nurses working in the cancer care
departments.

A

The rational for this study echoed a conceptualisation preblem among patients, nurses

~and patients’ advocates in relation to quality nursing care. The different interpretations

held by the informants around this issue often creates problems of communication and
understanding between nurse-patients and between nurses-patients’ advocates. It also

prevents a commonly shared concept to be adopted in the clinical setting.

In order to investigate this issue, a philosophical approach was adopted based on the
philosophy of Paul Ricoeur and using the “lived experiences” of the informants as the
basis of the investigation. The data were analysed using a hermeneutic
phenomenological approach based on Ricoeur’s interpretation theory but modified to

suit the nursing paradigm.

What stands out from the study is the overlapping of the patients’, patients’ advocates
and the nurses’ experiences of quality nursing care. Based on the attributes that the .
informants have used to interpret the concept of quality nursing care, a sﬁared
understanding of the concept materialised. This shared understanding formed the basis
for developing a theory of quality nursing care. Simultaneously, the study reinforced the
importance of “getting the basics right” for providing quality nursing care to patients
with cancer. Based on the informants’ lived experiences;, a. set of guidelinés of best
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practice were developed, as a means for influencing nursing practice. - . {
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Use of the first person

1 use the first person singular throughout this thesis. In so doing, I contradict the
convention associated with positivist and natural scientific research, wherein the use of
the third person is used to indicate objectivity; and acknowledge, in a manner that is
congruent with the hermeneutical underpinnings of this study, that [ as researcher am an
important actor in the study. My use of the first person conforms to common practice in

qualitative research, and is supported by Webb (1992).

Use of language in relation to cancer

1 use the term “patients with cancer”. 1 am aware of the debate that is taking place
around the most appropriate use of language. Indeed some of the language may raise
issues of labelling or stigmatising. The fact that in the Greek language the term “patients
with cancer” — astheneis me karkino, appeared to be more acceptable by the patients and
their relatives instead of the term “cancer patients™- karkinopatheis, which is considered
highly discriminating and labelling, played a decisive role in which terminology to use.
Furthermore, another reason was the hermeneutic phenomenological nature of this
study. This philosophical approach acknowledges the individuality of the person and
his/her ontology.

Advocate’s role

An advocate is defined as “someone who pleads a case on someone else’s behalf”
(Concise Oxford Dictionary, 2002). For the purpose of this study 1 identified this role in
light of members of the cancer patients’ associations helping the patient to get all the
necessary information to make decisions and having their rights protected. The patients
and their relatives often considered that they were being asked at times to make very
difficult decisions regarding treatment options and they felt that they lacked the
necessary information to make these decisions. Furthermore, at times they believed that

they were not given all the treatment options or their full rights explained.
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PART 1



CHAPTER !
INTRODUCTION TO THESIS

Background and rationale for the study

The difficulty lies, not in the new ideas, but in escaping the old ones, which
ramify, for those brought up as most of us have been, into every corner of
our minds.

(John Maynard Keynes cited by Drexler 1987)

Members of our society have different thoughts and role expectations about
these phrases, (nursing care, therapeutic care, caring for others, and
related expressions)), in relation to the kind of care they receive from
nurses.

(Dr. Madeleine Leininger 1985)

The work described in this thesis addresses two central issues which in an implicit way
echoed the above statements. The first issue concerns the exploration of the meaning of
a complex and nebulus concept, that of quality in nursing care in the specific context of
nursing in Cyprus. This context is characterised by escalating costs, the nation’s
population aging, technology increasing, and the already limited financial resources
declining. As a result, multiple stakeholders are searching for ways to maintain or
enhance quality and nursing care is seen as the comerstone for providing this care. The
second 1ssue comes as a response to enhancing quality and it constitutes an attempt to
influence practice through the new knowledge that has been gained. This is done

through the development of quality care guidelines for cancer nursing.

This study arose as a response to a particular health care context in Cyprus which lacked
a specific definition or a theory of quality nursing care, clinical standards, specific policy
and strategic planning of nursing services. The nursing profession was subsumed under
medicine; and nurses in Cyprus were struggling to attain their professional identity.
Nursing practice was prescribed by others and highlighted by traditional, ritualistic tasks

with little regard to rationale. A growing body of literature asserts that conceptual



models and theories could create mechanisms by which nurses would communicate their
professional convictions, provide a moral/ethical structure to guide actions, and foster a
means of systematic thinking about nursing and its practice (McEwen 2007; Chinn and
Kramer 2004). Echoing this belief, it is hoped that through this study new knowledge
can be developed by interpreting the concept of quality nursing care which can
adequately support a series of quality care guidelines for cancer nursing in Cyprus but
also for the international nursing context. This is achieved by taking a holist approach to

the issue, hence exploring the views of the patients, nurses, and key advocates.

Hermeneutic phenomenology formed the conceptual and methodological framework of
this research. The decision for this approach was led by the fact that the inquiry into the
nature of the quality of nursing care constitutes both an ontological and epistemological

venture; it is the study of the nature of nursing and of nursing knowledge.

Why hermeneutical? The meanings of “quality nursing care” and the practices that
improve or obstruct its provision are expressed in narrative interviews and focus groups,
which were tape recorded as well as written down, therefore producing texts that could

be interpreted. Therefore, the research method needed to be hermeneutical.

Why phenomenological? When patients and non-patients informants talk about the
provision of quality nursing care, they arc themselves interested in the good or bad
practices in these situations. As a researcher | wanted to understand the practices as
these were expressed in the narratives and focus groups. The narratives and the focus
groups are about these specific practices. It is not the texts that are the subject matter to

be investigated, but the perceptions (lived experiences) expressed in them.

This philosophical paradigm also informed the specific approach to the topic under
investigation; that of exploring quality nursing care. The idea that was expressed by
philosophers such as St. Augustine, Schleiermacher, Heidegger and Ricoeur that the part
must always be understood in the light of the whole gnided my decision to focus on

quality nursing care (=part) which is a constitutent of health care quality (=whole). In



order to reach to an understanding of this concept in terms of this study, quality is
discussed in its wider health care context and not merely in relation to the nursing context
which remains the main focus of this study. This approach becomes according to

hermeneutic phenomenology a “legitimate” way of understanding things.

Through this thesis the concept of quality nursing care has been analysed (=interpreted)
through the lived experiences of the informants. Before this study, even though the health
services and the nursing division of the Cyprus MoH (Ministry of Health) were referring
to quality and quality nursing care respectively this was done without a specific
interpretation being proposed or used. Therefore, this concept was used with an elusive
context, open to various interpretations and understandings. This is hardly a national
problem, but it rather troubles nursing world widely as the concept has been over
conceptualised leading often to confusion. Therefore, analysing or interpreting a concept
as this study aims at, helps “to clarify overused, vague, concepts... so that everyone who
subsequently uses the term will be speaking of the same thing” (Walker and Avant, 1983,
p27). By analysing a concept, it “becomes useful and meaningful in the discipline... a
critical step in the process of developing knowledge related to concepts of interest in
nursing” (Rodgers, 2000, p.84). Moreover, it is widely believed that use of theory offers
structure and organisation to nursing knowledge and provides a systematic means of
collecting data to describe, explain, and predict nursing practice. Theories make
according to McEwen (2007) nursing practice more overtly purposeful by stating not
only the focus of practice, but specific goals and outcomes. Theories define and clarify
nursing and the purpose of nursing practice to distinguish it from other caring professions
by setting professional boundaries. Finally, nse of a theory of nursing leads to
coordinated and less fragmented care (Chinn and Kramer 2004; Alligood and Tomey
2002).

Quality health care

Health care quality in the UK as elsewhere in the world remains a major issue in the 21%
century as it had been in the latter part of the 20™. In the 1970s, the focus was on
improving quality (Johnson and McCloskey 1992), whilst by the 1990s the focus was on



preserving quality (Hogston 1995). Nowadays the focus is being redirected back on
improving quality (Strandberg et al. 2006). This change has resulted in an emphasis on
monitoring quality, on developing quality, and on defyning outcomes that can serve to as
quality monitors. These changes stem from concern about the effects of cost-containment

efforts on the quality and acc‘essibility of health care services.

A part of these changes has been the shift in quality efforts from structure and process
indicators to outcomes of care. According to Van Maanen (1984, p18), structure is the
evaluation of the organisation of the institution delivering care; the conditions under
which care is provided and its impact on quality, i.e. buildings, budget and equipment.
Process concerns the evaluation of the performance of health professionals in the
management of patients, and the outcome is the evaluation of the end result, observable
changes in the health status of the patient. Strom (2001) and Mackay and Risk (2001)
stressed that in the past, health organisations have concentrated on establishing QA
(Quality Assurance') programmes according to the structural standards of the particular
institution. Gradually, there has been a shift to greater emphasis on the process of patient
care in the areas of patient assessment, teaching and discharge planning. Additionally,
documentation of each step in the process became critical evidence to the demonstration

of the provision of quality care.

The concept of quality as an indicator of both the effectiveness and efficiency of
professional nursing practice is an issue dominating the National Health Systems, the
professional nursing bodies, and international organisations today (OECD 2004a; 2004b;
ICN 2007). The health care reforms that have swept through the UK NHS as a
consequence of the White Paper “Working for Patients” (DoH 1989) and more recent
papers such as QOF-Quality and Qutcomes Framework (DoH 2004a), A Strategy for
NHS Information Quality Assurance (DoH 2004b) have ensured that quality, quality of
care, standards of care, quality indicators and quality assurance have become familiar

language in the UK NHS.

' Quality assurance (QA) refers here to an organised process that assesses and evaluates health services io
improve praclice or quality of care (Fowler 1990).



The UK experience on quality issues is of particular importance to Cyprus mainly for
two reasons. Firstly, the British occupancy of Cyprus occurred at a period of time when
the structures of the Republic of Cyprus were developing, influencing the process. As
part of this process they organised the health care system of the island based on the
mode! they had used to structure the UK NHS (Anastasiou 2000). Secondly, the MoH
and the independent health care specialists that structured the new National Health
Insurance Scheme (NHIS).based their recommended amendments and proposals having

as an example the UK NHS (Polyneikis 2006; Polyneikis and Kalos 1992).

Quality of nursing care

Any attempt to improve the quality of nursing care must begin with a definition of the
term quality nursing care. However, there are probably almost as many definitions of
quality nursing as there are nurses. Different definitions for quality nursing care have
been introduced in the public sector, the private sector (Normand et al. 2002) and more
recently by patients themselves (Radwin 2000). This view is strengthened by Gunther
and Alligood (2002, p354) who assert that “the definition of quality from different
perspectives varies: society judges utilitarian benefits, payers the economic outcomes,
patients the personalised attention received, and providers the congruity with
professional worldviews and standards™. They assert that two main distinct, although
complementary, frames of reference exist within the process of evaluating and defining
the quality of nursing care which this study will address in its quest for interpreting the

term: (1) that of the patient and (2) that of the nursing profession.

Even though much has been written about the phenomenon of quality, significant
variations exist in its interpretation and use, “unaware or undeterred by the conceptual
confusion, quality care continues to be assured, controlled, evaluated and managed in
Health Service Today” (Attree 1993, p355). The litérature review for this study revealed
a gap, which the existing definitions failed to incorporate the views of patients and
nurses in a single definition something which this study will aim at. These

conceptualisations of quality nursing care will be further discussed in chapter 3.



In relation to the Cyprus context, it is my assumption that the nurses are not sufficiently
and efficiently trained to evaluate and improve quality which is a fundamental
consistuent of health care. However, I would argue that the nurses are not to be blamed
for this lack of appropriate education as the roots of the problems need to be identified in
the health care system’s nature instead. There is a lack of clinical guidelines, standards
and quality indicators through which quality nursing care could be achieved and
assessed. Moreover, health services heavily rely on outdated quality indicators such as
the waiting lists (Martin et al. 2003), and the 5 D’s-Death, Disease, Disability,
Discomfort and Dissatisfaction (Komiewicz and Duffy 2003). These aspects have

created a situation where quality assurance remains as a back stream.

Furthermore, it is assumed that cultural beliefs, health perceptions and attitudes play an
important role as to the way Cypriot patients and nurses respond to health, illness, and
death as well as how they define quality and quality nursing care. However, often these
fundamental aspects of care are overlooked or undervalued by the nurses and other

health care professionals.

Politics is an essential component when it comes to the provision of health care and most
importantly quality health care which ofien requires additional funds. Whilst the Cyprus
HCS (Health Care System) (public sector) remains funded directly by the state budget,
from general taxes, politicians play a key role in health matters. Politicians have the
monopoly assigned to them by the Constitution to shift the funding to where they wish
and think it would be best for the public. In anticipation of the full deployment of the
NHIS in 2010, this situation is likely to remain unchanged. However, its introduction
was probably the boldest decision taken by the Cypriot parliamentarians (Cyprus

Government Gazette 2001).

The Cyprus healthcare system: a system in traasition

Health care delivery in Cyprus as elsewhere in the world is experiencing
unparalleled changes ...and reforms need to be applied yesterday |...]

(Opening Speech at the Parliament by the Minister of Health, 2006)



Important events are currently taking place which affect Cyprus mixed HCS. Such
events include the increased levels of taxation, the effects of Cyprus membership in the
EU (European Union), the high level of contact with the National Health Service and its
evolvement into NHIS which initiated an extensive debate about legislation and
individual rights. These events resulted in the Cypriot population becoming more
concemed about the type of health services that are provided, the level of resources that
are or should be spent, and most importantly the level of quality of care they receive.
The MoH has not responded to the peoples’ worries and as a consequence the issue of
quality of care did not receive any systematic debating. In 2007, in Cyprus there was no
coherent national strategy which addresses the issue of quality. As a response, in order
to protect their rights and press for better care patients with cancer have established two

cancer associations.

The increased demand for health care services, the innovations in the treatment of
diseases and the escalating cost of care are creating momentous changes in systems of
health care delivery (Golna et al. 2004). In the light of such préssures and experts’
suggestions, health care reforms in Cyprus began slowly to take place in the mid to late
1990s. The reforms commenced following the recommendations made in the reviews of
the MoH by the Nuffield Institute for Health (1994, 1998) and the report by Hsiao and
Jakab (2003). In the Nuffield Institute report, the MoH is described as operating on the
basis of a division between three basic functions: administrative, technical, and
operational. Such a simple and divisive system, based on a fragmented ministerial
system, was characterised as inappropriate to modern systems of management (Nuffield
Institute for Health 1998). According to the latter study which investigated the costs of
the NHIS prepared in July 1993, the law left several key points ambivalent that could
impair achieving the original intent of the NHIS (Hsiao and Jakab 2003; Hsiao 1997).

Furthermore, the need to harmonise the health care services with the European
regulations prior to Cyprus’ accession to the EU in 2004, led the MoH to adopt a

strategy for reorganising the health care delivery system. The introduction of the reforms



resulted in a different management approach, which is a component of this study as it
affected the way nursing was organised and delivered in the Public Sector” and also led
to the decentralisation of services. The reforms also brought the independence of the
nursing services division, which previously was under the authority of the medical
services. Patients and the public however, viewed these reforms with scepticism.
Despite the reassurance given by government officials, the changes give the impression
that they were introduced for the sake of the harmonisation process and the suggestions
by the foreign experts rather than a decisive measure to improve the accessibility,

delivery and quality of the care.

In order to ensure that the people of Cyprus will receive, quality nursing care, nursing
must take an active role in determining how these goals are achieved. The need to define
quality of nursing care and to determine how it is measured is now more than ever
before a necessity rather than a luxury. However, these actions need to be made both for
the public and private systems of care. Their parallel operation has resulted in
duplication and waste, a point also mentioned in the Nuftield report on Cyprus’ health
care. The fact that the private sector receives no funding from the government means
there is little continuity of care between the private and public sectors, and poor
communication between health professionals and this has the potential to impact

significantly on the quality of health care (Antoniadon 2005).

European and Cyprus cancer statistics

With almost three million cases and almost two million deaths in 2004, cancer remains
an important public health problem in Europe, and the ageing of the European
population will cause these numbers to continue to increase even if age-specific rates
remain constant (Boyle and Ferlay 2005). Lung, colorectal and breast cancer represent
the three most common incident forms of cancer, accounting for two-fifths of the total
European cancer burden. Lung, colorectal, stomach and breast cancers account for
nearly half of all cancer deaths in Enrope. As in the case of the EU, for Cyprus cancer

remains a major cause of morbidity and has been identified as a major public health

* See appendix B-Diagram |



issue affecting one in four of the population (Cyprus Statistical Service-CSS 2003). A
detailed statistical presentation of the problem of cancer in Europe and in Cyprus will be

presented in chapter 3.

Ethnohistory, cancer care and nursing context in Cyprus

As this study is about a specific ethnic group, that of Greek-Cypriots, the ethnohistory
of Cyprus becomes essential for this study. Ethnohistory is important because defining
quality can be a fruitless debate because quality is soctally constructed and influenced
by individual values, beliefs and attitudes whilst anthropologists support that culture
might also influence quality (Davies et al. 2000; Koch 1992). Most anthropologists
define culture as the shared set of implicit and explicit values, ideas, perceptions,
concepts, and rules of behaviour that allow a social group to function and perpetuate
itself (Hudelson 2004, p345).

Therefore, the cultural background of the informants and myself as well as the nursing
context are important considerations as it is now agreed that these influence our beliefs,
behaviours and attitudes to health and iliness as weli as the perceptions of the services
we may use (Papadopoulos 1999a). Leininger (1995) supports the position that cultural
values are critical elements in nursing becanse they greatly affect human behaviour and
action modes. Understanding the cultural beliefs and values of the patients becomes a
means to developing sound and reliable nursing care plans and decisions about nursing
practices. The nursing context in Cyprus presents many particular characteristics which
needed to be taken into consideration as part of this study. Nursing is a profession that
has remained under the authority of the medical profession for many years. This
negatively influenced nurses and the image of nursing in Cyprus. Therefore, nursing
nowadays struggles to restore the image of nursing and specifically to disengage from
beliefs such as that nurses are the physician’s “handmaiden”, that the role they play in
the care of the patient is negligible and that they have minimum education. Nursing
needs to attain its professional identity, and to do this the introduction of new
knowledge, theories and conceptual frameworks are nceded. These are the means by

which the separation from the medical profession can be complieted and established and
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nursing can thrive as a unique discipline. However, these particularities of nursing in

Cyprus are discussed in more detail in chapter 4.

The Cypriot society is a mixture of both European and Middle Eastem characteristics,
reflecting the many conquerors that have occupied the island throughout time
(Pantelidou and Chatzikosti 2003). Healthcare and the role of the patient reflect the
strong ethnic elements of the Cyprus culture which considers cancer as a taboo topic.
Cultural beliefs and customs affect the population’s perception of health and illness, and
determine patients’ willingness to monitor and manage their disease. The collective and
patriarchical nature of Cypriot culture has restricted major changes or transformations to

cultural norms, traditions and values which relate to health and illness.

Aims, Objectives and Assumptions of the Study

The aim of the study is to investigate the views of patients with cancer and to explore
their experiences and needs in terms of quality of nursing care in the cancer care
departments in Cyprus. In the light of the patients’ views, the views of the nurses
providing care to these patients, and the views from the cancer associations will be
explored.

What assumptions are made by this study?

= That nursing quality has not been explored in Cyprus from the perspectives of both
nurse and patient.

* That the patients’ and the nurses’ perceptions have not previously been compared.

= That there are both differences and similarities in the patients, nurses and key
advocates’ perceptions of what constitutes quality nursing care.

* That nursing quality can be improved in cancer care departments.

In order to provide empirical evidence of these assumptions three research questions are

formulated as a focus for investigation:

*  What are the perceptions of the patients, the nurses and the Key advocates on quality
nursing care?

=  What is the nursing response to the patients’ views on quality nursing care?

11



Are there any common principles in relation to quality nursing care among nurses and
patients?

MPhil objectives

Reviewing the literature and identifying the recommended quality indicators

for providing quality nursing care.

Investigating the perspectives of patients, nurses and key advocates about quality
nursing care and from these propose an interpretation of “quality nursing, care”.

From the above, provide conclusions and recommendations to the MoH.

PhD objective

To produce quality care guidelines for cancer nursing in Cyprus underpinned by a theory

of what quality of nursing care is in relation to the Cypriot context.

12



Outline of the thesis

The thesis is presented in five parts. Part one is the introduction to the thesis. The
background of the study is discussed in relation to the Cyprus context which is analysed

in some depth. The concepts used by this study are also analysed in detail.

Part two outlines the theoretical context of the study. It contains three chapters. The first
discusses hermeneutic phenomenology, which forms the conceptual and methodological

framework of the research; the second reviews aspects of quality in the Cyprus |
healthcare system and evaluates it in terms of the purposes of this study and the third
chapter comprises an ethnohistoric review on Cyprus. Furthermore, the issues
underpinning quality within Cypriot society and culture and how these may affect

people’s attitudes, perceptions, beliefs and values towards health are explored.
Part three of the thesis, describes the empirical phase of the research and includes two
chapters. The first chapter describes the methodological decisions and approaches to the
study and the second chapter presents and discusses the findings of the study.
In part four, the product of the thesis is presented in the form of nursing quality care
guidelines for clinical practice underpinned by a theory of what quality of nursing care

is.

In the last part, the research is evaluated providing suggestions for further research.
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CHAPTER 2
HERMENEUTIC PHENOMENOLOGY?

A theoretical framework for the study

Hermeneutic phenomenology forms the methodological and conceptual framework of
this study. This chapter gives an account of the development of hermeneutics in both its
carly and modern phases. | especially draw on the tradition of hermeneutics i.e. the
tradition of text interpretation, as it first emerged in protestant theology and then became
a powerful tradition within philosophy and human studies, thanks to the works of

Schielermacher, Dilthey, Heidegger, Gadamer and Ricoeur.

The chapter begins with a discussion of the etymology of the word “phenomenoclogy”
and “hermeneutics”. This is followed by an outline of the discipline in its early phase.
Next, the development of modern hermeneutics is traced through a review of the work of

five major thinkers: Schielermacher, Dilthey, Heidegger, Gadamer and Ricoeur.

This study is based on the philosophy of Paul Ricoeur for its methodological and
conceptual framework. Ricoeur’s philosophy is according to Simms (2004, p2)
simultaneously a philosophy of life and a philosophy of reading enabling “it to be
universally applicable: whatever discipline we are in, be it history, psychoanalysis,
literary criticistn or whatever, that discipline is coustructed through texts, and those texts
each in different ways conceal their true meaning that hermeneutics reveals-the meaning

of life”.

Ricoeur was a French philosopher best known for combining phenomenological
description with hermeneutic interpretation. As such, he is connected to other major
hermeneutic phenomenologist, Heidegger and Gadamer as well as with Dilthey.
Ricoeur’s hermeneutical approach aligns with the ontological (interpreter) and
epistemological (interpretation) concems of this study which will be discussed later in

this chapter.

3 In Greek- Epunvevticy Pavopevoloyla
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The inclusion of this chapter was considered essential for the aims of this study. The
most important arguments that underpin my decision to include this chapter are outlined

here:

e The reader through this chapter is familiarised with the philosophy of
hermeneutics, the notions and language that belongs to #. Through this
familiarisation 1 aim at an appreciation of philosophy as a methodological

approach.

o This study is based on the “lived experiences” of informants. The notion of lived
experience was the basis and perhaps the most important contribution of Dilthey
to modern philosophy. This notion has been adopted by his successors and most

importantly, Ricoeur.

e Dilthey, Heidegger, Gadamer, and Ricoeur all have written about the importance
that history and historicity play in the way we acquire our understanding of
things (including the lived experience). Historicity also reflects the notion of
culture and this aspect has informed my decision to include a critical review of

Cyprus ethnohistory in the study.

s The philosophical approach of Ricoeur informed the decisions taken during the

empirical phase of this study.

o References to earlier hermeneutics are considered essential in order to
understand the source of some of the ideas that Ricoeur has adopted and

developed in his philosophy.

It is difficult to understand the meaning of “hermeneutics” and “hermeneutic
phenomenology” or the notions related to these terms unless the etymologies of the

words are appropriately explained. In view of the fact that these notions appear

16



frequently in the study it was considered necessary to provide the etymological

explanations given to these notions.

The concept of hermenentics

Hermeneutics, which is mainly philosophical in nature, has been defined as the theory
and practice of interpretation and understanding (Urmson and Jonathan 2005). The term
“hermeneutics” comes from the Greek word hermeneuo translated to “interpret” and the
noun hermeneia, ‘‘interpretation” (Palmer, 1969). In Greek mythology, Hermes® was the
mythical Greek God, also known as the messenger (Jost and Hyde 1997). Dermot (2006)
argues that “Hermes was a go-between between gods and humans, who tells lies as well
as truths, who misleads as well as leads. Hermes represents the untrustworthy yet

necessary link between worlds” (p271).

In its original use, for a long time its exclusive use, hermeneutics stood for the principles
of biblical genesis. However, it was in the work of Heidegger that it gained a whole new
meaning. “Hermeneutics” held a central place in the phenomenological study he has

embarked upon (Clark 2005).

The concept of phenomenology

The Greek word “parvouevoloyia” (phenomenology) consists of two constituents, the
word “paiviuevov” (fainomenon) and the word “léyoc” {logos). The Greek word
parvouevov, to which the term phenomenon refers to, is the verb paiveoa: (fainesai),
which signifies according to Moran and Mooney (2004) ‘1o show itself’. Therefore,

pauvouevov means that which shows itself, the manifest.

“@aiveoai '(fainesai) itself is a middle-voiced form which comes from gaivw-to
bring to the light of day, to put in the light. Paivw (faino) comes from the stem
pa-like pac, the light, which is bright — in other words, that wherein something
can become manifest, visible in itself”’ (Moran and Mooney 2004, p279).

Accordingly, the gawoueva or “phenomena” are the totality of what lies in the light of

the day or can be brought to the light — what the Greeks sometimes identified simply

* tn Greek-Epuric
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with ra ovia (ta onta -the entities). The other half of the Greek etymology of
phenomenology is the word - 16yo¢ (logos’) as Heidegger argues (1962, p49-63). The
proper meaning of this word, Heidegger argues, has been concealed in the history of
philosophy. 1t is interpreted as positing or judging and thus as reason, judgement,
conceptuality, definition, ground, or relation. For Heidegger, on the contrary, “logos™ is
not primarily to be understood as judgement, but as “letting something be seen; a

“logos" is “a making clear” of something (Heidegger 1962, p49-63).

Moran and Mooney {2004) assert that the basic signification of logos is “discourse”, and
that word-for-word transiation will not be validated until we have determined what is
meant by “discourse” itself. Moran and Mooney (2004, p282) argue that the later history
of the word logos covered up the real signification of “discourse™, and especially by the

numerous arbitrary interpretations which subsequent philosophy has provided.

The early phase of hermeneutics

The roots of hermeneutics are lost back in ancient times and particularly ancient Greece.
Plato (427BC-348BC) was probably one of the first philosophers that used hermeneutics
in his attempt to comprehend religious issues (SEP-Stanford Encyclopaedia of
Philosophy 2006a). Dermot {(2006) comments that “the principles of interpreting were
gradually set down in ancient and medieval attempts to interpret sacred texts, for
example in the Biblical schools of Alexandria where Judaic and Hellenic learning

intertwined” (p271).

Philo of Alexandria (20BC-50AD), a Hellenised Jew, and later Origen of Alexandria
(185AD-254AD) are considered by Dilthey (1860) amongst the first figures that actually
applied hermeneutics in practice. Philo believed in the allegorical meaning of the Old
Testament and claimed that literally interpreting the scripts might result in loosing the
concealed deeper meaning which may only be uncovered through systematic
interpretation (SEP 2006a). This allegorical meaning was later termed as a “multiple

meaning” problem by Ricoeur. According to Ricoeur (1976) this problem designates a

* (literally meaning ‘speech’, thus lexi - 1é{n - meaning ‘the word’
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certain meaning effect, according to which one expression, of variable dimensions,
while signifying one thing at the same time it signifies another thing without ceasing to
signify the first. He asserts that “in the proper sense of the word this is the allegorical®

function of language” (p62).

Another influential figure both of his time and for modem philosophy is St. Augustine
(354-430). His writings had a great impact on the way hermeneutics were further
developed by Dilthey, Heidegger, and Gadamer (SEP 2006a). St. Augustine’s On
Christian Doctrine’ puts forward principles of exegesis for the Bible and is considered
as one the fundamental texts of hermeneutics, and one which had a strong influence on
Heidegger. According to Dermot (2006, p272) the most important principle identified in
St. Augustine’s ‘On Christian Doctrine’ was “that the part was always to be understood
in the light of the whole, and thus a sentence taken from- the Bible must always be read

1n context™.

It does not take much effort to identify the influence of these principles in the
hermeneutic philosophy developed by Heidegger. The first principle for example
suggested by St Augustine that the “part was always to be understood in the light of the
whole” holds a fundamental place in Heidegger’s idea of the “whole and parts”.
According to Heidegger, it is only through the movement between the parts and the
whole that understanding can be achieved (Heidegger 1962). The movement between
part and whole in the process of interpretation later became known as the hermeneutic
circle (Coltman 1998). Despite the differences of these writers in the way that the
Scriptures should be interpreted, they shared a common idea, a focus on interpreting

textual material.

The works of the philologists Friedrich Ast (1778-1841) and Friedrich August Wolf
(1759-1824) are considered to be the preparatory work based on which Schleiermarcher
developed his theory on hermeneutics (Palmer 1969). They share many cormmon ideas

as well as differences. Their mutual perception is that explanation must be grounded in

® All-egoreo: while saying one thing (o say anolher thing
"De docirina christiana, ¢. 396-427
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understanding and that, understanding should in any case be distinguished from

explanation and this holds a central place in their work.

Romanticist® Hermeneutics
Friedrich Schleiermacher

“Hermeneutics as the Art of Understanding does not exist as a general field,
only a plurality of specialised hermeneutics”’

{Schleiermacher as cited by Palmer 1969, p84)

Schleiermacher and his follower Dilthey are the main proponents of romanticist
hermeneutics. According to Demeterio, (2001, pl) both of them were heirs to a very
dominant philosophy of the subject initiated by the French scientist, mathematician, and
founder of modern philosophy Rene Descartes (1596-1650). The period of romantic
hermeneutics was dictated by the interest in the human sciences and the eagerness to
guard their integrity as distinct from the natural sciences (Demeterio 2001). Scholars of
this period were also concerned with interpreting the old texts such as the Old and the
New Testament. These are the twin pillars on which modern hermeneutics is built. What
made Schleiermacher a pioneer of his time was his achievement “to unite the intellectual
currents of the time so as to articulate a coherent conception of a universal hermeneutics,
a hermeneutics that does not relate to one particular kind of textual material, but to

linguistic meaning in general (SEP 2006a, p3).

Schleiermacher (1768-1834) has been considered the father of contemporary
hermeneutics (Grondin 1995). His work became known through a series of lectures,
according to Moules (2002), which gave his perspective for a general hermeneutics as
the art of understanding, and his early account of the hermeneutical circle. Contrary to
the philologists that were his immediate predecessors, who believed that hermeneutics
was determined by the content of what was to be understood, Schleiermacher, according

to Gadamer (2006)

® The term romanticism was a literary, artistic, and cultural movement during the 18" and 19" century,
wilhin which Schleiermacher belonged.
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“No longer seeks the unity of hermeneutics in the unity of the content of tradition
to which understanding is applied, but rather he seeks it, apart from any
particular content, in the unity of a procedure that is not differentiated even by
the way the ideas are transmitted—whether in writing or orally, in a foreign
language or in one’s own"” (p179)

Schleiermacher wanted hermeneutics to be expanded to a more general understanding of
texts and not a specialised one, such as had existed heretofore in philology and theology.
Schleiermacher took as his starting point the process of understanding as it occurs in the
case of the written word. He thus emphasised that interpretation of a text had to take
place along two different axes: grammatical and psychological (Dermot 2006). The
psychological rudiment entails that we must be able to get inside the mind-set of the
author. Consequently, the psychological rudiment constitutes according to Mueller-
Vollmer (1997) a source of evidence from which assumptions about the author might be
drawn. However, there is also a grammatical rudiment to the text, which is related fo the
language used by the author to express his thoughts and ideas. Therefore, we must also
“be familiar with the language as it was used at the time the text was written” (Dermot
2006, p275).

An aspect of Schleiermacher’s philosophy of hermeneutics involved the emotional
engagement with the text and consequently with the person that wrote the texs, “to the
point that one transforms oneself into the other” (Wilson 1989, p157), in order to grasp
the onginal lived experience. Therefore, for Schleiermacher, the process of
understanding was essentially a reconstructive process through which the interpreter
entered into the psychic life of an author by way of the shared medium of language in
order to re-experience his creative act {(Drapper 1997). However, for this aspect of his
work, Schleiermacher received criticism by later philosophers such as Gadamer who
argues, “That understanding actually involves an irremovable distance. Distance is a
necessary precondition for understanding, not something to be overcome; what is
completely assimilated does not come into focus for understanding’ (Dermot 2006,
p275).
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One of Schleiermacher’s most important contributions to hermeneutics is seen in his
statement that “[...] complete knowledge always involves an apparent circle... each part
can be understood only out of the whole to which it belongs, and vice versa” (Mueller-
Volmer 1985, p84). He identified a concept that remained at the centre of hermeneutical
theory, that of the hermeneutical circle. The hermeneutical circle was first described by
Heidegger in Being and Time (1927). According to Heidegger as cited by Simms (2004)
“as a consequence of understanding of existence being depended on understanding of
the world and vice versa, any interpretation which is to contribute understanding, must
already have understood what is to be interpreted” (p37). Ricoeur’s position on what
constitutes the hermeneutic circle differed than the one proposed by Heidegger. Ricoeur
(1967) claims that “we must understand in order to believe, but we must believe in order
to understand” (p351). The circle can also be understood in a different way
“hermeneutics proceeds from a prior understanding of the very thing that it tries to

understand by interpreting it” (Ricoeur 1967, p352).

The next development in hermeneutics to be considered here came in the latter half of

the nineteenth century with the work of Dilthey.

Wilhelm Dilthey
Hermeneutics as the Method of the Geisteswissenschaften’
Alexander von Humboldt (1769-1859), Chajim Steinthal (1823-1893), and Friedrich
Carl von Savigny (1779-1861) took over the task of continuing the work of
Schleiermacher in relation to hermeneutics in a climate which was similar to its early
years, rather than being new age for hermeneutics. Scholars were more concerned with
the application of hermeneutics to the disciplines of theology, history, and law rather
than focusing on the real task of hermeneutics, which is communication and
understanding (SEP 2006a). Dilthey (1833-1911) is situated at this turning point of

hermeneutics according to Ricoeur (1998).

% Geisteswissenschafien — all the humanities and social sciences, all those disciplines which interpret
expression of man's inner life. Also see Palmer 1969, p98.
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According to Palmer (1969), Dilthey began to see in hermeneutics the foundation of the
Geisteswissenschafien. He wanted to develop hermeneutics as the method for these
social sciences in “contrast to the empirical method of the natural sciences-
Naturwissenschaften” (Dermot 2006, p276). His argument was focused on the idea that
in the natural sciences we seek to explain phenomena in terms of cause and effect; in
contrast, in the human sciences we seek to understand. Dilthey’s declaration that “we
explain nature, but man we must understand” describes the essence of his philosophy
(Palmer 1969, p45). Dilthey describes two contrasting approaches to the acquisition of
knowledge as “explanation™ (eklaren) and “understanding” (verstehen). West (1996) in
his “Introduction to Continental Philosophy” differentiates the two notions brought
forward by Dilthey:

“[..] Explanation, however, is not by itself an adequate model for human
sciences, whose object of study is humanity itself. Human beings have a
psychical existence and, 1o that extent, can be studied by the methods of
explanatory science. But the human sciences are more concerned with the
various expression of mind or sprit. The human sciences deal with actions,
utterances, institutions, and artefacts which, unlike evenits, in the physical
worlds, have intrinsic meaning and so call for a different cognitive approach.
Understanding is concerned with the recovery of meanings rather than the
identification of causal regularities. It is not concerned with generalization but
with the description of the individual in its full complexity and particularity”

(p83).

Dilthey was influenced by Kant’s "Critique of pure reason”, because Kant determines
natural sciences to be the peak of objectivism. At the same time like Kant, Dilthey tried
to realise objectivity for Human Science. Diithey’s objective was to write a “Critique of
historical reason” which wonld extend the Kantian programme to include the cultural
sciences, and in which he would clarify the grounds for the claim to valid knowledge,
and identify the methods through which that knowledge could be derived (Paimer 1969).
He tries to construct human science in terms of natural science; because the object of
Human Science is “Humans Who” having the dimensions of both the physical and
mental. It does mean that the different objects constitute the centre of the difference of
both sciences. We can investigate Human’s physical dimension as natural science (ot
positivism) but not the mental dimension. Thus Dilthey embraced history asserting that

human individuals and societies can only be understood historically (Gadamer 2006).
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Dilthey’s aim of historicism is that the “historical diversity of human civilizations means
that we must think ourselves into their categories in order to understand them” (Inwood

1991, p3).

What constitutes Dilthey’s special importance and distinguishes him from the neo-
Kantians is that he does not forget that in this instance, “experience is something quite
different from what it is in the investigation of nature. In the latter, all that matters are
verifiable discoveries arising from experience” (Gadamer 2006, p216). Therefore, the
concept of lived experience (Erlebnis), the manner in which a life is lived historically,
was Dilthey’s central unifying concept. According to Palmer (1969), Dilthey defines an

Erlebnis as a unit held together by a common meaning:

“That which in the stream of time forms a unity in the present because it has a
unitary meaning is the smallest entity which we can designate as an experience.
Going further, one may call each encompassing unity of parts of life bound
together through a common meaning for the course of life and “experience” —
even when the several parts are separated from each other by interrupting
evenis” (p107)

However, Dilthey asserts that lived experience, as such, does not provide self-
understanding. Self-understanding is obtained only to the extent that the self relates to
itself as it relates to others. Dilthey, as cited by Palmer (1969), sets the limitations of the
“lived experience” and at the same time lays down the foundations of the twentieth-

century phenomenology:

“The way in which “lived experience” presents itself to me [literally, “is there-
Jor-me”] is completely different from the way in which images stand before me.
The consciousness of the experience and its constitution are the same: there is no
separation between what is there-for-me and what in experience is there-for- me.
In other words, the experience does not stand like an object over against its
experiencer, but rather its very existence for me is undifferentiated from the
whatness which is present for me in i’ (p109).

Indeed, it was Dilthey’s argument that we can understand human culture and history
precisely because, like nature for God, they are expressions of life. Rickman (1990, p40)

comments that this understanding, “is not an obscure intuition, a mysterious flash of
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lightning, or a gimmick which replaces disciplined intellectual work and makes it
superfluous but it is that which opens up to us the world of individual persons, and

thereby also possibilities in our own nature”,

On the same tapic, Palmer (1969) asserts that understanding is not a mere act of thought
but a transposition and re-experiencing of the world as another person meets it in lived
experience, an operation of silent thought which accomplishes a pre-reflexive

transposition of oneself into another person (p115).

Dilthey influenced Heidegger, Gadamer and Ricoeur, who took the idea that a
historically lived life is finite, and hence that cultural understanding can never be
absolute science. Furthermore, they adopted the idea that understanding was not simply
something which occurred on a backdrop of conceptualisation and explanation, but was
an important and fundamental structure in human being or Da-sein, and as such

occupied a central place in philosophy (Grondin 1995).

Martin Heidegger:
The Hermenentical Dimension of Being

“Is” is one of the most commonplace words in the English language. [...] It is
difficult to speak, write or think without it. But few people ask —what is "is"? If
we forget this basic question of being, we lose sight of the way we are in the
world”’

(Heidegger as cited in Appignagnesi 2005, p3)

A student of Husserl (1859-1938), Heidegger made some substantial choices, leading
him to a different path that opened up a notable path in the history of hermeneutics with
his influential work Being and Time'®. Heidegger brought the ontology of the subject
and the “something” which Husserl disclaimed back into the “experience-of-something”

(Jardine 1994; Caputo 1987).

Heidegger’s primary concern was ontology, or the study of being (Clark 2005). As

opposed to Husserl, Heidegger focused on what sort of knowing occurs when one is not

' Sein und Zeit- Literally ‘existence’ and, often translated by its components, being-there.
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outside the situation but is involved in it (Wilkes 1991). Heidegger propounded that an
understanding of the person can not occur in isolation from the person’s world and
especially the unique knowledge acquired through everyday activity (Demeterio 2001).
He referred to human existence as “Dasein” or “being-there” which stressed the

situatedness of human reality (Walters 1995).

Heidegger’s philosophy therefore views the experience as the person rather than
something that happens to a person (Duke 1998). Heidegger claimed that in order for a
question to be understood, who the questioner is has to be taken into account, as does
who the questioner is when asking the actual question (Ree 1998). This idea is opposed
to Husserl who sought a means of directly exploring consciousness and introduced the
method of “epoche” by which judgments about reality are held in suspension or
“bracketed” (Holmes 1990). Heidegger and Ricoeur dismissed the idea of bracketing;
claiming that it is impossible to bracket one’s “being-in-the world” in the process of
philosophical enquiry and that it is only feasible that one can interpret something

according to one’s lived experience (Walters 1995).

In his work Being and Time, Heidegger criticised Descarte’s dichotomy between mind
and body in relation to “understanding” through the notion of being-in-the-world.
Descartes had based the notion of understanding upon the premise that a distinction
could be made between the mind, which existed in the dimension of time, and the body,
which was physical in nature and occupied three dimensional spaces (Rorty 1986).
However, according to Drapper (1997), Heidegger challenged Descarte’s idea and
wondered how is it possible for the “mind to know anything about a physical world to
which it can never have direct access” (p69). The mind’s understanding of the world
becomes possible according to Descartes (1986) through the impressions that are

received through the body (sensory mechanisms).

Clark (2005) asserts that Heidegger’s account of the nature of understanding is radically
different from that of Descartes. While Descartes supported the idea that understanding
involves extracting ourselves from the world, Heidegger opposed this view and argued

that on the contrary understanding is only possible because we have our being-in-the-
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world. Heidegger (1962) asserts that we do not first perceive something purely present at
hand and then interpret it as a house, or whatever rather we encounter things as already
interpreted in terms of a web of possibilities which we apprehend the thing as possessing
(p190, 150). Therefore, interpretation is never without presuppositions''. Heidegger
asserts that ‘in every case this interpretation is grounded in something we have in
advance — in a fore-having (Vorhabe) which is the totality of cultural practices which
constitute the taken-for-granted background which circumscribes our possibilities for
understanding and determines possible ways of questioning. We grasp and interpret
objects in terms of a fore-having, a ‘fore-sight’ (Vorsichf) which implies that our
understanding is mediated by the vocabulary or conceptual scheme which we bring to
bear on a problem and a ‘pre-grasp’ or ‘fore-conception’ (Vargnff) of the thing'> which
relates to the fact that in each act of understanding the investigator has an expectation of

what will be discovered. (Heidegger 1962, p191, p150).

What Heidegger is here calling into question is the Cartesian ideal that has dominated all
of modern philosophy, namely, the notion that truly “objective” knowledge must be
presuppositionless or ‘“foundational”, grounded upon some rock-solid, ‘“objective”
foundation. Thus, as Kearney (2006, p301) comments “Heidegger maintains that the
objectivistic ideal of ‘a historiology which would be as independent of the standpoint of
the observer as our knowledge of Nature is supposed to be’ is a false ideal, an idol, in
fact, of the under&anding””.
Hans-Georg Gadamer:
The Fusion of Horizons'!

“Human being, Gadamer argues, is a being in language. It is through language
that the world is apened up far us. We learn to know the world by learning to
master a language”

(Gadamer as cited in SEP 2006b, p6)

Palmer (1969) argues that Gadamer’s work published in 1960 Truth and Method:

Elements of a Philosophical Hermeneutics” has introduced a new phase for

" Heidegger referred to these as ‘fore-structures’

12 Also see Appendix A-Figure 3

13 Also see Being and Time, p363

¥ Horizontverschmelzung - Also see appendix A-Figure 4

27



hermeneutical theory. The radical reconception of understanding by Heidegger was
“brought to full systematic expression by Gadamer and its implication for the way the
aesthetic and historical are conceived came to light” (Palmer 1969, p163). Gadamer
moved away from the idea introduced by Dilthey that hermeneutics should be the
methodological basis for the Geisteswissenschaften and challenged the status of the
method itself (Gadamer 2006). However, Gadamer does not make it his purpose to
inform the methodology of the human sciences, or to develop an art or technique for the
interpretation of texts because Gadamer is concerned with a more fundamental question:
“how is understanding possible, not only in the humanities but in the whole of the

human’s experience of the world” (Drapper 1997, p74)

Gadamer developed a dialogical approach, and grounded understanding in the
linguistically mediated happening of tradition (SEP 2006a). According to Palmer (1969)
“understanding” is not conceived by Gadamer as a “subjective process of man over and
against an object but the way of being of man himself; hermeneutics is not defined as a
general discipline for the humanities but as a philosophical effort to account for
understanding as an ontological process in man” (pl163). Gadamer’s approach to
hermeneutics based on these different interpretations of “understanding” and “ontology”

led to the birth of philosophical hermeneutics.

Keamey (2006) asserts that one of the most outstanding features of Gadamer’s
philosophical hermeneutics is the emphasis he places on the historicality of human
understanding. Gadamer defends himself against the charge of subjectivism as Keamey
{2006) comments “by maintaining that interpretation is never — indeed, can never be —
the act of an isolated, monadic subject, for the subject’s own self-understanding is
inevitably a function of the historical tradition to which he or she belongs”. Actually,
Gadamer challenges the foundation of the objectivists’ .theory of presuppositionless
understanding, which he claims is an existential impossibility, that, as “Heidegger would
say, it involves a thoroughgoing misunderstanding of human understanding” (Kearney

2006, p302-303).

" Wahreit und Methode: Grundzuge einer Philosophischen Hermeneutic
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Gadamer rejects these arguments asserting that the prejudices which a person holds are
derived from that person’s historical situation; and he argues that far from being the
enemy of understanding, prejudice constitutes its necessary precondition (Gadamer
2006). Ricoeur (1998) asserts that for Gadamer “the prejudices of the individual, far
more than his judgements, constitute the historical reality of his being” (p68). Gadamer
seeks to restore the concept of prejudice from negative connotations which were
introduced by Heidegger in Being and Time. For Gadamer our prejudices “do not
constitute a wilful blindness which preveats us grasping the truth; rather they are the
platform from which we launch our very attempt at understanding” {Dermot 2006).
Gadamer (2006) proclaims that this is clearly due to the influence of the Latin
‘praejudicium’. There are such things as prejuges legitimes (p273). Gadamer rejects “the
usual pejorative view of prejudice which he traces to the Enlightenment ideal of a pure
reason unencumbered by native prejudice” and asserts that understanding arises only in

and through our prejudices (Dermot 2006, p278).

Gadamer asserts that, our prejudices are indivisible from the historicality of our being:
from the fact that all of us are historically as well as socially situated (Paimer 1987).
Similarly, Dermot (2006) asserts that we “can not extract ourselves from history in our
attempts 1o understand the process of history; history is always already operative in our
understanding. The way a tradition operates is summed up by the term “prejudice” (p.
278).
“Long before we understand ourselves through the process of self-examination,
we understand ourselves in a self-evident way in the family, society and state in
which we live. Inasmuch as understanding always occurs against the background
of our prior involvement, so it always occurs on the basis of our history”
(Gadamer 1975, p276-7)
Understanding, for Gadamer, is thus always a historical, dialectical, linguistic event
(Palmer 1969), while hermeneutical “consciousness” is itself that mode of being that is
conscious of its own history “being effected” (SEP 2006b, p6). Gadamer argues that the
awareness of the historically effected character of understanding is identical with an

awareness of the hermeneutical situation which he describes with the phenomenological

concept of “horizon” (SEP 2006b, p6). This concept comprises of a range of vision that
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includes everything seen from a particular vantage point (Laverty 2003). The horizon of
a particular present is made up from the prejudices that we bring with us since they
constitute that beyond which it is impossible to see (Gadamer 1975). Gadamer viewed
interpretation as a “fusion of horizons™, a dialectical interaction between the expectations
of the interpreter and the meaning of the text (Taylor 2002a). Gadamer suggested that
we develop a fuston of horizons whereby differing viewpoints come to understand one

other by melting into each other through developing a common language.

For Gadamer, “the researcher, and the text which is the object of study, exists within
horizons whose boundaries are determined by their historical situation. And horizons
take on a particular point of view as the beliefs reflect individual differences” (Drapper
1997, p76). Understanding is the result of the formation of a comprehensive horizon in
which the limited horizons of text and interpreter are fused together into a common view

of the subject matter with which both are concerned - the meaning (Linge 1977).

Hermeneutic Phenomenology
Ricoeur’s Hermeneutic Approach

“{For hermeneutics] it is ... to seek in the text itself, on the one hand, the internal
dynamic that governs the structuring of the work and on the other hand, the
power that the work possesses to study itself outside itself and to give birth to a
world that would truly be the ‘thing’ referred to by the text”

(Ricoeur 1991a, p17-18)

For Ricoeur, we can no longer define hermeneutics or the theory of interpretation in
terms of the search for the psychological intentions of another person which are
concealed behind the text, and if we do not want to reduce interpretation to the
dismantling of structures, then what remains to be interpreted?’ (Ricoeur 1981, pl41).
The answer according to Clark (2005) is a Heideggerian one: the interpreter should aim

to inhabit and understand the mode of being studied by the text:
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“For what must be interpreted in a text is a proposed world which 1 could
inhabit and wherein I could study one of my own most possibilities. This is what [
call the world of the text, the world proper to this unique text....Through fiction
and through poelry; new possibilities of being-in-the-world are opened up within
everyday reality”. (Ricoeur 1981, p142 as cited by Clark 2005)

Ricoeur’s vital contribution to the discipline could perhaps be said to consist in his
having drawn from this ontology of understanding methodological conclusions of direct
relevance to the practice of the human sciences. In doing so, he has also addressed the
key problem in the philosophy of the human sciences that Gadamer’s hermeneutics
.tends to leave unresolved, namely, the problem of the relation between explanation and

understanding (Kearmey 2006, p326).

Based on the SEP (2006a) Ricoeur attempted to bridge ontological and critical
hermeneutics, which up to his time were considered incompatible. This incompatibility
was based mainly on the genuine differences between the two, however Ricoeur
proposed “an altemnative that aimed at unifying the most convincing aspects of them
both™ (p9). In his early work Symbolism of Evil, Ricoeur saw hermeneutics merely as a
method of interpreting symbols. However, he subsequently refined hermeneutics into a
theory of interpreting discourse as a whole, including, but not confined to, the symbols
which any discourse contained (lhde 1971). Ricoeur in his works ‘From fext to action-
Essays in hermeneutics’ (1991a) and ‘Hermeneutics and the human sciences’ (1995)
asserts that the process of interpreting texts does not involve the realisation or
understanding the intentions of the narrator, but to understand the meaning of the text
itself; that is the directions of the thoughts that are opened up by the text’s elusive
meaning. According to Wiklund et al. (2002) what is opened up, or appropriated, is the
disclosure of possible ways of being in the world. Understanding of the text means to
follow its movement from the manifest description (what the text says) to what it taiks
about. “When following the text beyond the situation and the intentions of the author,
and beyond the reader’s situation, the text discloses possible modes of being in the world
that can be appropriated” (Wiklund et al. 2002, p115). Philosophically, the process of
appropriation has its foundations in Gadamer’s concept of tradition. Ricoeur (1981)

asserts that “the action of tradition and historical investigation are fused by a bond which
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no critical consciousness could dissolve without rendering the research itself

nonsensical” (p76).

According to Geanellos (2000) it is “through participation in the tradition in which we
live we gain a sense of the familiar and of belonging. Tradition is not alien, it is
something into which we have grown, something we have appropriated through engaged
living” (p114). Ricoeur (1995) as Gadamer also perceives appropriation as to “make
one’s own” what was initially “alien” which is the aim of hermeneutics (pl85).
According to Ricoeur (1995) the process of interpretation comes to a closure when
reading releases something like an event, an event of discourse, and an event in the
present time. The result of this process provides the interpreter with a new perspective of
things which allows him/her to view the world differently. Ricoeur (1991b) in his work

“On interpretation” explains:

“that the condition for understanding and self-understanding is the linguistically
mediated tradition to which we belong, the whole treasury of symbols
transmitted by the cultures within which we have come, at one and the same
time, into both existence and speech” (p192-3).
Ricoeur asserts that interpretation allows actualisation of the meanings of a text and this
occurs through appropriation (1981, pl185). ‘By ‘appropriation’, 1 understand this: the
interpretation of a text culminates in the self-interpretation of a subjebt who thenceforth
understands himself better, understands himself differently, or simply begins to
understand himself” (1981, p158). Therefore the understanding of the text allows the
interpreter to expand his horizons (i.e. to know his or herself). That according to
Geanellos (2000) “presupposes that we can distance our selves from our pre-
understanding (distanciation) in order to perceive new meaning (appropriation)” (p117).

Distanciation and appropriation stand in a dialectical relation to one another and

culminate in understanding (Wiklund et al. 2002; Geanellos 2000).

Ricoeur (1981) has addressed the difference between text and discourse, referring to
these differences as distancing. The four principles of distancing are (1) the transcription

itself and the meaning of the written word, (2) the relationship between what has been
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written and the intent of the person who wrote the text, (3) the meaning of the text
beyond its original intent as well as the author’s original intent, and (4) the new
interpreted meaning of the written word and the audience. As described by Allen and
Jensen (1990, p245) the hermeneutical circle of interpretation moves forward and
backward, starting at the present. 1t is never closed or final. Through rigorous interaction
and understanding, the phenomenon is uncovered. The interpretive process that
underlies meaning arises out of interactions, working outward and back from self to
event and event to self. Ricoeur (1976) points out in his work “Interpretation theory:

Discourse and the Surplus of Meaning” that:

‘Distanciation is not a quantitative phenomenon, it is the dynamic counterpart of
our need, our interest, and our effort 10 overcome cultural estrangement. Writing
and reading take place in this cultural struggle. Reading is the ‘pdpuoxo’
(pharmako), the remedy, by which the meaning of the text is ‘rescued’ from the
estrangement of distanciation and put in a new proximity, a proximity which
suppresses and preserves, the cultural distance and inciudes the otherness within
the ownness. (p43).
Wiklund et al. (2002) comment that by working within the text, distanciation as the
dialectic counterpart of appropriation is possible. The nature of the text holds within
itself the foundations for distanciation as its characteristics objectify the text in several
ways and give it a life of its own: it focuses the ‘what’ of the text, rather than the
empirical context. Ricoeur attempts with the process of distanciation to remove the
authorial intent; that is the idea that the meaning of a text resides only with its author.
The way in which the text is constructed to create the narrative will explain something
about the texts meaning for the reader. The meaning of the text, its sense, becomes more
important than its reference, thus distanciation is not a methodological concern, a
technique, but rather it “is a constitutive of the phenomenon of the text as written”
(Ricoeur 1976, p44). Therefore, the process of distanciation enables the interpreter to
approach the text with an open mind and thereby appropriate its sense through the use of
the explanations the text provides the reader with. Those explanations are directed

towards a structural analysis of the internal relations of the text and to an analysis of

deep structures that could be expressed as metaphors.
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Ricoeur argued that the attempt to understand the specifically human must, in the final
analysis, assume the form of a narrative: “[...] that human phenomena — texts, action
— can not properly be understood until the results of the explanatory approach have
been integrated into a wider, interpretive understanding” (Ricoeur 1981, p8 as cited by
Kearney 2006). The identification by Ricoeur that the narratives comprise the best
approach to investigate people’s lived experiences has informed my decision to
implement this technique in this study as a means to collect the research data. Ricoeur
(1976) acknowledges that the person’s lived experience retrieved through the narratives
can not directly become another person’s experience. However, what can be transferred
from one person to another is not the experience as experienced, but its meaning.
Ricoeur (1976) asserts that “‘the experience as experienced, as lived, remains private, but
its sense, its meaning, becomes public” (pl6). The argument made here by Ricoeur
describes the essence of this study; that is to make “public” the meaning of the lived

experiences of the patients with cancer and of their nurses.
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Table 2.1 key philosophers’ main ideas and coatributions.
Ribilcsophei-y i

g oyl o e gy o oo

PV 2 inAWOEKS

General hermeneutics as the art of
Schieimacher | understanding. Interpretation takes place Hermeneutic Circle Friedrich Ast | Has no published work.
(1768-1834) | along two different axes: grammatical Friedrich Wolf | Series of lectures
and psychological
Saw hermeneutics the foundation of the | Dilthey describes two
Geisteswissenschaften- that is, all the | contrasting approaches to the | St Augustine | Volume I: Introduction to the
Dilthey humanities and social sciences. acquisition of knowledge as | Schleimacher | Human Sciences
(1833-1911) | Lived experience, the manner in which a | explanation and Kant Volume [IV: Hermeneutics
life is lived historically. understanding. Historicity. and the Study of History

Brought the ontology of the subject and

the  “something”  which  Husserl | Heidegger identified St Augustine
disclaimed back into the “experience-of | Da-sein, as a thereness of | Kierkegaard | Sein und Zeit - Being and
Heidegger | something”. Experience was already out | being that is distinguished by | Nietzsche, and | Time
(1889-1976) | in the world; the capacity for self reflection Meister
Understanding is deeply entrenched in | concerning its own existence. Eckhart
the profound ontological makeup of Da-
sein.
‘Understanding’ is not conceived by
Gadamer as a ‘subjective process of man | Hermeneutics is defined as a
Gadamer over and against an object but the way of | philosophical effort to | St Augustine | Truth and Method: Elements
(1900 - 2002) | being of man himself; ‘The prejudices of | account for understanding as | Schleimacher | of a Philosophical
the individual, far more than his { an ontological process in Heidegger Hermeneutics
judgements, constitute the historical | man. The fusion of Horizons.
reality of his being’
He drew from this ontology of | Addressed the key problem in
understanding methodological | the philosophy of the human Dilthey Philosophy of the Will, The
Ricoeur conclusions of direct relevance to the | sciences, namely, the problem Gadamer Rule of Metaphor,
(1913-2005) | practice of the human sciences. Bridged | of the relation between Heidegger Hermeneutics and the Human
ontology and epistemology. Distanciation | explanation and Sciences, Time and Narrative.
and Appropriation. understanding.
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Rationale for choosing a particular research method: why Ricoeur?

The research that aims to search for the understanding of phenomena in the world of
caring, it is necessary to reflect on ontological and epistemological concerns before
choosing a methodological approach. In this process of choosing the most appropriate
methodological approach as Wiklund et al. (2002) assert, the researcher needs to wonder
not only about the “phenomenon under study, but also about the relationship between
explanation and understanding and whether the research method is consistent with the

particular view of human nature that nursing imposes” {p114).

The person is viewed by nursing as one who is interacting with the environment,
interpreting impressions and ascribing personal meaning to his’her experiences
(Wiklund et al. 2002). The researcher behaves in a similar way and to claim that the
nursing is an objective science with one universal truth as Ricoeur asserts (Simms 2004)
is foreign to the methodological approach of this study. Here lies perhaps the most
radical move, in the development of Ricoeur’s theory, that of objectifying the text which
allowed researchers to move beyond the notion that only one understanding is
meaningful or correct; that of the research informant (Geanellos 2000). Therefore, this
implies that the researcher has to take a stance not only on the question of what
knowledge is, but also on the appropriate way to attain that knowledge within the

context of research.

The methodological and philosophical views of hermeneutics provide according to
Finch (2004) a “new direction for study not only in philosophy but also across many
disciplines, including nursing” (p253). Recognising the importance of hermeneutics, the
essence of beliefs, values and commitments can become known and clarified. This
philosophical stance provides the explanations or perceptions of that which supports an
individual’s beliefs and provides the explanation of meaning. Finch (2004) asserts that
“Each person brings to the hermeneutical moment a storehouse of pre-understanding
denved from human experiences [...] which provides the ‘know-how’ to deal with life’s

everyday events” (p253).
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1 propose a hermeneutic phenomenclogy approach, inspired by the interpretation theory
of Ricoeur (1995) but modified to fit the ontological and epistemological thinking of
nursing. My decision was mainly based on four fundamental aspects. Firstly, Ricoeur’s
theory of interpretation, avoids the Cartesian subject/object split, thereby making it
useful for the researcher seeking to explicate intersubjective knowledge. This aligns with
my aim to seek to explore the issue of quality holistically, focusing both on the
experiences related to the body and mind of the informants. Cartesian thought clearly
divided mind and matter, observer and observed, subject and object (Drapper 1997).
Descartes as cited by Goldberg (2002, p447) argued “there is a great difference between
mind and body, in as much as body is by nature always divisible, and the mind is
entirely indivisible.”. This was appropriate with my identity as a researcher that belongs
to the holistic nursing approach which aims to overcome this Cartesian mental-physical
split (Burnard 1990).

Secondly, Ricoeur asserts that “interpretation is the hinge between language and lived
experience” (Ricoeur 1976, p66). This is especially so with research narratives and focus
groups where lived experience is expressed through language then transcribed into a text

and interpreted.

Thirdly, this approach takes into consideration the values, beliefs, and culture (i.e.
historicity as Ricoeur calls it} of the Cyprus context which are essential elements that
need to be explored during the data collection and interpretation processes. Culture and
its important influence on the interpretation of text might create a conflict of
interpretations and therefore the selected approach needed to be able to address this
potential problem. Hermeneutics explore the conflict of interpretations, because the
possibility of “very different, even opposing methods” of understanding is a

fundamental aspect of our experience as interpreting beings (lhde 2004, pxiv-xv).

Finally, Ricoeur rejected the idea of bracketing allowing the researcher to adopt a more
active role in the interpretation process bringing into the study his/her experiences.
Therefore, rather than suspending my preconceptions in this study, 1 was an active

informant in the interpretive process and not a mere passive recipient of knowledge. 1 re-
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immersed myself into the informant’s world by reflecting on my own past and
professional experiences with patients with cancer. 1t was deemed impossible and less

fruitful to the results of the study to position myself outside of the problem under study.

The analyses of this study’s narratives about being treated or providing care for cancer,
focus on the meaning of lived experience, i.e. that each narrative contributes one
person’s perspective of the phenomenon. Therefore, according to Soderberg et al. (1999)
the focus of analyses moves from the psychological understanding of the narrators (the
utterer's meaning), to the meaning of their lived experience expressed in the text (the

meaning of the utterance).

Every decision taken was a reasoned one, reflected the theoretical framework of the
methodology employed and be made explicit to others (Koch 1999). All research
methodologies hold ideas about the nature of truth and reality, based on alternative
epistemologies and ontologies. Researchers must be conversant with these and apply
their interpretation of the theoretical framework to the research methods adopted
{Whitehead 2004).

The value of hermeneutic phenomenology is embedded in the subjective and often
emotional nature of the issue under study. This paradigm, with its emphasis on
description, understanding and interpretation, seemed appropriate for my study which
aims to investigate the quality of nursing care from the viewpoints of patients with
cancer, their advocates and that of the cancer care nurses themselves. Hermeneutics
carry the ability to describe the human experience as it is lived and explores the full
nature of the phenomenon (Cirgin-Ellett and Beausang 2002). 1t is through
hermeneutical inquiry according to Van De Zalm and Bergum (2000) that practising
nurses have the opportunity to find meaning in and understanding everyday situations
with patients, to discuss and communicate their understanding with others, and as a
result, to change their actions or the actions of others in subsequent situations on the

basis of that understanding.
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Reflecting on the research questions, the aims and objectives, the desired data, the
literature review and the methods of research as a whole, hermeneutic phenomenology
integrates all the necessary elements for conducting a successful study. This approach
was considered to offer a deeper, more interpretive understanding of human experience
and appropriate to explore the experience of the informant with the intent not solely to
describe their experience, but to actually interpret it. 1t is believed that interpretation is

required in order to understand human action (Addison 1992).
Consideration of other philosophical and methodological approaches

In the process of choosing the best methodological approach to investigate the research
topic, the method of grounded theory was also considered. Grounded theory is a
combination of research methodology and method, introduced by Glaser and Strauss
(1967), and further developed by each independently (Glaser 1992; Strauss and Corbin
1998). However, some aspects of this method make grounded theory less suitable as the
principal approach for my study. Despite the fact that grounded theory has a well-
documented process of analysis based on the categorisation of data, and identification of
the properties of categories and links between them, this analytical work needs to begin
early in the data collection process, so that the developing theory can guide further data

collection by both theoretical sampling and theoretical questions in interviews.

With the long overdue opportunity to conduct basic inductive work in the field of
patients” with cancer experiences of nursing care, it was useful to remain at this
inductive level sufficiently long for much more information on patients’ lived
experiences to emerge. Grounded theory’s emphasis on early coding, linking and
theoretical development could have caused the potential of the open approach of this

study to be missed, by developing too narrow a focus too early on.

Researcher’s Lived Experience

As a nurse with experience in cancer care departments, 1 have brought to this study
certain lived experiences. These experiences are associated with the quality of the

nursing care delivered to patients with cancer and the way that nurses cope with the
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process of delivering such care. The critical review of hermeneutics revealed that the
philosophers in this tradition have acknowledged the importance of the researchers’
lived experiences and that these should not be excluded from the research process.
Therefore, as a hermeneutic phenomenologist researcher 1 counld not place myself
outside of the problem. Heidegger (1927/1962) has identified that it is the researcher’s
preconceptions that guides interpretation. Ricoeur (1974) also asserts that “interpretation
is canght inside the circle formed by the conjunction of interpretation and the

16 researcher was

interpreter” (p23). Belonging to the informants’ world as an ‘“‘emic
advantageous and allowed a more complete understanding of the issues under study
(Cutcliffe and McKenna 1999). The main goal was to develop an understanding of a
complex phenomenon as experienced by its informants. I therefore had to strive to view
the phenomenon as the informants viewed it. Hermeneutic phenomenologist researchers
are very much like actors wanting to experience their area of study from the inside
{Gummesson 1991). Hermeneutical meaning should therefore emerge as a result of co-

creation between the researcher and the researched (Wimpenny and Gass 2000).

Therefore, hermeneutic phenomenologists often use themselves as the data gathering
instrument (Dempsey and Dempsey 2000). Some informants in the study were willing to
share their experiences with me, becanse they acknowledged that 1 had been through the
same situation, this gave me access to privileged information (Wibberley and Kenny
1994). As a result of this, informants were much more open in their responses and |
believe that being accepted as a peer by them was important in eliciting the information
for this study. The trust invested in me by the informants allowed a deeper and truer
exploration of the experiences of being cared for and providing care for cancer. Patients
valued my nursing background and the fact that at the actual time of the research 1 was
not working at the cancer care departments that participated in the study and thus they

felt free to express their experiences.

'® The emic perspective, a term used by ethnographers, refers 1o 1he way members of a cullure themselves
view their world
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Conclusion

This chapter has critically described important features of hermeneutics and given a
critical overview of the historical development of the discipline. As the thesis develops,
it will be seen that hermeneutics offers a critical perspective on the literature of the
quality of nursing care; justifies the methodological decisions that were taken during the
empirical phase of the study; and informs the development of the findings. Moving to
the next chapter, the issue of quality in the specific context of the Cyprus HCS is

explored.
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CHAPTER 3

HEALTH CARE AND QUALITY: LITERATURE REVIEW AND
THE RELEVANCE TO THE QUALITY OF THE NURSING CARE
FOR THE PATIENTS WITH CANCER IN CYPRUS

Introduction
The issue of quality in the Cyprus HCS has not been, until recently, taken into serious
consideration by the MoH. However, certain circumstances such as the recent accession

of Cyprus in the EU, and the introduction of the NHIS have changed this.

The NHIS was launched in May 2001 by an Act of Parliament with the approval of the
relevant laws that regulate its implementation and operation. Two years later, the
structural arrangements of the NHIS were approved by the MoH. New criteria for the
provision and access to the health care services were introduced based on peoples’

income with special criteria applying for specific groups'’.

Since the central theme for this study is quality, the focus of this chapter will be the
exploration of this issue in the NHIS and some correlations with the UK National Health
Service (UK NHS) will be made. The rationale for making such correlations is for two
reasons. Firstly, the structures of the HCS in Cyprus were introduced by the British in
the late 1940s about the same time that the UK NHS was launched and therefore shared
many similarities. Secondly, the UK NHS has undergone major development since its
inception, something that the NHIS has failed to do. Many of the changes that have been
or will be introduced to Cyprus HCS are similar to the UK example. Nurses, policy
makers and nursing directors in Cyprus can leamn from the UK example which might

help them to structure and introduce the NHIS in a more efficient and successful way.

In this chapter the discussion will be focused on the following:

i) The Cyprus HCS is described with emphasis on how private and public hospitals

operate. The problem of cancer in EU and Cyprus is presented through statistics.

' j.e. elderly, public workers, health care workers
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it) The issue of quality is discussed. The relevant literature is reviewed in relation to the

definitions of quality nursing care.

iii) The main processes and strategies with which quality will be assured in the NHIS are

critically reviewed.
iv) Attaining quality of care in the NHIS and the challenge for nursing is discussed.
Cyprus healthcare context

Cyprus has a mixed HCS, where the public maintains a high level of awareness about
choice. Those who choose to pay privately for their treatment are becoming more aware
of the value and quality of service they receive for their money. However, when it
comes to the sophisticated care required by patients with cancer the majority of the
people in Cyprus will at some point use the services provided by the public sector for a
variety of reasons, the main ones being the high cost of the private services and the
limited services and expertise available within the private sector. One of the most recent
effects of the limited private sector was the shift of qualified nurses from the private to
the public sector. This created staff shortage and forced the major private provider of
cancer services to suspend the operation of one cancer care department. This nursing
shortage combined with severe economic constraints of funding available for health care
has prompted concemn in the Cypriot nursing community regarding patient safety and
the quality of care provided to patients (Mpakatzounis 2005; Athanasiades 2005). This
is hardly a local phenomenon and the position expressed by the ICN (International
Council of Nurses) strengthens this view that “we are immersed in a global nursing

workforce crisis — one marked by a critical shortage of nurses” (ICN 2007, p1).

Public hospitals in Cyprus present major differences in relation to the private'®. Public
hospitals are responsible for providing primary'’, secondary and tertiary care, whereas

the private ones are confined to providing second level care, and in some cases, types of

'* See appendix B-Diagram 2 and 3
'* Primary care - The provision of such care by the district hospital is done through out-patient ciinics
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preventive care (i.e. diagnostic medicine). The public hospitals are struggling to meet the
challenge of increasing demand for health care without an increase of resources, an issue
further analysed later in the study. As a consequence problems occur in the way the
hospitals are organised and managed. The public healthcare staffs’ “lifetime contracts”
with the government limits any new employment and where these occur they are driven
by political or social motives rather than population health needs (Polyneikis and Kalos
1992). The current system of employing government employees prevents swift changes
to be made in order to respond to the fast changing health needs of the public whereas in
the private hospitals staff can be employed on a temporary basis or be given short term
contacts. Staff in the private hospitals can be at any given time decreased or increased to

respond to the demand and the financial profit of the organisation (Polyneikis 2007).

According to the CSS (2005}, 2500 nurses are employed in the public sector and 750 in
the private sector. Based on a population of 747,000°° this means that there are 2.2
nurses per 1000 inhabitants. In “Northern Cyprus” the medical technology and specialist
physicians are scarce, a situation that each year forces thousands of Turkish-Cypriots to
seek help either in Turkey, or the southern parts of Cyprus. Since April, 2003, when
crossings along the so-called Green Line dividing the northern and southern parts of the
island were partially relaxed, more and more Turkish-Cypriots have been seeking care in
the south. According to statistics given to “The Lancet” by the health ministry’s
permanent secretary Sotiris Soteriou between April, 2003, and December, 2004, 24,420
Turkish-Cypriots were treated in government medical institutions. This includes the
Bank of Cyprus Oncology Centre and the lnstitute of Neurology and Genetics providing
services financed by the government (Antoniadou 2005). Therefore, if these Turkish-
Cypriots that visit the hospitals of the Republic of Cyprus are to be included in the total
estimated patient population that uses the HCS then there is a considerable increase in
the load on the health services in Cyprus. Despite the fact that Turkish-Cypriots patients
visit the Republic for various treatments there is no evidence of a similar move of

patients from the south to the north. This phenomenon creates additional burden on the

X Greek-Cypriots only
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health services which are already struggling to meet the increased demand for health

care from the Greek-Cypriots?'.

The private hospitals’ operation is contingent on market incentives. Because private
hospitals are not subsidised and depend on income from clients, it can be argued that
they are more inclined than public hospitals to provide quality services and to be
concemed about client satisfaction. By doing so, they are not only able to build satisfied
and loyal clients who revisit the same facility for future needs, but the clients also serve
as a source of referrals who recommend the private establishments to friends and family,
thereby sustaining the long-term viability of private hospitals. However, the ability of
these market mechanisms to deliver more effective and efficient services and therefore
higher quality has received criticism by many commentators (Nichols et al. 2004; Hurley
et al. 2004; Strunk et al. 2002).

In public hospitals, there are little or no market incentives in operation. Tax subsidies
assure these organisations of their survival (Polyneikis 2006). The Cyprus media
regularly provide evidence of their lack of responsiveness, dedication, or quality
assurance (Kasinidou 2005; Karakatsani 2004a). This suggests that their service quality
will be rated lower than private hospitals though factors such as the public hospitals
dealing with many more difficult cases than the private sector, who can chose what it
provides, must be taken into account. Account must also be taken of the nature of public
bureaucracies and the lack of incentives they provide for efficient resource use.
Decision-making in Cyprus is usually highly centralised and planning and management
structures weak (Polyneikis 2003; Hsiao and Jakab 2003; Nuffield Institute for Health
1994, 1998). Govemment regulations impede action to improve efficiency (e.g. adjust
staff numbers to local workloads), and the MoH, even if it wishes to, has very limited
ability to introduce greater flexibility on its own authority. There are many reasons for
this. Firstly, the Union for the government employees in Cyprus is very powerful and
often uses strikes and other dynamic measures to pressure the government not to adopt

many of the changes suggested by the MoH if they might feel that their rights are

21 See appendix C-Table 2a, Table 2b
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threaten in any way. Secondly, any decisions made by the MoH in relation to the
increase of the staff need to be made in collaboration with the Ministry of Finance.
Therefore, in many cases their decisions are limited by the government budget. Finally,
the health management cadre is dominated by medically-trained staff, which has little
management training and is supported by relatively poorly educated administrators

(Polyneikis 2003).

One mechanism to contain health care costs, as in other countries, is to reduce the
number of registered nurses and replace them with unlicensed nurses or other licensed
personnel (Kasinidou 2004). In Cyprus, during the last year (2006), the private clinics
owners attempted to equate assistant nurses (i.e. auxillary) with qualified nurses as a
response to budget cuts. This attempt triggered a reaction by qualified nurses,
professional associations and the public, who claimed this would endanger their health
and that such changes could adversely impact the quality of care received by the Cypriots
(CYNMA-Cyprus Nurses and Midwives Association 2006).

Another side effect of the cost constraints that had an impact on the quality of health
care was the decision of the government to close down one of the cancer care
departments operating at the NGH (Nicosia General Hospital) (Karakatsani 2004a).
Consequently, the ability of the hospital to treat patients was decreased by 35% causing
reactions such as protests and strikes by the patients, their relatives and the public,
forcing the patients to seek cancer services elsewhere. The situation was worsened by
the fact that there was not (and stiil there is not) a strategic plan on which cancer care
services can be organised so that the problem of cancer can be tackled and patients
offered the best possible medical and nursing care (MoH 2005). The decisions, planning
and actions that followed the closure of the cancer care department at NGH could only
be described at the moment, as a desperate measure to meet desperate situations. This
decision was part of a ﬁlan for decentralising cancer services and transferring some
major cancer services to LGH (Limassol General Hospital). However, this was an
impulse measure without the necessary planning from the MoH. The fact that the

planning took place behind closed doors and without the cancer care organisations,
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cancer care associations, patients and cancer care professionals’ opinions being heard by
the MoH created disbelief among the patients, their families and the people of Cyprus
(Alexandrinou 2005). The restructuring of the cancer care services generated an unstable
atmosphere between the government, the patients, their families and the public and
sparked some intense reactions. These can be seen in some of the headlines that flooded
the national media. A characteristic example of these reactions follows “[...] Patients
with cancer have taken the law into their own hands [...] Yesterday they seized the
closed cancer care department at NGH protesting against the decision of the ministry to
be treated in other departments of the hospital [...]" (Karakatsani 2004b), “{...] Patients
with cancer hunger strike outside the presidential residence continues for 38 days now,
without any signs on behalf of the MoH for reaching a solution to the problem of

decentralising cancer care services [...]” (Karakatsani 2004c¢).

Despite their differences, the public and private health care systems share an important
organisational aspect related to the delivery of the care. The care is delivered based on
the traditional biomedical model but with some recent attempts to move towards a more
bio-psycho-social care, a model first introduced by George Engel (1913-1999) (Borrell-
Carrio et al. 2004). The traditional biomedical model has exemplified the delivery of
health care in Cyprus, and it is characterised by an objective approach to patients, which
considers both their bodies and their diseases as objects. However, with the introduction
of the NHIS the bio-psycho-social model will be introduced to health care delivery, a
model with clear applications for the nursing care as well as the medical practice (MoH
2003). The bio-psycho-social model unlike the biomedical model is characterised by an
approach that considers patients holistically and their disease as a complex event
consisting in an alteration of the system at several different but integrated levels,

biological, psychological and social (Engel 1980).

European and Cyprus statistics on cancer

The papers “Health related statistics” (2002) and “Sigma” (2005) launched by the
European Commission offer a complete picture of the problem of cancer in Europe.

Excluding non-melanocytic skin cancers, there were 1.594379 new cancer cases and
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927.740 deaths due to cancer in the EU* in 1997. In the EU with a membership of 25
states there were 2.886800 incident cases of cancer in 2004 and 1.711 000 cancer deaths
(Boyle and Ferlay 2005). Cancer occurs more commonly in males than females and
currently accounts for 28.5 % of male deaths and 22.0 % of female deaths (AECL-
Association of European Cancer Leagues 2005). The age-standardised European
population incidence rate in the EU in 1997 for all cancers was 419.0 new cases per 100
000 for men and 296.8 perIIOO 000 for women, resulting in an age-adjusted sex ratio of
1.4 (an incidence of 345.1 per 100 000 for the two sexes together). Men have a higher
incidence rate for every cancer site, except breast (extremely rare in men) and thyroid
gland. The highest incidence for men was found in the Netherlands (465.6) and France
(460.7) and the lowest in Greece (338.1) and Sweden (356.9). For women, the highest
incidence occurred in Denmark (396.5) and the UK (366.8) and the lowest in Greece
(231.4) and Spain (242.1). At the incidence rates prevailing in 1997, it would be
expected that one in three men and one in four women would be directly affected by
cancer in the first 75 years of life. According to the AECL (2005) cancer is the second

main cause of death in Europe, after circulatory diseases.

As in the case of the EU, for Cyprus cancer remains a major cause of morbidity and has
been identified as a major public health issue affecting one in four of the population (CSS
20032). Based on the “2003 Yearly Report*® launched by the Cyprus MoH, cancer is
considered as one of the “new epidemics” of our time along with heart diseases. Cancer
claims 10% of the total number of deaths, and is considered one of the biggest killers.
The profile and management of cancer has changed dramatically in recent years,
including shorter inpatients stays, an increasing older cancer population and significant
improvements in treatments outcomes and effectiveness. However, despite the recent
reforms to service delivery little attention has been given to the quality of the health

services provided (Polyneikis 2006).

2 15 member states
2? See appendix A-Chart |
24 Last year for which complete slatislics exist
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In 2004 the papers “Health Survey” and “Health and Hospital Statistics” were released
by the CSS in relation to the health status of the Cypriots. Unfortunately, these statistical
reports do not provide information on the private sector where cancer care is also
provided (CSS 2003b). This has proven to be a persistent problem not only for Cyprus
but for the EU as well (European Commission 2005). Based on the “Health Survey”
paper the total number of men with the existence or history of malignant tumour was
2.854 while for women it was 6.258%. Men aged 70-74 had the highest possibility of
developing cancer followed by the 65-69 and the 35-39 age groups%. Women differ, in
that they have more possibilities of developing cancer if they are aged 55-59 while they
have fewer chances if they belong to the 50-54 and 75-79 age groups”. According to the
paper “Health and Hospital Statistics”, 416 patients with cancer died (256men-
160women). Comparing, the statistics from previous years (1997-1999) the pattern has
not change. Male patients tended to have lower survival rates than women®®, In 2003, a
total number of 3.574 of which 1.889 men and 1.685 women with neoplasm were treated
in all the General Hospitals’ cancer care departments with the average length of stay

being 7.0 and 7.6 days accordingly®.

For the same year the numbers for the rural hospitals were significantly lower. A number
of 44 men and 14 women were treated in these hospitals with their length of stay to be
estimated at 4.6 and 6.4 accordingly’®. This is not surprising since in Cyprus, health care
services are highly centralised. The commonest form of cancer in men was prostate
cancer, with an estimated total of 36 deaths. The second most common cause of death
was lung cancer followed by colorectal cancer, with the deaths estimated at 33 and 32
accordingly. Men have a higher incidence rate for every cancer site, except breast and

malignant neoplasm of meninges, brain and other part of central nervous system®'. The

 See appendix C-Table 3 and 4
% See appendix C-Table 3
? See appendix C-Table 4
2 See appendix C-Table 5
¥ See appendix C-Table 6
*® See appendix C-Table 7
*! See appendix C-Table 5
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commonest cause of death for women was breast cancer (26 deaths) followed by

colorectal cancer (18 deaths) and brain cancer (15 deaths)*”.

What is quality in nursing care?

It is difficult to determine the origins of the term quality however, according to Lin and
Schneider (1992) concerns about quality have been a feature of industrial technology for
a number of years, becoming an everyday term used for such diverse resources as
electrical goods, food and transport. Quality has become the hallmark of modern
management and is firmly entrenched on the political agenda where quality is used to
ensure public accountability, patient satisfaction, appropriate care and value for money
in public sector services. It is perhaps difficult to conceive that quality of health care,
and more importantly, nursing care can be viewed in the same way as the quality of food
or transport, but given the Oxford English Dictionary (OUP 2002) definition of quality
as a “degree of excellence”, it can be argued that quality in nursing revolves around the

excellence of nursing care.

Hogston (1995) asserts that nursing has struggled since the 1960’s to capture its meaning
and emphasised that it has many constituents which include ability, performance,
competence, clinical judgment, knowledge, skills and accountable behaviour. The
literature points to a large vocabulary under which the umbrelia term of quality is used.
Quality has been termed as a “nebulous concept” (Van Maanen 1981) because it lacks
constant definition in the literature (Redfern and Norman 1990) and becanse terms such
as quality assurance, standards of care and quality control are often used interchangeably

(Nielsen 1992).

Florence Nightingale (1820-1910) was the first to recognise the concept of quality for
nursing practice. Nightingale succeeded in bringing about improvements in both the
living standards and health services for soldiers by documenting mortality statistics of

soldiers and bringing these to the attention of the government (Barnham 2003; Taylor et

32 §ee appendix C-Table 5
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al. 1991). Her standards to assess the care of the soldiers and the need for reform have
been established as the first documented efforts of quality improvement work, and since
then, assurance of quality nursing care has remained a priority for nurses throughout the
world (O’Connor and Rogertson 2003). Subsequently, according to Kavari (2006, p11)
“nursing has developed into a profession with an emerging unique body of knowledge

and this has resulted in a growing interest in the improvement of quality nursing care”.

Whilst Nightingale was working in nursing and health care quality, another important
figure appeared; that of the physician Earnest Codman (1869-1940). Medical
professionals consider Codman, a surgeon at Massachusetts General Hospital at the
beginning of the century, to be the father of the search for quality health care (Al-Assaf
and Schmele 1993). His commitment to better processes and practices led Codman to
introducc the compilation and analysis of surgical outcomes. Codman had planted a seed
that helped initiate the American College of Surgeons. Researchers have turned to his
writings for philosophical guidance since clinical outcomes research has become a key

topic today (Mulley 1989; Berwick 1989).

Another pioneer on quality issues was Donabedian (1988; 1988a; 1980) who has
suggested that quality is composed of three distinct but interlinked components;
structure, process and outcome. Structure is concerned with the health care setting,
process with what happens or how the care is delivered and outcome is demonstrated by
patient satisfaction and information. Donabedian’s framework has been adopted in many
health care settings as a method for setting standards of nursing care. The reason why
this model has dominated in health care lays in the fact that it addresses quantified

aspects of care.

The various interpretations of what constitutes quality reveal that these reflect the health
care climate of the time. Lang (1976) defined quality in nursing care as a “process”
which seeks to attain the highest degree of excellence in the delivery of patient care.
Harvey (1996) attempted to classify the development of quality in health care by
drawing on experiences within the industrial quality movement. He proposed that

quality nursing care as well as medical needs to be defined in the context of three
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dimensions: (i) quality at an individual level, (ii) quality as inspection and (iii) quality as
improvement. Based on Harvey’s approach to quality, nursing has been more familiar
with inspection-based approaches, although latterly, the focus has been moving towards

improvement.

Quality in nursing care according to Gunther and Alligood (2002, p335) refers to the
scope of nursing — its view of reality, its place in and relationship with society, and its
unique knowledge base. To provide high quality nursing care requires mastering of the
knowledge of basic life sciences. Building on this foundation, the nurse adds specialised
knowledge from other health care disciplines pertinent to the patient population.
Additionally, quality nursing care involves an understanding and utilisation of principles

from the social sciences (Gunther and Alligood 2002).

These definitions illustrate that nursing despite a perceived philosophy of holism and
humanism relies heavily on Donabedian’s industrially derived structure-process-
outcome model’>, Nurse theorists have challenged the model and suggested
modifications, which implies that the model was inadequate for the nursing paradigm.
However, surprisingly it remained the base of these models. The Nursing role
effectiveness model** developed by Irvine et al. (1998) included Donabedian’s work and
emphasised the individual nurse, the healthcare organisation and patient-centred
outcomes (Korniewicz and Duffy 2003, p6). Similarly, the Quality—caring model®
developed by Duffy and Hoskins (2003) also incorporated aspects of Donabedian,

Irvine, and Watson and Foster’s (2003) work.

From the definitions that have been retrieved from the literature the one proposed by
Redfern and Norman (1990} according to whom quality is defined as totality of features
and characteristics of a product or a service which bear on its ability to satisfy a given
need, is notable. The reason why, lies in the following comment by Redfern and Norman

(1990, p1262) that the quality of nursing care must also incorporate considerations of

3 See appendix C-Table |
* See appendix A-Figure )
% See appendix A-Figure 2
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equity (care being fairly distributed), accessibility (being available and not unduly
restricted by time or distance), acceptability (provided in such a way as to satisfy
reasonable expectations of patients, providers and the public), efficiency (resources not
being wasted on one person to the detriment of another), effectiveness (achieving the
intended benefit for the individual and the community) and, perhaps most important,

appropriateness (meeting the actual needs of individuals, families and communities).

These considerations highlight the point that quality nursing care is influenced
predominantly by social values and if this is further expanded it also touches on the
aspect of cuiture. Ultimately, it is a social and cultural construct negotiated between
providers of the service, recipients and those who control the resources. 1 have
recognised the influential nature of culture for quality and therefore 1 have explored the
ethnohistory of the people of Cyprus in order to identify in what way such influences

materialise.

What then is meant by the quality of nursing care? The meaning of the concept is multi-

layered and complex. As Normand et al. (2002, p414) comment,

“Attempting to define the nature of nursing quality, to value fully the need to meet
the more holistic needs of patients and the community in terms of the external
body, the psychosocial aspects of care and the social world, goes against the
grain of the current orthodoxy”

Further to this opinion Gunther and Alligood (2002) added that nurse scholars often
overlook or fail to recognise the significance of Chance’s (1982, p63) observation:
“Professional accountability or quality of care is directly linked to the use of nursing
knowledge”. | share these views of Gunther and Alligood {2002) and Chance (1982), as
well as the views of other scholars and researchers, who agree that quality comprises a
critical element of health and nursing that needs to find its own path so that it is not left

behind by developments in the health area.

The majority of studies had primarily examined the meaning of quality nursing care

from the nurse’s perspective (Hogston 1995; Janhonen 1993). However, it was studies
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such as the one by Von Essen and Sjoden (1991) which called for studies incorporating
the views of the patients in relation to quality. They investigated the views of patients
and nurses in Sweden and who concluded that nurses viewed quality differently than the
patients did. Therefore, the notion of quality might incorporate contrasting, even
paradoxical ideas: it can be seen as a notion of achieving standards and norms on the one
hand, and on the other, as enhancing variability and adaptability to changing
environments (Normand et al. 2002). Moreover, the development of an internal market
means that purchasers of health care look to the providers for evidence of their quality
mechanisms. Purchasers ask questions about the stﬁﬁdard and quality of nursing care and
the indicators that will be used within the contracts to measure quality. Furthermore,
patients expect value for their money and count on the existence of services when
needed. More and more patients are demanding to be informed partners in decisions
regarding their health (Charles et al. 1999), and their concerns are now directed at the
whole spectrum of their care whilst in a health care institution (Ruland and Bakken

2001).

'Moreover, it was events such as the British government’s criticism in the early 1980s

that insufficient note was taken of patients’ views and experiences of health services that
led research for quality to gain a new perspective, that of the patient, as Williams (1998)
comments. Such events influenced the health service policy for quality of care in a way
so that quality is no longer only assessed by health care providers but also users. Patient
views on what is important in connection with the care they receive have increasingly

come to be used as an indicator of this quality (Taylor et al. 1991; Davies and Ware

.1988). The proliferation in patient satisfaction surveys also bears witness to this policy

however, not without critism as to the value of such surveys (Johansson et al. 2002;
Gilleard and Reed 1998; Smith 1992). In the context of health care, quality is more than
the consequence of patient satisfaction since the expectations of patients may be low and
their knowledge limited. However, this approach reinforces Donabedians’ opinion
(1980) who considered that patient satisfaction is a judgement of the quality of care and
not a part of the definition of quality. The value of satisfaction surveys was further

chaltenged by McMillan et al. (1986) who claimed that these surveys are biased towards
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the positive, as most patients are hesitant to openly criticise the care they receive
although they might make negative remarks during conversations with friends. Studies
focusing on the patient and their family’s perceptions also followed (Oermann et al.
2000; Irurita 1999) and a few have compared the perceptions of nurses and patients
(Kunaviktikul et al. 2001; Haggman-Laitila and Astedt-Kurki 1994). Quality nursing
care as proposed by Kunaviktikul et al. (2001, p782) took into consideration the
perspectives of nurse administrators, staff nurses and patients and found that “quality
nursing care is nursing’s response to the physical, psychological, emotional, social and
spiritual needs of the patients provided in a caring manner, so that the ﬁatients are cured,
healthy, to live normal lives”. The presence or absence of needs is seen as a central
determinant of quality nursing care for both nurses and patients and it is assessed in

terms of the degree to which these needs are met.

The American Nurses Association (ANA) (1996) emphasises patient needs satisfaction
and its interrelationship with quality nursing care. Patient opinion of the care received
from nursing staff during the hospital stay is determined by scaled responses to a
uniform series of questions designed to elicit patient views regarding key elements of
nursing care services. Quality of nursing care may be influenced by the nurse-patient
relationship, the patient's active participation in decisions about their care and public
awareness of nursing care (ANA 1996). Finally, other factors that can link quality of
nursing care may be associated with the nurse’s role, such as patient advocate, mediator,

guide, or coordinator of care (Mrayyan 2006; Santy 2001).

In order to reach to a collectively acceptable definition of nursing quality is a complex
task. Quality and standards are closely related notions and they are distinguishable in
that quality is something towards which we constantly strive and which we may never
achieve, whereas standards are attainable, if set at a realistic level. Therefore, the notion
of quality may include different levels; it is often subjectively measured (process) and
contextually related (outcome). Sale (1996) defined standard as “an optimum level of
care against which performance is compared” (p40). The ANA (1998) defined standards

as ‘“‘authoritative statements by which the nursing profession describes the
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responsibilities for which practitioners are accountable” (p5). Therefore, it could be

argued that standards are vehicles to achieving and objectively measuring quality.

In the United States the ANA is responsible for defining the scope and standards of
generic nursing practice. In the light of the escalating costs for health care, ANA revised
the standards of clinical nursing practice, broadening professional role expectations in an
attemnpt 1o increase the quality of the nursing care provided and to minimise as a result
the necessary expenses (ANA 2003). The standards apply to nurses in clinical practice
across health settings and may be used in quality assurance programs as a means of
evaluating and improving care. The standards are also a resource for assessment tools
and plans of care, and may be used in the peer review and performance appraisal

processes (ANA 2003).

The EFN (European Federation of Nurses Associations) identified the need to include
nursing quality indicators in national health reports and to have a clear view on the
nurse/patient ratio in order to evaluate the outcome and share information on salaries and
remuneration (EFN 2005). The EFN states it is important to monitor and document
benefits and outcomes including the cost-effectiveness of nursing interventions.
According to the 2005 EFN position statement, an increasing number of people will
need help at the end of life, in a social context of changing family structure and wider
_migration, employment and ageing of potential caregivers. It becomes necessary to
address the impact on care of changes in family structures. For patients, quality means
independence, empowerment and end of life choices whilst for nurses, quality issues are
informal and formal recognition, support, training, retention and attractive career. And
for institutions, quality is determined by incentives, integrated care and measurable

outcomes (EFN 2005).

According to the ICN, the quest for quality and cost-¢ffective health care has brought
evidence-based practice and nursing research into the forefront (ICN 2006). Nursing
research is a systematic enquiry that seeks to add new nursing knowledge to benefit
patients, families and communities. 1t encompasses all aspects of health that are of

interest to nursing, including promotion of health, prevention of iliness, care of people of
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all ages during illness and recovery or towards a peaceful and dignified death (ICN
1998). The knowledge generated through nursing research is used to develop evidence-
based practice, improve quality nursing care and to maximise health outcomes and cost-

effectiveness of nursing interventions.

The national and international focus on quality

Although the pursuit of quality improvement and quality assurance has been a key
feature of both service and manufacturing industries since the 1970s, the introduction of
a focus on quality into the National Health Systems in developed countries was, in

comparison, relatively late, and in response to fiscal pressures (Murray et al. 2003).

According to Aiken (1988) and more recently Mays et al. (2004) cost-containment
strategics have focused on (1) increasing productivity and efficiency, (2) limiting the
growth of wages and prices, and (3) reducing the amount of care provided. The greatest
cost savings can be realised by reducing the amount of care provided and therein lays the
current dilemma: how to reduce services and maintain quality of care. Without this
knowledge, the tendency has been to reduce services across the board, resulting in
uncertainty about the quality and distribution of health care services among patients,

payers and health care professionals.

However, containing the cost without affecting quality requires information on the effects
of health care. This need was the driver in the current emphasis on patient outcomes as
measures of quality of care. Hence, the shift in the evaluation of health care services to
the focus on effectiveness rather than on quality. Although these terms are similar, they
are not identical. Health care professionals have tended to define quality in terms of
efficacy — the outcomes that can be achieved when a treatment/care occurs under ideal
conditions — that is, provided by the most skilled practitioner in the best possible
circumstances (Johnson and McCloskey 1992). Quality then becomes difficult to
achieve; better outcomes are potentially possible if one can improve the conditions under
which the care is provided. This makes it difficult if not impossible, to define and

consequently to measure quality. Effectiveness, on the contrary, indicates the outcomes

57



ot benefits that actually are achieved under ordinary circumstances for typical patients
(Lohr 1988).

Similarly the HCS in Cyprus experiences fiscal pressures. Latest statistics show that the
total expenditure on health services during 2003 is estimated at C£426.5m of which
C£215.4m represent expenditure of the public sector and C£211.1m of the private sector.
The share of expenditure on health as a percentage to GDP (Gross Domestic Product)
increased from 5.3% in 1998 to 6.3% in 2003%%. However, in a study performed by the
CSS (2003), Cyprus and Latvia are the two countries with the lowest expenditures in
relation to health in the Europe of the 25. According to the same study the countries with
the highest health expenditures are France (8.9%), Sweden (8.5%) and Germany (8.1%).
The health care industry accounts for about the 16% of the 2004 GDP of the United
States having risen from 5% in 1960 (Kaufman and Stein 2006). Similarly in the UK the
cost of health has been increasing. The health expenditure for the year 2004-05
according to the DoH climbed in the NHS to £36 billion, 3 billion more than the 2003-
04.

As one response to the increasing expenditure on health, the government of the UK
introduced the notion of clinical andit. In 1989, the White Paper, Working for Patients,
saw the first move in the UK to standardise clinical audit as part of professional
healthcare. The paper defined medical audit (as it was called then) as “the systematic
critical analysis of the quality of medical care including the procedures used for
diagnosis and treatment, the use of resources and the resulting outcome and quality of
life for the patient”. Medical audit later evolved into clinical audit. The NICE (Nationai
Institute for Health and Clinical Excellence) published the paper Principles for Best
Practice in Clinical Audit (2002, pS), which defines clinical audit as “A quality
improvement process that seeks to improve patient care and outcomes through
systematic review of care against explicit criteria and the implementation of change”.
Clinical audit now comes under the Clinical Governance umbrella and forms part of the

system for improving the standard of clinical practice (Jones and Cawthorn 2002).

* See Appendix C-Table 8
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Clinical audit was incorporated within Clinical Governance®’ in the 1997 White Paper,
“The New NHS, Modern, Dependable”, which brought together disparate service
improvement processes and formally established them into a coherent Clinical
Governance framework. Clinical Govemance is a system throungh which NHS
organisations are accountable for continuously improving the quality of services, and
ensures that there are clean lines of accountability within NHS Trusts and that there is a
comprehensive programme of quality improvement systems. In the UK, the launch of
clinical governance placed quality at the centre of the NHS. Although it was introduced
across the NHS, its principles apply equally across the independent sector, as shown by
the creation of the Care Standards Act (2000). Clinical governance aims to integrate all
the activities that impact on patient care into one strategy. This involves improving the
quality of information, promoting collaboration, team working, and partnerships, as well

as reducing varations in practice, and implementing evidence-based practice.

Improving the patients’ experience of health care is seen as the central purpose of
clinical governance and its importance is highlighted by the documents NHS Cancer
Care Plan released by the British government in 2000 and more recently the NHS
Cancer Care plan and the new NHS (2002) and Creating a patient-led NHS: Delivering
the NHS Improvement Plan (DoH 2005). According to Wensing and Elwyn (2003) it is
an ethical and legal rule that patients are informed and involved in their health care, at
least to some extent and minimal standards. Patient and public involvement is vital to
improving the quality of health services, and opportunities can be provided to make sure
that patients are able to contribute to a range of activities — including planning new
services, staff training and education, and the development of information. Patients need
to be given opportunities in decision-making because they are experts on receiving
health care and because they want their preferences to be respected38. As such, they have
an influential role to play in the development of health services (Currie et al. 2005).
According to Litva et al. (2003) there is difference in the perceptions of professionals

and the public regarding how the latter could and should be involved in clinical

37 The Royal College of Nursing (2000) defines clinical governance as “a framework which helps all
clinicians including nurses to continuously improve quality and safeguard standards of care”.
¥ See appendix A-Figure 5
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governance. Patient and public culture will need to meet, to enable successful
implementation of the policy of public involvement. Primary care trusts should not
develop strategies for public involvement in isolation. They must seek to influence
culture shifts. There is a need to reconsider who the “public” is and what constitutes a
public viewpoint. Without such an approach, and the resources to support it, effective

public involvement in clinical governance is unattainable.

Around the world, countries, health departments, medical and nursing associations have
identified the need to focus on quality as a means by which to decrease the financial cost
and improve the quality of care provided. Clinical audit, quality standards and patient
involvement are only some of the strategies that have been introduced in health care.
The fact that in the developed countries such as the US and the UK quality improvement
has been adopted as an overarching strategic approach to the problem of cost
containment has influenced health service policy in Cyprus. In the next section the
development of quality issues in Cyprus health policy is analysed and corralations are

been made with the UK NHS.
Health care quality in Cyprus

The experts who developed the NHIS highlighted the lack of quality initiatives during
their early deliberations when they pointed out that, whilst the current health system rans
on the ability and education of its workers, its structure contained no incentives to
improve quality (Pashardes and Pasiourtidou 2006). For health services in Cyprus the
focus was on provision rather than receipt of services for many years, and the need to
attract, satisfy and retain “users” paradoxically did not rise as an issue. However, as the
patient of the health system began to transform into the user of the health services, so the
issue of quality of care became more prominent on the managerial and professional
agenda. Whilst this does not indicate that those engaged in the delivery of health care
services were unaware of quality, it does perhaps signify that there existed a somewhat
subjective, unstructured notion of quality which had largely remained unarticulated, and
this may go some way to explaining the difficulties that have arisen in relation to

determining the nature of health care quality (HIQO 2007a). Examining health care
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quality within a political framework is an issue which has been at the forefront of policy
developments in recent years, and a key aim in the implementation of the NHIS.
However it has been highlighted that there has been a significant lack of appreciation for
the complex area of quality in the NHIS (Polyneikis 2003).

In terms of the political perspective, health care quality has taken on a very specific
meaning, and is largely viewed as “value for money”, and the measurement of health
care outcomes. This has resulted in a change in the way quality measurements have been
related to efficiency rather than effectiveness (WHO 2000). The introduction of the
tables of good hospitals and effective physicians is a function of this change taking place
within the NHIS. The MoH plans to publish the first “league tables” for Cyprus allowing
health professionals and their patients to scrutinise hospitals’ performance. However, the
criticism that followed the introduction of these tables in other countries such as the UK

(Brown 2002; Klein 2002) also occurred in Cyprus.

Even though in Cyprus there is a tendency for developing more appropriate measures for
health care outcomes which could be used to determine the benefit from health care
interventions in terms of health status, there is a lack of consensus over the definition of
quality in relation to health care. This lack of consensus resulted in policy makers
adopting performance indicators as measures of service quality. In Cyprus the level of
activity has been a traditional measure of the NHIS performance, and this level of
activity continues to be evaluated in relation to the length of waiting lists, the underlying
belief being that any failure in performance would reveal itself in lengthening of the
waiting lists. This proved not to be a sensitive measure as waiting lists have continued to
increase due to the increased demand for health services from an aging population and,
possibly, the large numbers of the Turkish-Cypriots seeking care in the hospitals of the

Republic of Cyprus.

Waiting lists have a central place in the experience and perception of health care in the
NHIS and UK NHS, although they are also a feature of publicly funded health systems
in other countries (Derrett et al. 1999; DeCoster et al. 1999; Bosch 1998). In the UK,

this traditional benchmark of performance has been replaced by a focus on the length of
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wait, rather than the length of lists (National Audit Office 2001). It is argued by Martin
et al. (2003) that it is irrelevant how many people are on the waiting list, what matters is
how long those on the list have to wait for their treatment. However, this change is not
without its problems, and whilst the data is easily accessible it 'is neither reliable as a

quality measure, nor easy to interpret (Frankel et al. 2000).

A performance measure that has begun to be used in the NHIS and which is also widely
used in UK NHS is the user satisfaction survey. Satisfaction and its measurement are
important for public policy analysts, healthcare managers, practitioners and users (Crow
et al. 2002). Although there appear to be difficulties in defining and measuring
“satisfaction”, the concept continues to be widely used. In many instances when
investigators claim to be measuring satisfaction, more general evaluations of healthcare

services may be taking place (Aspinal et al. 2003; Staniszewska and Ahmed 1999).

Assuring quality in the NHIS

Professional staff fears that the focus on quality in the NHIS would develop into a
preoccupation with cost effectiveness at the expense of concern with the quality of care.
There was a degree of consensus in the recognition that the extensive adoption of a
commercial framework for quality was inappropriate, and that quality within the health
care context had to be greater than a consequence of patient satisfaction (CYNMA 2006,
CYNMA 2005). These fears raised by nurses in Cyprus echoed a growing body of
literature (Jackson et al. 2001; Newsome and Wright 1999; Jackson and Kroenke 1997,
Redfern and Norman 1990) that asserts that quality in the context of health care and
particularly nursing quality should not be limited to patient satisfaction since the
expectations of patients may be low and their knowledge limited. When the nature of the
treatment is thought to be highly technical then it is likely that many service users will
not hold on to their own expectations as Williams (1994) asserts. This is true of many
healthcare scenarios according to Newsome and Wright (1999, p164) “where the
technical quality of the service - the actual competence of the provider or effectiveness
of the ontcome - is not easy to judge. The patient may never know for sure whether the

service was performed correctly or even if it was needed in the first place”. Therefore,
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when considering the key components of quality previously identified: i. access, ii.
equity, iii. acceptability, iv. efficiency, v. effectiveness and vi appropriateness, a number
of dilemmas have emerged as the attempts to quantify quality in Cyprus have developed.
Not surprisingly, analogous dilemmas occurred earlier in the UK and were
acknowledged and discussed by scholars such as Whitehead (1994) and Philips et al.
(1994).

1. Access

When considering access to health care services, the change which it is hoped to be
achieved is the creation of GP fund holders which can be seen to provide a fast track to
both hospital consultations and admission for elective surgery, thus allowing the patients
of GP fund holders to enjoy improved access to services not so easily accessible to the
patients of GPs who are not fund holders. When appraising access to health care
services, there is a need to incorporate not only issues relating to physical access, but
also concerns about the range and level of appropriate services, as well as the
distribution of such services (Rowell 2004; Avis et al. 1995) . Such information is not
consistently collated in Cyprus, as services undergo change and development; and access
may vary within the financial year. in addition, responsibilities for access can be seen to
be shared between purchasers and providers, and so the information available may be
fragmented or incompatible (liliades 2007). Therefore, it is impossibie to comment on

the quality of health care in terms of access in its broader sense.
ii. Equity

A number of components within the NHIS, as it is established, that can be seen to relate
to equity (Golna et al. 2004) have been identified such as the seiection of patients for
treatment on the basis of clinical need, dissociated from the ability to pay for health care
services, the universal entitlement to health care, the provision of free heaith care
services at the point of delivery and the non-expioitative philosophy which underpins the

service.
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In the Cyprus media, the health services are experiencing frequent challenges that some
of these components are being eroded; however there is a lack of current research
evidence to confirm or deny such claims. Therefore, when considering the impact that
the NHIS potentially may have on the quality component of equity, there is a significant
lack of data, as well as a lack of consensus as to how cquity should be determined. A
similar difficulty in drawing a widely accepted definition in relation to equity has also
occurred in the UK. On this matter Maiek et at. (1993) and Whitehead (1992} assert that
it is not that easy to ascertain the precise notion of equity adopted by the NHS. This
ambiguity creates some problems, because each notion carries a different ideological

weight and has different policy implications.

Indeed, it has appeared to be the case that the rather narrow definition of equity which
relates to access only, will .result in only partial data being available on which to
evaluate the effects of the NHIS on equity (Braveman and Gruskin 2003; Chang 2000).
There is also a divergence of opinion as to the future effects of the NHiS on equity, and
whilst some claim that the NHIS will be associated with greater inequality (Hsiao and
Jakab 2003; Agrotou and Kalakouta 2000), others argue that there has always been
inequality in the health services, and the NHIS will merely make that inequality more

visibie (Antoniadou 2005; Golina et al. 2004).

iii. Acceptability

When considering health care quality in relation to acceptability, again there arises the
fundamental difficulty of the separation of the purchaser from the patient and patient
from the health care service, and whilst purchasers are charged with acting in the
interests of the patients, there appears to be no consistent effort to determine what is
considered as acceptable by the patient (Frewer et ai. 2001; Robinson and Thomson,
2001). In the UK great emphasis has been attributed on patient participation since the
publication of “Working for Patients” (DoH 1989) and the identification in the
“Patient’s Charter” (DoH 1991) of the greater need for public involvement in health care

decisions, and more recently “Learning from Bristol” (DoH 2006): “NHS care has to be
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shaped around the convenience and concerns of patients. To bring this about, patients
must have more say in their own treatment and more influence over the way the NHS
works” (DoH 2000a, p88).

Tritter et al. (2004, p10) assert that user involvement is also increasingly important in
cancer services. In 1995, the publication of the Calman-Hine Report, A Policy
Framework for Commissioning Cancer Services (DoH 1995), set the tone for the reform
and reorganisation of cancer care and established the ideal of patient-centred cancer
services. More recently, this approach has been developed in the NHS Cancer Plan
(DoH 2000b), which states that cancer networks need to take account of the views of

patients and health professionals when planning services (DoH 2000b, p69).

With regard to the acceptability of care, several commentators have highlighted the idea
that health service provision needs to be acceptable not only to the patient, but also to
the staff who are the direct providers of care, and who may also become patients at
various times during their lives (Shafique-Sajid 2007). However, this acceptability has
also to relate to the willingness of the purchasers to finance the service, yet there has
been no concerted attempt to delineate the concept of acceptability, let alone to attempt
to align the different concepts of acceptability which may exist in relation to purchaser,
provider and patient. Despite the assurance from the MoH in Cyprus and the
independent experts that greater patient participation will be encouraged in the NHIS,
there will be a need for systematic attempt to determine whether or not services will be,
in fact, more acceptable to patients than before the implementation of the NHIS (1lliades
2007). Although it might be supposed that the acceptability of health care provision
could in some way be determined by patients’ expression of satisfaction or
dissatisfaction, this can be a notoriously misleading measure in terms of reliability and

validity (Bond and Thomas 1992; Cleary and McNeil 1988).
iv. Efficiency

Efficiency is defined as “the ratio of the observed level of attainment of a goal to the

maximum that could have been achieved with the observed resources” (Evans et al.

65



2001, p2), and the problems associated with measuring efficiency highlight the
difficulties associated with quantifying what is essenttally a human service. However,
the efficiency dimension of quality is one which will remain an important issue, as the
demand for health care resources continues to exceed the supply. This problem of supply
and demand has recently become more apparent in Cyprus due to the opening of the
“borders” with the occupied north part and the opportunity that was provided to the
Turkish-Cypriots to freely use the health care services in the south (Athanasiades 2006;
Kasinidou 2006a). Although, as discussed, certain performance indicators have been
devised, such as waiting times, which are used to measure the efficiency of the services
provided, these remain very basic measures which can be seen to fail to incorporate all
of the factors which relate to efficiency. The primary techniques for evaluating
efficiency in the NHIS include (a) Cost minimisation®, (b) Cost cffectiveness®’, (c)
Cost benefit" and (d) Cost utility*? (HIO 2007b, 2007c; MoH 2006).

In addition to the concerns being raised by these strategies there is also an ethical
consideration in relation to the efficiency component of quality. Taking into account the
fact that in Cyprus there are limited resources, as there always will be whilst health care
demand continues to outstrip health care resources, then rationing decisions have to be
made. If maximum efficiency is to be achieved, then those decisions could severely
disadvantage the old, the disabled, the poor and those suffering from diseases which can
not be cured. Whilst care and palliative procedures can produce benefit for such groups,
there is a risk that such benefit may be discounte if “cure” is taken as the main or only

criteria of effectiveness.

Decisions of this sort would not, of course, be readily acceptable to professionals,
politicians or the public, and so whilst efficiency is sought, there appears to be an
implicit understanding that it is sought only to a certain, unspecified, level. Although

techniques can be identified for measuring efficiency, these are much more explicit in

* Entails achieving the required oulcomes at the least possible cost.

“ Efficient service provision is judged to be that which achieves greatest success for each unit of cost.
“I'It is necessary to devise strategies for comparing costs and benefils achieved and choosing the strategy
which produce the greatest net benefit.

“? Efficiency is evaluated by examining the utility of the inlervention.
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being able to measure the cost of services. The benefits of services do not have such
easily identifiable measures and therefore remain largely subjectively appraised, as

objective measures remain underdeveloped.

In Cyprus, one of the central aims of the health services and the introduction of the
NHIS is to improve efficiency through the implentation of an internal market model.
This decision made by the NHIS specialists was driven mainly by the belief that as
hospitals will compete for service contracts so efficiency would improve. This is based
on the principle that hospitals will develop those strategies to ensure that they will not
price themselves out of the market. However, for this to be achieved (or be probable to
be achieved) it is necessary that certain conditions are taken into consideration and
satisfied. These include (a) establishing that a high cost hospital is so because of
inefficiency and not because of any other factors, such as local conditions, (b) moving
patients from high cost, inefficient hospitals to low cost, efficient ones may raise
resistance from patients that refuse to be treated in anything other than their local
hospital, and finaly (c) that the cost data which is used to determine efficiency is both

accurate and reliable.

The claims that the health services will function more efficiently with the
implementation of the NHIS is largely focused on improvements in certain performance
indicators such as waiting times. It is likely that initially better value for money will be
achieved, as the amount of health care provided would seem to be rising more rapidly
than the amount of resources being utilised (Polyneikis 2007). However, as a measure of
quality these performance indicators are lacking in substance as they fail to consider all
three elements of quality and the possibility exists that if one element improves another
may deteriorate (Donabedian 1980). Unless all three elements are monitored this may

not be detected.
v. Effectiveness
In relation to effectiveness, it can be seen that there is a need to move beyond measures

which focus on measuring the changes in health status. With the health services
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experiencing difficulties in comparing the actual achievements with those intended there
is a need for setting explicit aims and objectives in terms of measurable outcomes for
successful decisions to be made in relation to the effectiveness of health service
provision. Polyneikis (2007) has identified several problems when attempting to
measure the effectiveness component of quality in the Cyprus HCS. Firstly, the fact that
the aims of health care providers are often stated in rather vague terms, using concepts
such as “meeting need” or “quality care” without expressing this in terms which can be
measured, complicates the successful measurement of effectiveness. Secondly,
providing quality services can not be related with effectiveness. This is based on the
possibility for a hospital to be effective but to provide services which are inappropriate
or under-used by the patients of that region. An example of this includes the provision of
cancer care services in Nicosia by the BOC Oncology Centre, however, the vast majority
of its services are being used by patients coming from cities other than Nicosia. Thirdly,
measures aiming at effectiveness do not take into account the cost of achievement.
Therefore in order for such measures to be used as measures of quality these should be
used in conjuction with efficiency measures. Finally, there is a difficulty of linking cause
with effect, therefore improvements in effectiveness could be related to factors other

than the strategies employed to achieve this benefit.

Measuring the effectiveness of health service providers in terms of outcomes has been,
arguably, the least developed measure of quality, a deficiency which has been identified,
but as yet not rectified (Brook et al. 1996; Doorey et al. 1992). Although in the past the
effectiveness of care has largely been evaluated by measuring the adverse outcomes of
care such as perioperative mortality rate, or hospital acquired infections, and such
information remains valuable, there is also a need to evaluate the positive effects of care.
To determine the quality of outcomes of health care interventions requires the explicit
definition of aims of care in terms not only of health status, but also in terms of well-

being.

In addition to the problems which exist in relation to the outcomes of health care, there

also needs to be a consideration of how structure and process factors might influence the
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quality of care; factors which relate to two of the other three elements of quality. The
structural elements of quality can be more easily measured than the elements of process
and outcome, and so data is more easily available. Several structural aspects of care
which relate to quality have been identified; one common measure used in Cyprus and
elsewhere is to relate numbers of specialists (physicians and nurses) available in relation
to population. However, the lack of a consensus as to the numbers of specialists required
adds to the difficult that such a measurement entails. However, these measures are not of
none use at all. Such measures make it possible to compare the distribution of resources
across the country and identify any inequalities in distribution which in turn will create

inequalities of access.

When considering the process element of health care quality, the focus turns from the
macro elements of the organisation to the micro elements of the interaction between the
patient and the direct provider of the health care intervention (Hogston 1995). The
importance of this interaction is well acknowledged in the literature as being the
foundation on which quality of care is derived and judged, and so it is evident that the
interpersonal as well as the technical component of care is one which determines the
patients’ perceptions of the quality of care they receive (Lichtman et al. 2001). Therefore
the way in which health care professionals practice has a significant impact on the
quality of care, and factors which can be seen to disrupt this practice, or impede the
interpersonal interaction between professional and patient, will have a detrimental effect

on that quality of care (Hogston 1995, p122-123).

1t has often been suggested that the effects of stress on those providing care has proven
to be such a disruption (Tankha 2006). The issue of stress in relation to nurses has been
well researched both in terms of cause and effects (RCN 2005). When considering the
causes of stress, lack of support, excessive workload, organisational and management
issues, poor relationships and poor working conditions or facilities have all been
identified (Badger 2005; Cassem and Hackett 1975). The effects of stress in relation to
the quality of care that nurses deliver has also been explored, and one such effect is seen

to be a shift in the way they view patients, from positive and caring to negative and
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uncaring, another is the avoidance of decisions, problems and changes, areas which

clearly illustrate the relationship of professional stress to quality of nursing care.

Another process factor which was found to positively influence the provision of quality
health care is the pattern of work organisation, and a system of work which promotes
personalised care (Pongsupap and Van Lerberghe 2006; Suhonen et al. 2000). The
provision of a personalised system of care is likely to have serious cost implications, and
therefore as the drive for efficiency gains momentum, the possibility exists that conflict
will emerge between two of the components of quality — structure and process (Suhonen

et al. 2004).
vi. Appropriateness

The task of determining appropriateness of care can also be problematic because beyond
the professional perspective it also needs to include the perspective of the patient and the
perspective of the society as a whole (Rowell 2004). From the professional perspective,
despite the drive towards evidence-based practice (Gross 2000), there is little
consideration of the health care interventions of nurses, or the range of paramedical staff
involved in the direct delivery of care to the patient (Cronenwett 2001). There must be
wide variation in what nurses and other health care professionals believe to be
appropriate care in that there is wide variation in rates of procedures between areas,

between hospitals and between individual practitioners (Polyneikis 2006).

Appropriateness of care incorporates not only utilisation, but also under-utilisation of
health care services (Poulos and Eagar 2007). The drive towards evidence-based care
has attempted to address the issue of appropriateness of care, through the development
of recommended protocols for particular clinical conditions, the issuing of clinical
guidelines, and the monitoring of adherence to such guidelines and such strategies are

becoming more ordinary in hospitals (Lichtman et al. 2001; Lohr and Carey 1999).

The level of knowledge and understanding, but also by the values and belief systems of

the patients is what determines their perception of appropriateness of the health care
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(Rowell 2004; Haskin and Marx 1988). In relation to society’s perspective, a number of
influences including economic, political, social and cultural factors determine the
appropriateness of health care. As society undergoes change so will the social view on

the appropriateness of a wide range of health care interventions.

. Critique of the strategies for quality assurance in the NHIS

Reviewing the strategies by which the MoH in Cyprus assures or plans to assure the
quality of care provided across the hospitals and health centres, the following

observations have been made:

(1) The structures® have been set up to perform formal and informal inspections in
relation to the health care services provided. However, there are certain limitations to
inspection as a mechanism of quality control (Polyneikis and Kalos 1992) such as the
fact that inspection visits are infrequent*!, and therefore can not evaluate the process of
the care which is carried out. Moreover, in certain circumstances the inspector may be
employed by the same authority responsible for the services being inspected. Finally,
inspections are usually structured around a given set of criteria, and offer little

opportunity for the views of patients to be considered.

(2) There is a need for introducing a procedure for conducting regular reviews of health
services. Whilst such reviews provide a useful amount of service information, as a mode

of guality assurance they are fairly limited:

e Although the review may have been developed with reference to professional
staff and patients, this is the province of senior management, therefore does not
seck the views of either the health care professionals or the patients.

e Reviews attempt to capture a broad picture of the organisation at the time at
which the review is taking place however; it is questionable that the review

procedure, in itself, will have any impact on the quality of care provided.

“ Ministry of Health 2001 — N.89 (1)/2001
* This is mainly due lo the understaffing of the inspection service as this is reported in the 2006
Ministry’s of Health yearly report.
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e Reviews are largely concerned with issues of efficiency and budgeting, and pay
little attention to other issues, such as access, effectiveness, equity, acceptability
or appropriateness all of which seem to affect the quality of the nursing care

provided.

(3) Performance indicators have been increasingly used to judge performance, but whilst
providing a wealth of statistical data, the usefulness of this can be questioned as a
method of quality assurance (HIO 2007b; MoH 2006). This lies in the fact that they take
no account of the sophistication of local information systems, nor of differing priorities,
their quantitative nature puts the focus on outputs rather than inputs and finally the
determination of the standards used to construct performance indicators does not involve

the patient.

(4) Patient satisfaction surveys began to be used as a measure to evaluate the quality of
services nationally (Polyneikis 2006) and internationally (Quintana et al. 2006;
Raftopoulos 2005). In the U.K. such surveys have been widely used, over a long period
of time, to evaluate the quality of services (Crow et al. 2002; Sitzia and Wood 1997),

and although such mechanisms may be useful they, too, have their limitations:

o The expectations of the individual determine the level of satisfaction, and so can
not claim fo be an objective evaluation of health care services.

e Patient satisfaction surveys methodologically rely on questionnaires, the timing
of which is likely to have a major effect on the results.

o The assumption is made that patients have adequate knowledge of the available

alternatives.

Reflecting on the ways in which attempts have been made to set up systems to assure
quality, it can be argued that a diversity of strategies has been or will be utilised over
time. However, none of these strategies can be seen to have provided a complete answer

to the intricacy of quality service provision.
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Attaining quality of care in the NHIS

Improving the quality of care provided by the health services was a key aim of the
NHIS, one which has been subject to much debate and speculation but little in the way
of in-depth evaluation. When examining the key components of quality there can be
seen to be some potential improvement resulting from the implementation of the NHIS

(Polyneikis 2006; Golna et al. 2004)

The further the future effects of the NHIS on the quality of health care are explored the
more unclear and uncertain the picture becomes. Information is partial and in many
cases can be seen to be structured by ideology rather than by objectivity. Without doubt
there have been improvements in quality in some areas and deteriorations in others, but
what is lacking is a systematic review of quality across the NHIS (Filippou 2006).
Quality is in itself a complex and dynamic concept, and the NHIS a complex and
dynamic organisation, and it may well be unrealistic to hope to achieve more than an
idea of general trends in quality, even though the notion of measurability remains

important and will continue to develop.

From a practical perspective, determining quality health care is complex, and whilst
clinical audit is now well established, and patient satisfaction surveys commonplace in
Cyprus, there remains little, if any, consensus as to the nature of what is being measured
by such programmes (MoH 2006). Although the importance of the vicws of patients on
the quality of health care services has been well recognised, the incorporation of their

views into service planning has remained problematic (Illiades 2007).

At this point of time (2007) there have been no attempts by the health services in Cyprus
to obtain patients’ views about their nursing and medical care in relation to quality.
Although a few studies have been carried out in Cyprus mostly on a personal basis and
initiative (Charalambous and Papastavrou 2006), these have remained on a local scale,
and much of the work in relation to service provider surveys of patient satisfaction
remains unpublished. What is significant in such work is that; the one issue which

consistently emerges as being viewed as unsatisfactory is the area of communication
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between health care professionals including nurses and patients. This is illustrative of the
importance which patients place on the one to one interaction between themselves and
the health care professionals, and which, it can be argued, is an area which is poorly
reflected in the existing quality measures in the NHIS. The ways in which such process
oriented measures could be developed, however, remains unclear, and marginalised in
the current drive towards evidence-based practice and health status outcome measures.
Despite the introduction of a broad spectrum of quality initiatives in the health services,
quality s not a concept which has a shared meaning between, and even within, groups of

health care staff including nurses.

In Cyprus it has been recognised that the understanding of the term quality differs within
and outside the NHIS (Polyneikis 2003). The gradual evolution of a definition of quality
within the NHIS has negated many of the benefits which can be obtained from explicitly
focusing on the attainment of quality in service delivery. Whereas in organisations
outside the NHIS the customer is viewed as “king"*”, within the NHIS the patient’s
position is less clear. There is a fundamental problem in adopting quality frameworks
devised for the commercial market, into a quasi-market organisation, as a struggle
emerges to ascertain whether the needs of both purchasers and patients can be met by the
NHIS. As purchasers, private health establishments and GPs utilise different criteria for
determining the quality of health care than do patients, so in a real sense the NHIS is
tequired to attempt to resolve these differing criteria in the attempt to deliver a quality

service.

Phillips et al. (1994, pl17) assert that “‘quality” is a highly personalised concept and the
important message for health and care services is to begin to ask questions about whose
quality ought to be controlled or appraised. A further reason why gquality is such a
contentious issue, within the NHIS, is that determining the quality of health care is a
fundamentally different problem from that of determining the quality of a product.
Whilst the quality of a product may be measured by assessing its performance in a given

range of areas, the measurement of the quality of health care can be seen as much more

* Motto: o pelatis exei panta dikaio - the cuslomer is always right.
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subjective, and the desired outcomes for patients of the NHIS are likely to be

considerably more diverse than the desired outcomes of the purchasers of a product.

It has to be recognised that although many who use health care services will seek the
eventual return of full health, for many this is not a possible goal, and even if it were, the
construction of viable outcome measures for this would necessarily be subjective, as
health is a concept which is difficult, to define in measurable terms (Murray et al. 2003).
This is why the assumption can not be made that the only benefit of health care is an
improvement in health status. Therefore a range of alternative sources of benefit need to
be recognised in order to capture the quality of health care services as Shackley and
Ryan (1995) asssert. Such benefits may include comfort, reassurance, information, and
autonomy, the importance of which on their utility or wellbeing can only be determined
by the patient. This question of subjective quality evaluation highlights the difficulties
which occur when trying to adopt the commercial definition of quality to act as a

framework for evaluating care.
The nurses’ role in achieving quality of nursing care

Nurses comprise tl.1e largest group of health care providers in both the public and private
sectors with the patients having more contact with professional nurses that any other
health care professional. Nursing, as a vital component of the health care delivery
system, needs to reaffirm its purpose as a practical discipline in assisting patients to
achieve positive health care outcomes. Changes in the nursing workforce as well as
changes in the Cyprus HCS have prompted renewed efforts to ensure that hospitalised
patients receive quality nursing care. In response to these efforts nurses in Cyprus are
increasingly aware of the need to focus more closely on indicators of quality (Leontion
2007; CYNMA 2006). In Cyprus, models for assessing quality of care are not well
developed. There are no national standards of nursing care and nursing practice, and
limited indicators to measure the quality of nursing care delivered in hospital settings
(Polyneikis 2006; Charalambous and Papastavrou 2006). Caring for patients with cancer
in Cyprus appears to be difficult for the nurses even if this claim is based on casual

discussions between nurses and hardly on any empirical evidence. Similarly, in the

75



international literature there are only a few studies that have focused on those problems
experienced by nurses in these settings (Rustoen et al. 2003; Eriksson et al. 1999; Fitch
et al. 1999).

In addition to these problems experienced by nurses, health care, including cancer care,
is in the midst of a revolution driven by strong forces of cost containment and
competition {Wen and Gufstanson 2004). Cancer care providers are expected to both
improve performance and reduce costs; not as a one-time event but as a way of life.
However, according to the Cyprus Association of Cancer Patients and Friends (2004),
these improvements are unlikely to occur without a much better understanding of patient
and family needs and the factors that influence them. Similarly, the Cyprus Anticancer
Society (2005) comments that only when these needs are fully understood, can
interventions be designed to improve adherence and reduce waste and rework. These
pressures to contain costs occur at the same time that patients are taking a more active
role in their care. Such trends are manifested in the growth of not only alternative and
complimentary care, but also in the growth of e-health. Patients with cancer and their
families are searching for alternatives, in part because the health field does not fully

understand and respond to their needs.
Conelusion

The experience of patients with cancer, illustrates the implications of not designing
delivery systems around a clear understanding of patient needs. Explicitly, quality of
nursing care is a multidimensional and complex concept that is difficuit to define or
measure. Even if strategies have been or will be applied to assure quality in the health
- care context of Cyprus these appear to be insufficient and in any case out of focus in
relation to what really matters to the patient. Therefore, many issues need to be taken
into consideration in the process to define and achieve quality nursing care in cancer
settings, and in the case of Cyprus; culture is one major factor that needs in depth
exploration as to the way it influences the delivery and understanding of quality nursing
care. In the next chapter, the ethnohistory of Cyprus is explored in order to identify those

aspects that may influence the meaning and experience of quality nursing care.
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CHAPTER 4

Ethnohistory - Laografia*® of Cyprus

Introduction

According to Leininger (2002, p190) “the study of the ethnohistory has provided a body
of theory-based research knowledge for the growing discipline and practice of
transcultural nursing”. It provides some entirely new ways to care for people of many
different cultures (Leininger and McFarland 2002). With a rich background in history
and culture, Cypriots provide an excellent example where the study of their ethnohistory
can provide valuable information on the way people comprehend and experience illness,
their health beliefs and values thus assisting in the identification of the best strategics to

introduce changes for the promotion of quality nursing care.

Cyprus has its roots in the Classical Greek period dating back 100 centuries into the
mists of prehistory and legend. Cyprus lies at the crossroads of great civilisations. It has
had a tumultuous past; its history is primarily that of occupation with the conquerors and
rulers placing a strong influence on the Cypriot character, leaving an impression on the

land, in the arts and forming the bedrock of Cypriot culture.

For Leininger, culture is a process of “learned, shared, and transmitted values, beliefs,
norms, and life practices of a particular group that guides thinking, decisions and actions
in patterned ways” (1988, p156). Rather than simply the presence or absence of a
particular attribute, culture is understood as the dynamic and evolving socially
constructed reality that exists in the minds of social group members. It is the “normative
glue” that allows group members to communicate and work effectively together
(Hudelson 2004, p1). A number of studies have looked, for example, at the relationship
between a culture and quality-related outcomes, such as hospital performance indicators
(Gifford et al. 2002), nurse turnover (Meterko et al. 2004), and patient satisfaction (Scott

et al. 2003). Research has shown that health perceptions mirror quite accurately de-facto

% According to Panaretos (1977, pl) “Laographia” is the science that aims to explore the traditional
manifestation of the spirilual, social and material lives of historic nations
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health while reflecting at the same time cultural norms of health (Lundberg and
Manderbacka 1996). Health perceptions are the ways that people comprehend and
reflect on their health (Sholkamy 1996). These determine people’s behaviour and their
decisions about when to ask for help. Health behaviours are considered to be activities
undertaken by people who believe they are healthy in order to prevent future health
problems, such as eating a balanced diet that is low in cholesterol and fat, and exercising
regularly. Both health perceptions and health behaviours are rooted in the culture of the

people (Leininger 1995).

The researcher who deals with such cultural analysis (as in my case in this study) must
be aware of the cultural frame created by their own culture and language backgrounds
if she’he wants to understand another culture with “typical” characteristics. In the
words of Carroll (1988, p4) “One must be aware of his own culture, of his cultural

presuppositions, of the implicit premises that inform his interpretation, of his verities”.

Helman (1990) also believes that our cultural background has an important influence on
many aspects of our lives, including our beliefs, behaviours and attitudes to illness, pain
and other misfortunes, all of which may have important implications for health and
health care. Cooley and Jennings-Dozier (1998) in the same light are proposing that
culturally-derived beliefs about health and illness, use of a lay referral system, use of
folk treatments and the importance of family, community and spiritual support, are some

of the cultural concepts that must be considered.

An ethnographic study by Papadopoulos (1999a) to investigate the health and illness
beliefs of Greek-Cypriots living in London revealed themes related to cancer and
nursing care, Cypriot culture, family beliefs, and religion contribute significantly to the
understanding and management of cancer and the quality of the nursing care.
Furthermore one needs to take into consideration that culture is not something external
to him/her, he/she creates it just as it creates him/her; it is no more outside him than his

thoughts; it produces him and he produces it.
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The origin of the name “Cyprus”

According to Pantelidou and Chatzikosti (1992) the name Cyprus has a somewhat
uncertain etymology. Newman (1940) asserts that the word “Cyprus” comes from the
Greek word “kvnéapiocog (kyparissos)” meaning “‘cypress tree”. Maier (1968) suggests
that the name stems from the eterocyprian word for copper. The name of the Greek
goddess Aphrodite also appears as a possible
suggestion according to Rogerson (1994) and the P10
(Press and 1nformation Office) (2003). The rationale for
this suggestion is justified by the mythological tradition

based on which Cyprus is the mythical birthplace of
Aphradite.

Satellite picture of Cyprus

Geographical Position

Cyprus is the third largest island in the Medit¢rranean Sea after Sicily and Sardinia
(Rogerson 1994). The latitude of Cyprus is 34° 33'-35° 34’
North, and its longitude 32° 16'-34° 37" East. Its 9,251 square
kilometres encompass citrus and olive groves, pine forested
mountains, and some of Europe’s cleanest beaches. Cyprus is

the ecastemmost island in the Mediterrancan Sea. 1t is

approximately 105 kilometres west of Syria, 75 kilometres
south of Turkey and 380 kilometres north of Egypt (P10 2003).

Size of population, ethnic make-up and languages®’

The population of Cyprus is 793,100 of whom 80.7% are Greek-Cypriots*®, 87,600
(11.0%) are Turkish-Cypriots and 66,000 (8.3%) foreigners residing in Cyprus. The
density of the population is 86 persons / sq km (CSS 2001). However, this statistical

information does not include the occupied north territories of the Republic of Cyprus.

*7 Stalistical information do not include the occupied north terrilories of Cyprus unless otherwise stated
* Including Armenians, Maroniles and Latins
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The language of the Greek-Cypriot community is Greek and the community adheres to
the Greek Orthodox Church of Cyprus. The language of the Turkish-Cypriot community
i1s Turkish and the community adheres to Islam (MoFA-Ministry of Forcign Affairs
2006).

Nicosia* is the capital of Cyprus with a population of 206,200 (end of 2001) in the
sector controlled by the government of the Republic of Cyprus. It is located in the centre
of the island. During the 1974 Turkish invasion 36% of the island’s territory was

occupied and the capital was literally cut in half.

The second largest town is Limassol®® in the south, which has around 161,200
inhabitants. It is the main commercial port in Cyprus and an important tourist resort

(CTO-Cyprus Tourist Organisation 2006).

Larnaca® is located in the south-east of the island and has a population of 72,000.
Larnaca is the island's second commercial port and an important tourist resort. To the
south of Larnaca lies the International Airport. The city of Larnaca is well-known for its

picturesque sea-front which includes rows of palm trees (CTO 2006).

Paphos®” in the south-west with a population of about 47.300 is a fast developing tourist
resort, home to the island’s second International Airport and an attractive fishing
harbour. The Turkish invasion and occupation of the major tourist resorts of Keryneia
and Ammochostos led to major investments by the government and the private sector in
the district of Paphos.

In the Turkish occupied area, the town of AmmochostosS3, the hub of the pre-1974

tourist industry, is now a ghost town, deserted since 1974 when its inhabitants fled from

* Aevkwoia (Lefkasia) in Greek
5® Agpeoog (Lemesos) in Greek
*! Adpvaxa (Larnaka) in Greek
*2 MNagpog (Pafas) in Greek

3 Appéywotog in Greek
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advancing Turkish troops. The towns of Keryneia® and Morphou are now inhabited

exclusively by Turkish-Cypriots and Turkish settlers.

Church of Cyprus

The Orthodox Church of Cyprus is one of the oldest autocephalous churches in the

eastern communion {Encyclopaedia Britannica 2006). Its independence
was first recognised by the Council of Ephesus (431 A.D) and reaffirmed
by the Council of Trullo (692). The Archbishop received the three

privileges, still valued and practiced: namely to sign his name in

cinnabar; to wear purple instead of black robes under his vestments; and

Jesus Christ | 14 hold an imperial scepire instead of a normal episcopal crosier (PIO

2003, Papageorgiou 1962).

In the following centuries Cyprus was invaded by the Arab with several cities been
sieged. The Archbishop escaped to the Hellespont®® where he and other survivors found
refuge, and where they established the city of Nova Justiniana®®. The succession of the
Franks by the Venetians in 1489 did not bring any change to the status of the Orthodox
Church. The Orthodox Church was recognised by the Ottoman as the only. legal
Christian church with political authority over the Christian population. The Church
assumed the responsibility for preserving the faith, the national identity, the customs and
the traditions of orthodox Greek-Cypriots. As a result, the churches were not anymore
simply places of worship but were converted to places of ethnic inspiration and schools

(Pantelidou and Chatzikosti 2003, p106).

The coming of the British in 1878 allowed more freedom in religious matters. However,
the initial enthusiasm for the arrival of the British gave way to scepticism and
disappointment when the British Administration intoduced restrictive laws on the
management of the Church and other areas of national activity. According to Pantelidou

and Chatzikosti (2003, p222-223) this interference led to riots organised by bishops who

3 Kepivele and Mopgou in Greek
%% The Hellespont/Dardanelles, a long narvow sirail dividing the Balkans (Europe) along the Gallipoli
ﬁeninsula from Asia Anatolia (Asia Minor).

Néa [ovotiviav] in Greek
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were also members of the legislative assembly. As a consequence of this upraise, the
Bishops Nikodemos of Kition, and Makarios of Kyrenia were exiled and restrictions

were imposed on the election of the Archbishop.

In 1950, Makarios Il was elected Archbishop. Ten years later he became the first
elected President of Cyprus.

A History glance at Cyprus

The historic wealth of Cyprus includes more than 10,000 years which are divided into
several periods, starting from the Epipaleolithic age to the recent history of the island.
For the purposes of this study it was not possible to provide detailed analysis of each
period, therefore from 8000 B.C to 58 B.C the different ages of the Cyprus history were
summarised in the following table. The more recent periods are presented in more detail

later in this chapter.
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Table 4.1. Summary of Cyprus early historic ages

Epipaleolithic

8000-7000 B.C

 Paied ——] - Chemasiivies VJ“ RDevelopment R

Hunters-Gatherers

Invention of agriculture
transformed mankind from
family groups of mobile
hunter-gatherers into
permanent communities of
farmers.

Neolithic or Well-built round houses of | Use of pottery, stone, and
Stone Age 7000-3000 B.C two stories presumably  wood, for
utensils and stone for tools
Chalcolithic 3600-2500B.C Discovery of Copper Population growth and the
emergence of social ranking
Emergence of trade with
Bronze Age 2500-1050 B.C Copper is widely exploited | other parts of the Eastern
Mediterranean
Indifference for the sick and | ¢  Migration of Greek-
Iron Ages 1100-700 B.C the handicapped. speaking peoples from
Aphrodite is the fertility the Peloponnese.
goddess of the island. e New cities were
founded.
Epic poetry was popular. | Tributes were collected
Assurian Rule 700-669 B.C Use of bronze, iron and | from Cypriot kingdoms
ivory in arts.
Period of 669-564 B.C Complete independence Exuberant development
independence
Egyptian Cypriot kingdoms rematned
Domination 565-546 B.C Influence over the arts. independent but had to pay
tax
Persian Cyprus incorporated into | King of Salamis, Evagoras [
Domination 546-333 B.C the fifth satrapy of the | (411 -374 BC).
Persian Empire.
Arts flourished. Public { Cypriot kings were granted
Hellenistic 333-58B.C works - theatres, | autonomy. Cyprus was
Period gymnasiums were | taken over by Ptolemy 1 in

established. Paphos thrived
as the capital of Cyprus.

294 BC after Alexander’s
death.
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Cyprus under the Roman Empire (58B.C-330A.D)

The Roman Empire brought changes in relation to the social system, the govemment, the
geopolitical structure as well as the health provisions. According to Rousou (1993) the
Romans introduced their concept of the prevention of illness. They made efforts to keep
the cities clean and preserve the environment. Their idea of maintaining health has also
led the Romans to build gyms, sewer systems, aqueducts, watering systems as well as

public baths (Rousou 1993).

Cyprus in 22 B.C as a senatorial province with municipal autonomy had the power to
elect officials and a substantial degree of independence in religious and cultural matters
(Newman, 1940). The cult of Aphrodite had never been forgotten; her temple in old
Paphos has remained one of the most famous holy places of the Mediterranean.
However, in the course of time, the cult of Aphrodite gave way to Christianity (MoE
1992). Eventually this fact led to the replacement of the goddess by the Panagia. The
introduction of the Christian Philosophy has brought to the island the religion of love,
compassion and respect of the person and provided the basis of the nursing practice
influencing the care of the sick, the unregarded and the helpless (Anastasiou 2000,
Rousou 1993),

Byzantine Period (330A.D-1191A.D)

Emperor Constantine of Byzantium had officially recognised Christianity in 313 A.D. In
391 A.D Emperor Theodosius ordered the closure of all pagan temples, ending this way
the rituals at the Temple of Aphrodite in Paphos, though worship of Aphrodite continued
(Vrioni 1990).

This period saw the discovery of the tomb and gospel®’ of St Barnabas by Archbishop
Anthemios. This eammed him great fame and privileges and led to Cyprus being granted
the status of an independent church (Papageorgiou 1962). Afier the division of the
Roman Empire (395 A.D) Cyprus remained subject to the Eastern, or Byzantine, empire

at Constantinople (Zakinthinou 1953).

37 According to St Mark, was handwritten by St. Barnabas
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Cyprus under Richard I (1191A.D-1192A.D)

King Richard of England was on his way to the Holy Land participating in the Third
Crusade when his fleet was scattered by a storm and took refuge in Crete and Rhodes
(Pantelidou and Chatzikosti 1994, p51). Several ships with one having on board
Johanna, sister to Richard, and his affianced bride, Berengaria of Navvare were driven to
the shores of Cyprus, where they were wrecked and sank in sight of the port of Limassol
whereas the crews who escaped to land were taken prisoners by the order of lsaac
Commenus (Chatzioannou 1993). This led to a battle with Richard. The English knights
defeated the Cypriots and the Cypriot nobles pledged allegiance to the king of England
(Pantelidou and Chatzikosti 1994, p52).

Lusignan Period (1192A.D-1489A.D)

According to Chatzioannoun (1993), a new form of political and social organisation,
namely feudalism, was introduced by the Lusigans in Cyprus. The Latin Church was

introduced and the Orthodox Church persecuted.

Gradually the Lusignan influence slowly weakened which led to recurrent raids on the
island mainly by the Genoese and Mamelukes. Eventually, when the Genoese invaded
Cyprus the Lusignans secked help from the Venetians. The Genoese were defeated and

the Venetians occupied Cyprus for themselves.
Venetian Period (1482A.D-1571A.D.)

The Venetians constructed fortresses against the threat of an Ottoman invasion
(Chatzioannou 1993). Venetian occupancy proved to be a difficult period for the
Cypriots. Venetians faced Cyprus merely as a colony and their only concerns was the
collection of taxes and maintain this important commercial centre (Pantelidou and

Chatzikosti 2003, p62).
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During this Lusignan and Venetian periods there are no indications of any organised
provision of care to the sick and helpless. The care became primarily a responsibility of

the family (Anastasiou 2000).
Turkish Rule (1571A.D-1878A.D)

The Ottoman Turks conquered Cyprus in 1571; an event which brought immense
changes on the island and its people. The new regime put an end to the feudalism system
and gave the Cypriots the legal ownership of the land they had worked for centuries.

During the years of the Turkish rule there was a diminishing of the Greek population of
Cyprus and at the same time an increase of Turkish settlers from Anatolia (Pantelidou

and Chatzikosti 2003, p104).

In 1821 the Ottoman Empire was faced with rebellions over its Greek-speaking
provinces. Cyprus participated in these rebellions under the orders of Archbishop
Kyprianos who had already joint Philike Hetaireia®® back in 1818. As a result the
Turkish governor of Cyprus launched a crackdown campaign which led to the hanging
of the archbishop and 485 other prominent members of the secret organisation

(Pantelidon and Chatzikosti 2003, p115).

Cyprus remained under the Ottoman occupation until 1878 when the Sultan ceded
Cyprus to the British, though it remained the property of the Sultan. When Turkey
joined forces with Germany and entered the First World War in 1914, the British
formally annexed Cyprus. In 1925, Turkey renounced all claims to the island under the
Treaty of Lausanne and Cyprus was declared as a British colony (Pantelidou and

Chatzikosti 2003, p187-188).

British Rule (1878A.D-1960A.D)

Accotding to Hitchens (1997) one of the reasons for occupying Cyprus was the defence
of the Snez Canal, in which Britain had acquired an interest. During their rule on the

island the British had to deal with two political problems. The first was to contain the

* In Greek - Pidi Etaupeia: a secret organisation that planned to establish an independent Greek state
oul of the Ottoman Empire
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desire of the Greek population for union with Greece, a long-lasting desire which
materialised during the years of the Turkish rule. This resulted in the Turkish-Cypriots
calling for division as a respond to enosis and the alleged attempt to being Hellenised.
Therefore the British had to find ways to maintain the peace and harmony between the

two communities {MoF A 2007).

The rise of the new nationalism in Ataturk’s Turkey fired the Turkish-Cypriot
resentment. This event alarmed the British, who clamped down on Turkish-Cypriot

agitation. By the 1943 the Turkish-Cypriots had formed the KATAK’® (MoFA 2007).

In the Greek-Cypriot commmunity the demand for enosis never ceased. As an alternative
the British attempted to introduce constitutional government designed to develop some
participation without leading to enosis, however without getting a result. In the 1950s
Greece began to accord it support on the international ‘scene the Greek-Cypriot demand
for enosis reached its peak. Regardless of the international pressure, “Britain did not
respond as expected, which led to violence escalation with a campaign against the
colonial power organised by EOKA® under Colonel George Grivas® (Pantelidou and
Chatzikosti 2003, p232).

Additional to the political impact that Britain had over Cyprus, there was an impact on
the healthcare system which is important in terms of this study’s aims. This impact is

discussed later in this chapter.
The Republic of Cyprus

Cyprus had gained independence in 1960, however shortly after serious differences
arose between the two communities about the implementation of the constitution. As a
resuit of this conflict, intercommunal fighting erupted in 1963 after which the Turkish-
Cypriot withdrawn from the central government. The following year UN peacekeepers
were deployed on the island (MoFA 2007).

* party for the Protection of the Turkish Minority
% EQKA: National Organisation of Cypriot Fighters (E@vixy Opyavwen Korpiov Aywviotdv in Greek)
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In 1974, a military coup was launched against president Makarios led by a group of
Cypriots and with the support of the military junta in Greece. The coup gave Turkey the
excuse it was looking for, and in July 1974, they invaded Cyprus in violation of the UN
Charter and all principles goveming intemational relations (MoFA 2007). As a result
36.7% of the island was occupied, 162,000 Greek-Cypriots who were forcibly expelled
from this area became refugees in their own country and are still deprived of the right to
return to their homes and properties. Many were killed and in addition about 1,479
Greek-Cypriots are still missing (P10 2003).

Attempts to solve the Cyprus problem

Negotiations to solve the Cyprus problem have been going on intermittently since 1975
under the auspices of the UN (MoFA 2007). The UN began in 1999 another effort to
find a resolution on Cyprus through direct talks between the representatives of the two
communities. As part of this process, a detailed plan was presented for a comprehensive
settlement. The Turkish-Cypriot leader, however, rejected the plan outright, leading the

talks to collapse.

On 24 April, 2004 the two communities in Cyprus were asked to approve or reject the
Annan Plan V (UN Secretary-General’s proposal)(MoFA 2007). The Turkish-Cypriots
approved the plan, but a clear majority of Greek-Cypriots rejected feeling that the
finalised text was not balanced and did not meet their main concems regarding security
and the functionality and viability of the solution. On May 1%, 2004 the republic of
Cyprus became a full member of the EU completing a long joumey that lasted more than
three decades (MoFA 2007).

Discussion

Reviewing the ethohistory of Cyprus one realises that the Cyprus culture is a mosaic of
elements drawn from different cultures, European, Asian, Middle Eastern and North
African. One might argue that Cyprus has experienced the positive and negative
influences from other cultures, a concept that today is well known as “cultural

diversity”. The rulers and conguerors have each in its own way left their imprint on
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Cyprus and its people. Their beliefs, values and attitudes have been shaped over the
passing of time. Evidently, the ethohistory of the island has influenced how its
inhabitants view the world and consequently how they view health and illness; how they
care for themselves as well as their views on the care they receive from others. These
influences have resulted in the configuration of a distinctive and complex cultural

construct, often difficult to be understood by outsiders®’.

What | can conclude from the distant and more recent history, geography, demography,

politics and religion of Cyprus can be summarised to the following:

e Cyprus is a small island with a small population -

o Although numerous rulers have passed through Cyprus the population remains
primarily bi-cultural.

e The majority of the population are Greck-Cypriots. They have Hellenic roots
and share history, culture, language and religion with the population of Greece.

s Greek-Cypriots have been fighting for their freedom to retain their civilisation
throughout history. This facilitated the rise of collectivism in the Cypriot society
which is preserved to this day, however, with many individualistic
characteristics being introduced and hence forming an oxymoron combination of
collectivism and individualism.

» Fighting against invaders provided Greek-Cypriots with common goals. Other
characteristics of collectivist cultures that apply to Greek-Cypriots include:

o Group loyalty overrides personal goals. 1t is evident in the Cyprus
history that for the sake of the many the few were sacrificed®. This is to
confirm that collectivism requires self-sacrifice, the subordination of
one’s interests to those of others.

o Collectivists put high value on self-discipline, accepting one’s social
position, honouring parents and elders, and preserving public image for

the group’s sake.

8 Non ~ Cypriots

62 Cyprus history is full of examples of people giving their lives for the benefit of the society. The
sacrifices of Grigoris Afxentiou during the fight against the British rule and the sacrifice of Archbishop
Grigorios E’ who was hanged by the Turks are exceptional examples.
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o People tend to think in terms of long-term goals which benefit the whole
group.

o Family integrity is of utmost importance. Children should live at home
with parents until marriage. Aging parents should live at home with
children.

o Religion has sustained the Greek-Cypriots identity through the ages. 1t has
provided leadership and a moral compass.

e Cyprus is a country of conflict and contradictions: survival vs. freedom,
religious guidelines vs. law, taboos and isolation vs. support and openness to

those who “suffer” customs and tradition vs. modernity and diversity.

These issues have a relevance to health, illness, health services, nursing and cancer

nursing the most important of which are présented here.
Turkish invasion and the impact on health

The Turkish tnvasion of the island did not only bring a blow to the people and ther
cultural heritage, but it also caused major problems for their HCS. The refugees where
large in numbers, and the existing hospitals failed to meet the new challenge. At the
time, Famagusta was by far the richest and most developed city in Cyprus possessing a

large and modern hospital which provided services to Cypriots from all over the country.

Certainly the war and occupation changed the health scene on the island. For many years
the state struggled to develop health services for its people. Many hospitals and health
centres were built without a strategic plan or a vision for its future needs. In the new
setting that was developing, the health services became centralised with minimal care
offered to the rural areas. Moreover, in the light of the economic crisis that followed the

war, there was no room left for specialised treatments such as cancer services.

[t is only in the last 15 years that specialised health care such as cancer care began to

evolve and is now offered widely to the Cypriots. However, little has changed in terms
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3 remain centralised while a national

of the design and provision of care. Services®
strategy for cancer is lacking. This fragile setting that had been developed in Cyprus was
recently shocked by two events. The first was the opening of the so called “borders™ of
Cyprus in April 2003, this way allowing free passage to and from the occupied areas and
vice versa, and the second event being the Cyprus accession to the EU. The
harmonisation process with the EU both at the pre and post accession periods called for
major revisions on the HCS of Cyprus. Some of the issues that had to be addressed were
the highly centralised provision of services, the bureaucracy, and the improvement of

access and quality of services (Polyneikis 2003).

As was carlier discussed, the relaxation of the enforced separation of the two
communities meant that Turkish-Cypriots from the north could access the free southern
part of the island. One of the most significant outcomes of this was the impact on the
health services in the south which began receiving large numbers of patients from the
north. This sudden increase of demand found the health services ill-equipped to respond

effectively.

In the literature there are studies (Reiche et al. 2005; Osterweil 2003) that show the
relation between cancer and stressful life events. Magne (2006) asserts that stressful
events can increase the possibility of people developing cancer. War and its
consequences are considered to be among the most stressful experiences that a person
can live. The history of Cyprus is that of war, occupation and suppression and its people
have experienced the results of these stressful events which impacted on their health
(Loizos and Constantinou 2007). This resulted in cancer being one of the main killers of

this country with statistics showing a constant increase in numbers.
The notion Cypriots have of “freedom”

Cypriots have been fighting for their freedom for most of their 100 centuries of history.
Rulers over the years have made them slaves, sold them abroad, took all their

belongings, and denied them the right to govern themselves. This made Greek-Cypriots

3 Specialised treatments such as radiotherapy and chemotherapy
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people who valued freedom and autonomy. It can be argued that these characteristics
influence all aspects of their lives including their health and illness. With increasing
levels of education and other empowering skills such as the use of internet the Cypriot
population is becoming more autonomous and therefore reluctant to accept any decision
itnposed on them by their health professionals including nurses. They want, and

sometimcs demand to be informed and actively take part in decision-making processes.
Cypriot’s attitudes towards change

Upon reflection, the effects the many conquerors of the island, have had on the Cypriots
over time, are considered responsible for niany of the behaviours developed by its
people. Cypriots have developed a high resistance as far as it concerns the status quo in
every aspect of their lives, and change is often seen as a threat to the equilibrium of their
lives (Zetter 1999). On the contrary, some researchers assert that Cypriots are more
adaptable because of their history of permanent change in conquerors (Kliot and
Mansfeld 1994). Resistance to rulers shows their fighting spirit for survival and

challenge of oppressors.

The health care area and particularly nursing has experienced resistance from the staff to
proposed changes over the years such as the introduction of a different patient evaluation
system and the introduction of mentorship in nursing education. However, 1 do
acknowledge that failure to introduce these changes might have also been the result of
lack of consultation about the change and the lack of preparation to cope with the impact
of change. In the same light, nurses tend to believe that many aspects of the care they
provide are not part of their duties and quite often they avoid performing them. An
example with significance to this study is the difficulty nurses face when they need to
emotionally support patients with cancer (often confessed in casual discussions among
colleagues). Therefore, this emphasises the fact that any strategic framework or
guidelines proposed need to be introduced very carefully and in full consultation with
them, allowing for an “adaptation” period. This period will allow the change agents and
nurses to prepare for the reforms and thus increase the possibility of accepting and

adopting them.
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A wide body of literature (Shanley 2007; Wiest 2006; Cork 2005; Baulcomb 2003)
asserts that there are a number of factors (drivers) that help to achieve change as well as
factors that may impede change (restrainers). The availability of an appropriate
rewarding system, the involvement of key people in the change process, good planning
and preparation and willingness to change are drivers that facilitate the introduction of
change. My involvement in resecarch studies in the field of nursing in Cyprus taught me
that the use of drivers is essential if change is to be successfully introduced. Specifically,
the nursing services division attempted to introduce a new “holistic care plan” for the
care delivered to patients. Unfortunately, the proposed change was not well-prepared,
nurses were not appropriately informed, there were insufficient clarifications as to the
need for change, and there were inappropriate stimuli (i.e. reward system) for the staff.
In the light of these circumstances the proposed plan failed to be introduced successfully

to the hospitals in Cyprus.
Religion and the Church of Cyprus

The essential role that religion and the church of Cyprus has played over the years, and
is still playing, on the people of Cyprus as a whole, is indubitable and history stands as a
proof to this claim. This very close relationship becomes, even stronger when people
find themselves in need, or in situations where their health is seriously threatened such
as by cancer. Even people who are not deeply religious, when faced by such situations
they themselves or a member of their family will turn to God and the church for divine

intervention.

Most of the Cypriots’ beliefs and values, in relation to health and illness, are based on
very early views of the church where many still remain unchanged. Based on Bagwell’s
(2005) viewpoint, the early church viewed sickness as punishment for sin; healing could
only occur through the grace of God as a miraculous event. It was believed that
Christian charity to the poor and afflicted served as a means to receive God’s
forgiveness and ensure salvation. As a result of this belief, hospitals in the 4th and 5th

centuries evolved as places for charitable works for the destitute, based on Roman
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military camps known as nosocomia, designed to care for soldiers wounded in battle.
Rather than providing temporary care, these facilities provided long-term care for the ill
and were largely staffed by caring, but untrained, Christian women (Bagwell 2005,
p874). The Christian Orthodox Church continues to hold the view that illness is rooted
in sin. For example father Porfyrios (1906-1991), a modem saint of the Greek Orthodox
Church, in a letter addressed to his spiritual children asserted that “However, with the

concession of God, because of my sins, | became severely i1} (Tzavaras 1999, p15).

Religion and church are closely connected in the lives of the Cypriots. There is a
multiplicity of less extreme situations and examples whereas one can visnalise the
importance of religion to Cypriots, one of which is the connection between religion and
state. Archbishop Makarios 111 was the first president of the
newborn republic of Cyprus and was considered as
“ethnarchis®” by the people of Cyprus. His clection was no
surprise since church leaders have always played an essential
role in leading the Greek-Cypriot cthnos. This phenomenon

remains in contemporary Cyprus even though its expression

ArchbishopMakarios
continue to express political views and have discussions with the leaders of political

i1 | has changed. Nowadays, the Archbishop and Bishops

parties and foreign politicians.

The church continues to influence the Greek-Cypriot population not only in terms of
their views on national political matters but on most aspects of their lives. The church
remains the point of reference for all moral issues from birth to death (Fotion and

Efthimiou 1990).
The role of family in health care.

Family is seen as a supportive agency during the course of illness. Cypriots know and
take for granted that, if and when an illness occurs, they can rely on their family to help

them through. The rcasons for this are evident in the Christian values, historical

*Ethnarchis is commonly understood as the leader of the nation and the church.
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experiences and the social values that lead people to this behaviour. Greek-Cypriots are
Christian orthodox (majority) and for Christianity the constitution of “family” needs to
be valued, protected and promoted. Traces of this belief can also be found in the 10
Commandments given by God to Moses in mountain Sinai, the fifth of which refers to
family “Honour your father and your mother”. Cyprus and its people managed to
maintain their identity against the many raids, occupations and attempts to change their
religion and their character by relying on the family and church. The “family”
constitution was preserved as the strong “cell of the society” by maintaining strong links
with its members and acting as a stronghold. People usually lived together, worked
together and as a strong group with common opinions and goals resisted outside
intrusions. Church and family also played a vital role by teaching the Christian and

ethnic values, norms, language and history.

Despite the rise of individuality as a concept in the Cypriot society, the role of the family
still remains particularly important and valued by the Cypriots. The collective grounds
of the Cyprus society play an equally important role that one needs to take into
consideration and more importantly, respect. Taking health care as the example, the
decisions regarding the patients’ health need to be taken in collaboration with the other
members of the family. If the patient is very old and unable to decide for himse!f/herself
then usually decisions and interventions are made by senior or powerful members of the
family network — usually the father — rather than by the individual (patient). Something I
observed during this study was that in most cases other members of the family
demanded to be present during the interviews, and even sometimes ‘“corrected” or
simply added to the patients’ opinions. It might seem as an out of the ordinary

behaviour, however, it is considered natural to the Cypriots.

Very often the support offered by the family takes the form of emotional or spiritual
support, but in many cases relatives can offer other forms of support to the patient and
his/her family such as hospitality to the children during the period of the illness or
financial support. Therefore, the patiemt relies on and appreciates the support from

his/her family and the nurses need to respect this. On the contrary, nurses need to plan
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the care in a way that includes the family in the care and where possible they should be

actively involved in the delivery of the care.
Individualism: a paradox in the Cypriot society

Individuality is perhaps one of the most rapidly developed notions in the society of
Cyprus especially when it comes to health care. People value their individuality and
expect others to treat them as separate individuals with unique needs, preferences and
expectations. This is one of the contradictions since Cyprus also shares many

characteristics with collectivist societies.

Growing affluence and geographic mobility has spread cultural individualism. Similarly,
individualism is higher among the affluent, socially and geographically mobile, more
modern segments of collectivist societies. As countries like Cyprus become more
prosperous, individualism rises, cspecially among the young. Other possible
explanations of this rise of individualism come from the fact that Cyprus is becoming
more and more multi-cultural and a multi-ethnic society. People from other cultures,
more individualistically orientated, bring together their beliefs, cuitural norms, and
values which are slowly blended with the beliefs, cultural norms and the values of the
Cypriots and the accession in the EU has contributed to this. Nowadays, children often
are encouraged to identify personal preferences and to pursue personal goals and
achievements (role models studied by them, give these silent messages). As a
consequence, they begin to establish separate identities from their parents. In an
individualist society, the pursuit of personal goals that conflict with family norms may
be acceptable, even expected. Children’s successful cultivation of separate identities
leads to a degree of detachment from their families by the time they are adults.
Detachment from families often establishes a similar pattern of detachment from other

in-groups, such as employers, religious groups and civic organisations.

The changing expectations of patients themselves have led to demands for caring to be
characterised by individuality rather than the sameness’ of institutionalised routines

(Kelly 1998). This growth in patient empowerment has led in a new awareness of the
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unclear boundaries which exist between paternalism and caring when dealing with
vulnerable patient populations (Salmon and Hall 2004; Wolff et al. 2003; Goodare
2002). In the NHIS, the notion of individuality and personalised care has been taken into
consideration by the MoH and the independent specialists, so that the care provided will
be tailored to the individual needs of the patient and choice will be offered to them
(Polyneikis and Kalos [992).

Nurses are morally obligated to respect the individuality and uniqueness of all those
receiving nursing care (Thompson et al. 2000) and individualised care is highlighted in
the various normative codes of nursing and it is considered an element in quality nursing

care (Attree 2001; Waters and Easton 1999).
The importance of the notion of Health

According to Goudas and Diamantopoulos (2006) health in Antiquity was a Goddess,
“Hygeia”, the daughter of Aesculapius and the sister of “Panacea” (all-cure) and “laso”
(therapy). Asklepios was the Greek God of Healing, legendary son of Apollo, who is
credited with introducing Greek medicine into Rome (Thompson 1962). The greatest .
exponent of Greek medical art was Hippocrates (460-370 B.C), by tradition seen as the
“Father of Medicine”. His keen powers of observation being one of his most noted
faculties, and the high ideals he established in the Hippocratic Oath are still used as a
guidepost in modern medicine. Greek physicians were craftsmen trained as apprentices
under other physicians. They canvassed their services from house to house, but this
custom was later replaced by that of each family employing its own physician, as in

Roman times (Thompson 1962).

From the history of Cyprus 1 have identified some passages from the Classical,
Hellenistic and Roman eras that describe the ideas that related to health. The state of
health was of great importance to the ancients as it is today, for its absence was affined
with death, a phenomenon always mostly undesirable despite its naturality. Some of
these ideas can still be traced in the way people in Cyprus face health, illness and death

(Pantelidou and Chatzikosti 1992). Health was (and still is) a divine gift and those who
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possessed it were considered blessed by the Gods (Atsma 2007). Most humans were
born healthy, and it was up to them to keep their health status by living in virtue and
prudence. People prayed and made sacrifices to Gods to give them their health
(Pantelidou and Chatzikosti 1992). Those that did not live this way would probably
loose their health. As for the children that were unlucky enough to be born with defects,
it was their parents or grandparents sins that caused them®, a concept still popular
among Cypriots nowadays. It was (and still is) a mixture between Gods’ will and man’s

deeds that determined one’s health (Goudas and Diamantopoulos 2006).

lliness and death have always been a feared idea for the Cypriots, and this fear has
brought them closer to the Gods (then and now) and it became a way of living for those
who valued their health and lives. Papadopoulos and Lees (2004) assert that these beliefs
can influence participation in prevention and early detection activities, decisions about
treatment, emotional responses and family relationships. Thus, understanding these

culturally-based responses is as important to nurses as knowledge of statistical trends.
The nursing context in Cyprus

In general terms, the relationship between nursing context and patient care is nebulous,
and difficult to demonstrate. It has not been the main focus of this study and findings
remain tentative. However, the nursing context does appear to influence aspects of
patient care, with some of these influences being clearer than others. With many aspects
of the nursing context being discussed in previous chapters, in this section 1 will describe
those aspects of nursing that may have influenced implicitly or explicitly the outcomes

of this study.

The review of Cyprus ecthnohistory revealed that there were not specific nursing
structures for the provision of organised nursing care, at least not until the arrival of the
British in 1878. However, despite the lack of organised care, the sick, the poor, and the
needed were being cared for primarily by their family and at their homes (Anastasiou

2000). The role of the carer was primarily assumed by the women, an aspect which also

% 1n Greek this belief is known as “auaprics yovéwv raidebovon téxva’
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continued with the foundation of formal nursing structures in Cyprus with nursing been
a profession that employed only female nurses for many years (Mitsiga 2005). What has
guided nursing practice at the early phases of its history were the Christian values such
as “love” and “love for your neighbour” which are described in the Bible with the
parable of the Good Samaritan. These influences became more apparent with the

introduction of Christianily in Cyprus during the Roman period.

British occupancy occurred at a period when the structures of the future state were
developing and thereby influencing them. They organised the health care system based
on the model they had used to structure the British NHS (Anastasiou 2000). In 1883 and
1890 they established the first hospitals in Cyprus (Mitsiga 2005).. Prior to their
occupancy, only 2 small hospitals operated on the island one of which was a hospital for
leprosy (Anastasiou 2000). They brought to Cyprus the medical technology of the time,
physicians, trained nurses as well as vaccines. What is important to discuss here is the
structure of the wards at the time. The British brought nurses from the UK who were
employed as ward managers (sisters). Cypriot women received limited training, mainly
practical, by the sisters, in order to attain the role of the “assistance nurse”. The Cypriot
nurses belonged to the lower class; they had no formal education or nursing training an
aspect which has led the public to create a rather disappointing image of nurses (Mitsiga
2005; Anastasiou 2000). Often this prejudice can be traced in today’s friction with older
patients. Patients often think that nurses are their “servants” and their job is merely to
serve them. This behaviour also reflects the views that the Greek-Cypriot society holds
about women and the status of women in Cyprus, since most nurses are women®.
Cypriot women from the ancient times were expected to have the role of the mother, the
carer for the family, the home, the children and the husband (LCCS-Library of Congress
Country Studies 1991). Therefore, patients often expect the nurses when caring for them

to adopt the role of the “carer” that the Cypriot woman has in the family.

In 1945, the Cyprus School of Nursing was established and professional nursing
education was introduced. The education was based on a two year programme, which

was later upgraded to a three year program. Ever since the establishment of professional

% World Health Organisation 2007
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nursing education in Cyprus, its development has been rapid reaching its peak in 2007
with the introduction of university level nursing education in the newly developed
Cyprus Technology University. This has been an anticipated development by the nurses
and the patients (public) bearing the fact that the nursing care is developing and
becoming more specialised and demanding which calls for more educated nurses in
order to assume new roles and appropriétely meeting the patients’ and the public’s
increased needs and expectations. The personal and educational development of the
nurses will according to Mitsiga (2005) reinforce two important values in nursing, that
of sharing and equality. The value of sharing encompasses the sharing of work, the
sharing of problems, the sharing of knowledge and the sharing of social worlds that exist
for nurses beyond the professional arena. Sharing underpins the development of
teamwork and the idea that everyone, (nurses and patients) has a valuable perspective.
Similary to “sharing” the value of equality is associated with the sharing of work, the
autonomy of individual nurses, the notion of a flattened hierarchy, the principle of
partnership with patients, the idea that everyone’s opinion is valued, and the importance
of local deciston-making and conflict resolution. With the launch of university level of
nursing, more opportunitiecs are presented to the Cypriot nurses to get involved in
research studies both at national and international level through collaborative projects.
Through research, nursing is moving towards a more evidenced-based model, whilst the
cultural characteristics of the population can be studied and understood in relation to

health issues.

The image of physicians who were and still are predominantly male is better than that of
nurses (Anastasiou 2000; Chresanthes 1983). Many people (mostly elder) have
unguestioned trust in their physicians whose words are considered “evangelic” (bible)
and therefore obeyed (Vrionidou 2006). Increasingly however, people are guestioning
their physician’s motives and advice whilst demanding information and involvement in
the decision about treatments and care (Vrionidou 2006). Another important aspect of
the current status of nursing in Cyprus was the recent establishment of an independent

Nursing Division®” in the MoH contrary to the past where nursing was managed by the

%7 See appendix B — Diagram 1
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Medical Division (Tapakoude 2001). This allowed professional nurses to take leadership
and deal with the problems, needs and the relevant developments of nursing. Therefore,
- issues such as the nurses’ training and development, the establishement of professional
standards, quality assurance and the development of nursing professionalism in the
various nursing departments are now being addressed by nurses (Tapakoude 2001). This
development resulted in strengthening the perception of nursing as unique clinical
expertise. This idea of nursing as having distinct areas of practice and as central to the
welfare of patients has also been linked to the primacy given to psychological care by
the newly independent nursing division. This view of nursing can also be recognised in
the way that nurses wish to remain in clinical practice, rather than seek promotion in

management, education or research.

The introduction of the independent Nursing Division came as a challenge to many long-
lasting unposken rules that dominated the nursing profession and particularly its
relationships with the physicians, the patients and other healthcare professionals. These
rules are the legacy left by the British when introducing the first structures in nursing.
The role of the nurse as the “right hand” or “helper” of the physician was an aspect of
this legacy (Anastasiou 2000). As a result nurses were “prohibited” to assume roles or
perform procedures that were traditionally considered as medical. Nurses did not have
the authority to inform their patients about aspects of their care and treatment, not even
the medication (Anastasiou 2000). This was perceived by many patients as a weakness
of the nurses to assume leading roles in their care and therefore their contribution to the
care was undervalued. Some nurses tend to nourish this perception by “hiding” behind
the physicians’ orders. Many times when the patient challenges the authority of the
nurses for a particular procedure, the easy way for the nurses is to call npon the
physician’s orders which the patient will not dare to challenge. This had and still is
negatively influencing the nurse-patient relationship, becaunse the nurse is perceived as a
subordinate of the physician which may trigger analogous behaviour from the patient
towards the nurse. Until today nursing has struggled to disengage from this long-lasting
legacy, however with modest success, mainly due to nurses receiving their education

and training alongside nurses and doctors from the previous generations who hold
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outdated beliefs and values (Mitsiga 2005). However, the recent changes resulting in
nursing becorning more independent in the clinical setting have positively influenced the

relationship between the nurse, physician and the patient.

These beliefs held by the Greek-Cypriots are considered important for the purpose of
this study as they work as a guide as to what the patients expect of the nurses, how they

view the nurses and how they want to be cared by them.
Life-threatening illnesses as taboo issues.

The word “taboo” originates from the Polynesian islands of Tonga and means forbidden
or literally “tapu: the deeply marked” (Frazer 1990). It refers to commandments and
prohibitions among natural tribes which, if violated, can have dire consequences.
Various actions, objects or persons can be taboo — in particular among many people this
includes anything to do with illness and death. Our present day civilisation also has its
taboos, which are based on moral, ethical and religious concepts. Just as social values

and norms are continually changing, so do the topics around taboo change too.

Cypriots respond in their own way when it comes to illness and especially life
threatening illnesses. Cancer, AIDS and other life threatening illnesses are still
considered as taboos by the Cypriots. However, it is not just the life threatening nature
of an illness that makes it a taboo. Chapple et al. (2004) argue that people may also feel
shame associated with having a condition and fear being discriminated against on the
grounds of imputed inferiority or social unacceptability. According to Sontag (cited by
Chapple et al. 2004, p1470), cancer is often “‘felt to be obscene—in the original meaning
of that word: ill-omened, abominable, and repugnant to the senses™. A society where its
people find it difficult even to pronounce the word “cancer” calls for more sensitive
approaches to the issue. For Cypriots it is common to avoid using the word “cancer” and
instead using words such as “it” or “ekeino” or “the disease” (Papadopoulos 1999%a).
This particular behaviour rooted back in the old times and is based on the fear that if
they enunciate the word “cancer” then the disease will come in their homes and they or

some members of their family will become ill due to cancer.
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Furthermore, the social stigma surrounding some cancer diagnoses, such as breast
cancer, cervical cancer or AlDS-related tumours, suggests that certain patient groups
may have specific care needs arising out of their increased risk of social isolation. Such
isolation may stem from the socially constructed attitudes which their diagnosis has
acquired (Kelly 1998). Caring in such situations may require the professionals to
recognise the consequences of this isolation and to develop interventions to minimise its
impact. Whilst the concept of individualised care seems to have become a somewhat
ubiquitous slogan within healthcare, this need to be supported by evidence to show how

the needs of those patients experiencing stigmatised iliness can best be met.
Coanclusion

Through this brief historic review of the people of Cyprus, the most important events or
facts that influenced the way that they perceive health, illness, health services and

nursing were identified.

One crucial tenet of hermeneutics is its belief that culture and history matter, and that we
can only reach understanding as “historically and culturally located beings” (Rundell,
cited in Crotty 1998, p91) and hence these need to be taken into consideration in every
stage of the research process. However, the ethnohistory is not important only as far as it
concerns the informants of the study but also for the researcher. In hermeneutic
phenomenological studies the researcher is considered an inseparable part of the
research who takes an active role in the study and this way influencing the decisions in

relation to the research process and with informants’ perceptions form the research data.

Having knowledge on the ethnohistoric background of the country enables one to relate
or interpret the study findings in the light of this important information, which often
open a new perspective both for the researcher and also for the reader. This allows the
researcher to go beyond the obvious and “read between the lines” or as Ricoeur would
say “moving from what the text is saying to what the text means”. Moving on to the

next chapter, the actions performed as part of the data collection and analysis process are
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analysed in detail. Ricoeur’s interpretation theory, as this has been modified to suit

nursing, has been applied in order to analyse the research data and is further discussed.
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PART 3



CHAPTER 5

METHODOLOGY AND METHODS FOR DATA COLLECTION
AND ANALYSIS

Introduction
“Inquiry is inquiry, regardless of methodology”
(Dzurec and Abraham 1993, p2)

This chapter gives an account of the empirical phase of the research and explains and
justifies the approach taken. This phase of the study involved a series of interviews with
25 patients with cancer, with 20 nurses, two focus groups with patients and a focus

group which consisted of the key advocates from the cancer associations.

The primary aim of this study is to develop a theory of the quality of nursing care-
TOI0TIKY} VOONAELTIKY ppovtida-in cancer care departments that has the power to explain
the significance of good practices, sometimes that do not occur in institutional care, and
to identify and illustrate aspects of current nursing practice that will promote the quality
of nursing care for patients with cancer. I am conscious that, by engaging in a pursuit of
a definition of quality nursing care, I run the risk of betraying hermeneutics by slipping
into the philosophical doctrine of essences. Definition, however, according to Moules
(2002) is not necessarily essentialist, nor is it betrayal if we consider that definition®® is
the shape that language takes around a word. “It is only when we begin to believe that
definitions are “true” that we betray hermeneutics” (Moules 2002, p4). What we betray

is the idea that there can never be just one universal truth for things.

This chapter develops in the following way:

i) 1t is argued that hermeneutics provides the ground of a new approach to the quality of
nursing care.

ii) The methodological decisions are explained and justified.

%8 Jn hermeneutics the definitions are considered as interpretations, and will be referred to as such.
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i) The process steps underlining the analytical approach are discussed.

Therefore the chapter moves from the general to the specific. At every point, the
decisions taken and the strategy adopted are justified through reference to the literature

of hermeneutics.

Hermeneutics: the philosophical basis for this study

This study consists of a programme of qualitative research that is based on a
hermeneutical foundation. It is passible to justify the conjunction of hermeneutics and

health sciences research by citing precedents.

This section of the discussion illustrates that many practical and theoretical disciplines
have explored the implications of hermeneutical philosophy for their research methods.
The range of these disciplines is described in order to show that this study is located
within an established and growing tradition of hermeneutical research, and that the

research strategy employed reflects the consensus of that tradition.

Thompson (1991) asserts that it was only after the 1970s that there has been an
increasing reference to hermeneutics in the methodological literature of the health
sciences. Prior to this date, the discussions of hermeneutics were most commonly found
in such disciplines as continental philosophy, theology, and literary criticism. This
literature discusses hermeneutics as a philosophy that redefines the scope and nature of
the health sciences (Lindseth and Norberg 2004; Benner 1994, Allen and Jensen 1990).
It recognises hermeneutics as a philosophy that supports an approach to health research
which focuses on meaning and understanding in context, and which is therefore
appropriate for this study. This methodological literature is part of a movement among
practitioners and scholars in applied disciplines who are becoming dissatisfied with
positivism as an adequate philosophical grounding. As a consequence of the steady
growth of interest that occurred in the 1980s, hermeneutics has emerged as a philosophy
whose relevance extends beyond the humanities to the practice disciplines, and even to

the natural sciences themselves.
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The range of disciplines whose scholars have explored the implications of hermeneutics
for practice and research includes anthropology (Maranhao 1986), education (Olson,
1986), psychology (Honey 1987), clinical psychology (Silvern 1990), psychoanalysis
(Harney 1978), psycho-biology (Fischer 1987), medicine {Lock 1990; Churchill 1990),
social science (Hekman 1986); the philosophy of natural science (Rickman 1990; Kelly
1987); and nursing (Rather 1992, Diekelmann 1992; Allen and Jensen 1990).

Hermenentics and Health Research: Establishing the Precedent

A considerable precedent exists for the concurrence of hermeneutics and health research.
Database searching of research published shows that researchers in the disciplines of
health sciences and particularly norsing have taken this approach: Finch 2004,
Whitehead 2004; Lindseth and Norberg 2004; Wiklund et al. 2002; Koivisto et al. 2002;
f eVassenr 2002; Walsh and Kowanko 2002; Cronin 2001; Robertson 1999; Fagerstrom
ct al. 1998; Drapper 1997; Walters 1995.

Empirical phase of this study
Negotiating access to the research sites
Following the successful registration of the research proposal by the university, 1
commenced the negotiations for accessing the research sites. My previons experience
with research stadies in Cyprus has made me aware of the lengthy periods that are
required to succeed such permissions from the MoH, so the negotiations began as soon

as possible.

Due to the fact that not all the research sites are governmental organisations, discussions
had to be held separately. The general manager of the MoH was fully informed about the
details of the study, its aims and purposes, the intended oatcomes, and the potential
benefits that the study will have specifically for the patients and the nurses and more
generally the cancer services. The effort was focused on persnading the manager that the
research study would have positive outcomes. 1t was emphasised that the study is

addressed to an areca of care which is understudied in Cyprus and an area where
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European Guidelines press for changes and particularly in quality issues™. At the time
that the negotiations were held the MoH was experiencing pressure by the cancer
associations, patients with cancer and the public in relation to cancer care services, and
the study was seen as a positive measure to improve things for patients with cancer. The
timing to submit the proposal was opportune and 1 believe it facilitated its approval. The
proposal was submitted to the MoH with responsibility for the Nursing Services,
because apart from the patients it is also focused on the nurses working in cancer care

departments.

Parallel to these negotiations, discussions were held with the BOC Oncology Centre
(Bank of Cyprus Oncology Centre), a non-governmental organisation which, is managed
by a board of members though some aspects of its operation are regulated directly by the
MoH. A meeting with the centre’s general manager was arranged during which the
proposal was presented in detail. The manager was also informed that the study was
reviewed and approved by the HSESC (Health Studies Ethics Sub-Committee) of the
Middlesex University and the MoH™.

Both the MoH and the BOC Oncology Centre decided to participate in the study and no
restrictions were placed on me. On the contrary, both establishments offered me every
possible help that would facilitate my work in relation to this study. After the permission
to carry out the research study was issued I met with the participating hospitals’
managers and ward managers to inform them about the study and to facilitate the
process of identifying and selecting possible informants-patients and nurses- to take part
in the study. This was by no means a method of coercion to force nurses or patients to
participate in the study. My request of them was to simply express their support for the
study, so that the nurses would be willing to freely participate.

Sampling

The hermeneutical nature of this study is reflected in the sampling decisions. Therefore,

these were not taken on the basis of acquiring a representative sémp]e but rather they

% Also see chapter 3
™ See appendix D - 5
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reflected the need to identify informants for interview who could discuss the meaning of
the quality of nursing care and describe practices and situations which could enhance
and or impair the quality of nursing care provided in cancer care departments. Sampling
decisions were customised by the decision to include informants from each of the
different cancer care departments that were available within the public and private
hospitals. The size of the sample was also influenced by the redundancy of data, which
occurred when the pool of ideas and practices described by the informants appeared to
be exhausted; and finally by the fact that 1 wanted to include in the sample informants
from a variety of age groups, educational backgrounds and of both sexes something that

was achteved in the final sample.

Selecting the patients-informants

In keeping with the aims of qualitative research, the samples for this study were not
selected based on the need to generalise findings but by the desire to achieve rich data
about the experience of being treated for cancer. The purposive sample of 25 informants
included hospitalised adults with cancer in a 16-bed department located in the south area
of Cyprus (LGH), a 32-bed oncology centre located in the inland of the country (BOC
Oncology Centre-Nicosia) and in a 12-bed cancer care department also located in the
inland (NGH). A purposive sample is defined as informants who have specific
characteristics or features (Higginbottom 2004). Purposeful sampling is used most
commonly in qualitative and particularly phenomenological and hermeneutical inquiries.
This method of sampling selects individuals for study participation based on their
particular knowledge of a phenomenon for the purpose of sharing that knowledge. As
Patton (2001, p169) asserts, the logic and power of purposive sampling “lies in selecting
information-rich cases for study in depth. Information-rich cases are those from which
one can learn a great deal about issues of central importance to the purpose of the

research, thus the term purposeful sampling”.

The selection of informants was made with the assistance of the hospital ward managers,
who gave me access to the selected wards. Three meetings, one for each hospital, were

arranged at which | explained the purpose and nature of the research study.
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A number of patients were selected from each of the three departments chosen. The
qualitative nature of the study ailowed the number of informants selected from each
department not to be analogous to the total patient population that uses their inpatient
services every year. Therefore, the final sample was consisted of 10 patients from the
BOC Oncology Ceatre, 8 from the LGH and 7 from the NGH. It was felt to be
inappropriate to delegate the selection of patients to ward nursing staff who may have
been reluctant to choose patients whom they considered to be confused or difficult. In
principle, any patient was considered to be eligible for the study whose name appeared
on the ward list. Patients were seiected from the list according to certain criteria: |
interviewed adult patients of both sexes (18 years of age or older) with cancer, and who
required hospitalised treatment. The final criterion was the willingness of the person to
be interviewed for the study. The exclusion criteria included patients that required
treatment in protective isolation, newly diagnosed and terminally ill patients. [
considered newly diagnosed patients, those who were diagnosed less than 6 months ago.
The selection process continued until the desired number of informants was achieved. In
total, twenty five patients were selected in this way. During the selection process three
patients refused to take part in the study. For these patients a justification for their
decision was not requested. Two focus groups with patients with cancer were held, one
in Limassol, and one in Nicosia. The informants that formed the focus groups were

purposively selected from those that were individually interviewed.

Selecting the nurse informants

The nurses who manage and deliver hospital cancer care influence the quality of the care
provided to patients with cancer (Adams and Bond 2003). As the ward managers
probably have great potential influence, I interviewed eleven of them as part of this
study. The remaining nine informants were nursing officers (staff nurses). The twenty
informants were selected by purposive sampiing (Cohen and Manion 1989). Eligible
informants were nurses from both sexes and all levels of nursing staff with at least one-

year experience in cancer care departments. The working experience was set as a
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selection criterion so that the informants would have enough experience caring for

patients with cancer.

In order to acquire the opinions of more experienced nurses I decided that it would be
better to select a larger number of informants from the cancer care department of the
NGH. This department had been operating for a longer time than the other two
departments included in this study. The cancer care department in the LGH began to
offer inpatient facilities only two years prior to the data collection phase of this study
while the BOC Oncology Centre was launched in 1998. Therefore the NGH had 10
nurses in the sample, the BOC Oncology Centre had 6 nurses and the LGH was
represented with 4 nurses. In the sample, women and men were equally represented. The

age groups varied from 22-55.

Selecting the key advocates

The six key advocates from the two cancer associations were interviewed in a focus
group held in Limassol. The key informants were mainly members of management
committees and policy makers of the cancer associations with wide experience in issues

related to cancer nursing and palliative care.

Informing the patient informants

Despite the initial planning that the potential informants were to be informed in two
meetings at the cities where the participating hospitals are located, this could not be
effectively applied in practice. The reasons were that not all the patients could attend
these meetings at one time and because some of the patients were reluctant to participate
in such meetings as they did not want others to know that they had participated in such a
research study. Therefore 1 decided to inform each patient individually. This allowed the
patient to ask questions and clarifications regarding the study easier than he could have
done in a meeting with 5-10 patients. The small number of the sample allowed this

procedure to be carried out within the planned time limits.

The general feeling I got from the process of informing and recruiting the potential

informants was that the patients were excited about this study and agreed that such
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studies are necessary and beneficial for them, and that more studies should be
encouraged. The positive feeling for the study can be acknowledged by the small
number of individuals that refused to participate in the study. All lay informants

(patients and non-patients) gave their informed consent in writing .

Informing the nurse informants and key advocates

The nurses that expressed their interest in participating in the study were informed in 3
meetings set up in the three departments. Once the necessary explanations were given to
them, including what is expected of them, they were all asked to sign the consent form.
Their legal rights were emphasised to them and especially their right to withdraw at any
stage of the research process with no questions asked. As in the case of the patients, it
was not hard to complete the sample because nurses gladly participated in the study.
They saw this study as their opportunity to have their voices heard. The small number
of the key advocates allowed me to individually inform them about the various aspects

of the study.

Data collection methods
The narratives

The narrative approach is suggested by hermeneutic phenomenology for exploring the
lived experiences. An issue that I kept in mind was the phrase “Man is Language” as
both Ricoeur and Heidegger were fond of saying. Language as “institution” is already a
social phenomenon. Therefore, according to 1hde (2004) even though seemingly distant,
“the questions of the structure or logic of language retain subterraneously linked to
questions of sociality and human historicality” (px). The review of the ethnohistory of
Cyprus revealed important information that, was considered in the narratives.
Furthermore, through the literature review and the review of the NHIS certain aspects of
quality emerged which [ wanted to explore through the study, and therefore certain stem
questions were held in mind. The questions were formed based on the literature review

on quality, the research aims and research questions of this study.

' See appendix-Informants information sheet and consent form
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Translation process

Once 1 agreed with my supervisors which stem questions would meet the study aims, I
began the translation process to the target language which was Greek. 1 and my
supervisors agreed on the process that was to be followed to achieve valid questions in
the target language (construct validity) by translating the meanings of the questions of
one particular language into another as Ricoeur (2004) asserts. During the first step |
translated the questions into Greek. These were also translated by the first supervisor
(Director of Studies) who also has Greek as her native language. Prior to the translation
process the two researchers were not aware of each other’s translated version, thus
implementing a parallel blind translation process. The parallel blind translation is a
technique in which two translators independently prepare versions of the draft target
language instrument (Behling and Kenneth 2000). They then meet to compare their
versions and to resolve any differences. In this case the two translated versions did not
differ in relation to the meaning of the questions. Their differences were minor and
consisted more of the choice of words rather the meaning of the questions. The question

[13

that arises here is “why this technique and not another?” The answer comes from
Behling and Kenneth (2000} who assert that parallel blind technique has two
advantages: speed, an element which is labelled “practicality”, and research control, an
element which is labelled “source language transparency”. The translation process is
faster than conventional translation/back translation because the two translators work in
parallel rather than in sequence. Also checking the two translations against one another

provides an element of security.

In the history of hermeneutics the problem of translation has troubled philosophers over
the years. As early as biblical exegesis and the work o.f Schleiermacher’” and other
subsequent philosophers, translation has played a central role. Similarly, in the
philosophy of Ricoeur the issue of translation does not raise any conflicts or threats to
the text and is considered a natural act of language (Ricoeur 2004). Translation has been
a central theme of Ricoeur’s philosophy according to Kearney (2006). Well before

Ricoeur thematised the subject, the act of translation was something which he actually

7 Schleiermacher’s theory of translation
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performed in his philosophical practice. For Ricoeur there are two routes by which
translations is understood; that of the specific and the general sense. In the specific
sense, which I have employed here, it signals the work of translating the meanings of
one language into another. In the more generic sense, it indicates the everyday act of
speaking as a way not only of translating oneself to oneself but also more explicitly of

translating onesclf to others (Kearncy 2006).

Pilot study

Despite the fact that in the research proposal a pilot study was not planned, one was
considered essential 10 find out whether the informants were able to understand what
was expected of them and provide experiences relevant to this study’s aims. A small
random sample of patients (3) was interviewed. The following changes were suggested

by the pilot:

An issue that received serious consideration during the development of the opening
questions and the stem questions and the interview process was the type of language that
was about to be used. This is important, considering that the methodological approach of
this study is hermeneutic phenomenology which is focused on textual interpretation, and
therefore the texts hold a central role for the interpretation and understanding”. An
example of how the issue of language was considered in the process is provided here.
The aim of this study is to find out elements that negatively or positively influence the
quality of the nursing care by maintaining a humanistic approach to the issue rather than
an audit approach. Therefore, words indicating measurement such as “rate” and
“achieve” were avoided in the narratives and replaced with alternative words that
maintained the humanistic approach. Based on the pilot interviews 1 have also
considered the possibility to replace the term “quality nursing care” with “menu for a
model of good practice” as it seemed that patients understood this term better. However,
the term “quality nursing care” was retained and used with the term “menu for a model
of good practice” as an explanation. Furthermore, the patients’ avoidance of the word

“cancer” in their narratives revealed some of the cultural influences discussed in chapter

7 Also see chapter 2
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4, disclosing negative feelings for the patient. Therefore, the phrase “your illness” was
preferred instead of the word “cancer”. Additionally, I made arrangements with the
hospitals’ psychiatric department, so that in the event that any emotional disturbances

should occur due to the interviews or focus groups, support could be offered to patients.

Data collection in hermepentic studies

In gathenng their data, what hermeneutically oriented nurse researchers are trying to
ensure is that the subjective character of the data is left intact and untainted. 1t is all too
easy for researchers to structure the data-gathering process in ways that virtually
guarantee them the data they are after. Most investigators that lay claim to a
“hermeneutical approach” set out very deliberately to avoid this. For example, they pay
attention to the way in which they conduct their interviews. The interview is intended to
yield a conversation, not a question/answer session. Not only is the interview open-
ended in this sense, but it also tends to use open-ended questions. Several researchers are
cautious about asking questions at all, adopting non-directive techniques such as active
listening, reflective silences, repetition of statements and refocusing responses. Many
emphasise that, beyond the opening question or two, further questions are asked only to

gain clarification or encourage the respondent to keep talking.

The opening question or questions are designed to elicit descriptions of subjective
experience. A manner of proceeding that appears very appropriate to a number of the
authors, including myself, is to ask the respondents to describe a situation or an

experience:

¢ Describe an incident when you thought that, this was quality nursing care.
When asked to describe a situation in this way, the informants may be invited
specifically to share thoughts, perceptions, and feelings about the situation. The

informants may be asked to describe these ideas or sentiments until they have no more to

say about the situation or have finished or exhausted their descriptions of the
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phenomenon. The researchers obviously consider thoughts, perceptions and feelings to

be very much what hermeneutics is about.

In hermeneutics, the primary source of knowledge is everyday practical activity. 1t calls
for the ability to undertake engaged reasoning in particular situations and particular
texts. In this sense it is analogous to clinical reasoning. Human behaviour as Ricoeur
(1976) asserts becomes a text-analogue’* that is studied and interpreted in order to
discover the hidden.or obscured meaning. This meaning is hidden because it is so
pervasi\}e and taken for granted that it goes unnoticed. The interpretation of indirect or
tacit meaning invites-us to think more, not to abandon speculative thought altogether.
And nowhere was this more evident than in the challenge posed by symbolic meaning.
Kearney (2006) asserts that by symbols Ricoeur understood all expressions of double
meaning wherein a primary meaning referred beyond itself to a second meaning which is
never given immediately. This “surplus meaning” provokes interpretation (Ricoeur,
1976).

The data for the text-analogues came from narratives, and focus groups. Narratives
represent the most basic way to gain understanding of our own experiences through
narrating them and listening to others’ narratives. Kvale (1996) suggests that the
qualitative interview is a particularly suitable method of data collection for
hermeneutical research, because it implies a hermeneutical mode of understanding in
which people are able to describe their world, their optnions and their acts, in their own
words, and subjects can organise their own description, emphasising what they
themselves find important. Ricoeur in his work “Time and Narrative” (1984b)
emphasises that we have a pre-understanding of life, which finds expression in the shape
of stories. Lindseth and Norberg (2004, p.151) assert that “We organise our experiences
so that they answer questions like: ‘what’, ‘why’, ‘who’, ‘how’, ‘with whom’, ‘to
whom’ and ‘for whom™. Talking in terms of the hermeneutic circle, a story is a whole,
which gives meaning to particular events, which give meaning to the whole story. 1t is

through the circular movement which occurs as part of the hermeneutic circle between

™ An example of a text-analogue is an organisation, which the researcher comes to understand through
oral or written text.
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the whole and the parts that understanding becomes possible. Palmer (1969) explains
that the whole receives its definition from the parts, and, reciprocally, the parts can only
be understood in reference to a whole. A story constitutes dialectic between the past, the
present and the future (Ricoeur 1995). Similarly, Lindseth and Norberg (2004, p150)
assert that “To retell an event means to bring the past into the present in order to shape

the future. A story enables the listeners/readers to see their world in new ways™.

Focus groups were used in addition to narratives to achieve breadth rather than depth of
information. These were used on the basis of the fact that this could stimulate a joint
description of the phenomenon as the interviewees could get ideas from others in the
group. By using the dynamics of groups, 1 wanted to provide an opportunity for the
informants to “consider their own experiences in the context of others experiences, and
possibly be stimulated to further elaborate on these together” (Patton 2002, p389-390).
The focus groups also served another purpose. I constructed the focus groups sessions in
such a way that opposing perspectives could be discussed, something that allowed the
manifestation of data. The rationale for this lies in the work of Ricoeur (1974) “The
conflict of Interpretations”. Through the opposing ideas expressed in the narratives, by
the informants, | wanted to explore whether the conflict of interpretations that emerged
was rooted in certain beliefs, values or expectations that the informants held or it was a

matter of different interpretations.

These approaches encouraged the informants to reflect on, rather than merely to recall
anecdotal experiences to me. Tapping into such interpersonal communication is
important because this highlights cultural values or group norms. Kitzinger (1995, p300)
asserts that “through analysing the operation of humour, consensus, and dissent and
examining different types of narrative used within the group, the researcher can identify
shared and common knowledge”. This makes a focus group particularly sensitive to
cultural values, a reason why it was preferred from other qualitative approaches. These
approaches are not a free conversation, but neither do they follow a highly structured list
of pre-determined questions. The interviewer’s task is to structure the encounter in such

a way that the informant can give a full and clear account of his or her ideas. Benner
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(1994) asserts that that the researcher’s aim in the interview is to “seek engagement in
the informant’s world and through informant observation and interview sets up a
friendly dialogue where understanding can occur” (p7). During a narrative interview the
researcher who acts like an interviewer encourages the informant to freely speak about
his/her lived experience of the topic chosen. The aim is that the resulting narrative

should, as far as possible, be the narrator’s own (Lindseth and Norberg 2004).

This allowed me and the informants to move back and forth between topics in order to
elaborate upon meanings and to consider possible relationships between events whilst
maintaining a firm focus upon the fundamental research question. This approach was
considered consistent with hermeneutic technique since it recognised the contribution of
both informant and researcher to the generation of research data. Interviews and focus
groups were tape recorded in preference to asking for written accounts since it is
claimed that most people are able to talk with ease, eloquence and with less reserve than
they are able to if they commit their thoughts to paper (Van Maanen 1997). Personal
interaction with the informants offered me the ability to clarify indistinct areas of the
interview and most importantly it allowed me to challenge the taken-for-granted
perspectives of the informants. Personal contact also allowed me to experience more
than words such as the ambience, the feelings of the informants, the context and the
paralinguistic. All of these elements are of primary importance because as Ricoeur
(1981} asserts our everyday lived experience is so taken for granted as going unnoticed.
It is often through its breakdown that the researcher achieves flashes of insight into the
lived world, although it is important to note that the taken-for-granted, everyday lived

world can never be made completely explicit.

Interview technique

Ricoeur (1976) argues that the presuppositions of the researcher together with the
perspectives and views of the informant together form the final result of the
interpretation process. Informed by this idea of Ricoeur, it was decided that data
collection process could not be shared with any research assistants. Therefore, both the

narratives and the focus groups were lead by me.
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Interviewing for hermeneutics required training and critical reflection on my part. For
example, in reading the research interview, 1 critically evaluated my own avoidance,
silence or inability to follow up on, or hear certain concerns and meanings. A critique by
other researchers could help one identify blind spots and areas of avoidance. The
interviews were read by the two supervisors and this way we were able to identify these
blind spots and areas of avoidance. Moreover, the multiple interviews gave me the

chance to clarify what was left unexamined in the previous interviews.

Narratives of 45 minutes duration were agreed as a reasonable period, although the need
to retain some flexibility was recognised. Interviews were recorded on a small portable
tape recorder for later transcription. On one occasion the informant refused to have our

conversation recorded, so | took detailed notes during the narrative.

The quality of the narrative may be impaired if insufficient attention is paid to the
possibility of reactivity. Reactivity occurs when the interviewer imposes his’/her own
perceptions on the informant through the form and content of his’her questions. This
possibility clearly existed in the present case, as [ was experienced in the clinical care of
patients with cancer and held certain views. The following aspects of the interpersonal
relationship between interviewer and informant also add to the danger of reactivity: i)
the role of the interviewer is often more clearly defined than that of the informant.
Informants may have very little idea of what is expected of them, and may lack the
necessary skills to express complex ideas in a verbal form. Informants who are
unfamiliar with their role may adopt a subordinate attitude in the face of interviewer
“expertise”, and express what they imagine to be a socially acceptable response, taking
cues from the interviewer if these are available. 11} Research has shown that many people
enjoy the experience of being interviewed and may try to reward the interviewer, once
again by giving acceptable answers (Morse, 1991; Catanzaro and Woods, 1987). iii) The
exchange of information might be influenced by the respective social status of
interviewer and informant (Robson, 2001). In this particular study, it was possible that
the responses given by nurses might be influenced by their knowledge that the research

study had been authorised by the MoH. It was also possible that the patients, knowing
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that 1 was a nurse, might have avoided criticising the care that they had received. With
the danger of reactivity in mind, the goal of the interview was to lead the interviewee
towards the focus of the research but to avoid leading him/her in the direction of
expressing specific meanings which may have reflected my views and

preunderstandings.

Interviews with patients

At the interview, some patients had difficulty in talking about the quality of nursing
care. Part of this difficulty appeared to be related to their unfamiliarity with the role of
interviewee: they simply did not understand what they were being asked to da. This was
due to the fact that many of them were been interviewed for the first time in their lives.
My response to this problem was to abandon the rather formal term “interview” and to
ask the informants if I could have a chat (“kouventa”) with them. I also took care to
structure the interaction as a social encounter. 1 would sit next to the person, making sure
that good eye contact and occasional physical contact were possible. Sometimes I had a
cup of tea or coffee with them. The interviews took place in the rooms of the patients
(i.e. single rooms) and where this was not possible, the day room was used. In both cases
measures were taken to ensure privacy, good air condition and quietness. The interviews
were arranged with the assistance of the ward manager so that the interview process was

not interrupted.

Some of the interviews with the patients included prolonged diversions into areas only
tangentially related to the focus of the study. I did not interrupt these, believing that they
reinforced the social nature of the interview and brought a useful sense of informality to
the encounter. However, through tactful comments 1 tried to reinstate the focus of the

interview,

As was earlier discussed, the interview was not structured according to a fixed list of

questions, however certain “stem questions” were held in mind:
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* What’s the first thing that comes to your mind when you think of “quality
nursing care”?

* Can you give me an example of nursing care that you received or witnessed
others receiving such as a family member, friend or a neighbour when you

thought “this is good nursing care”?

These questions were used to get the interview started, whilst retaining the focus on the
quality of nursing care. The subsequent strategy was to respond to the issues contained
within the informant’s answer to these opening questions, and to explore them at greater
depth. The following example of an opening question is taken from the interview with
Mr. Petros”: Researcher: The topic is the quality of nursing care. Can you tell me what
the term means o you...? There is no such thing as a wrong answer.... 1 just want to

know what you think.

As each interview developed, | employed the techniques of focusing, clarifying,
reflecting and summarising that are described in the context of the helping interview by

Egan (1986) and Connor et al. (1984).

Focusing and Clarifying

After the informants had made an initial statement, 1 focused on the issues that they had
raised and asked them to clarify what they had said. Clarification might involve asking
the informant to define a term that they had used, or give an explanation for what they
had said. The following example of this process is taken from the interview with Mr.
Petros: Patient: [...] the nurses need to find the balance in order to find quality.

Researcher: What “balance” are you referring to Mr. Petros?

Reflecting

Minimal responses were used to encourage the informant to continue, and | reflected
back on the content of what had been said. The following example is taken from the

same interview: Researcher: During your stay in the department what were the most

™ Pseudonyms have been used to protect informant’s identity
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important needs that you expected nurses to meet? Patient: I must say that 1 have plenty
of needs for which 1 expect the nurses to assist me with. R: And what are those needs
Mr. Petros? P: Basically, 1 need help when 1 move around because 1 feel weak and I am
scared to move by myself. Because of this difficulty 1 can not even...can not even go to
the toilet by myself and or take a shower. 1t’s natural because of these difficulties that I
expect nurses to help me, when my relatives are not here. Unfortunately, 1 need help
when I take my meals. As you can realise as far as it concerns my self support needs, |
am almost dependant on others, my relatives and the nurses [...]. R: Therefore, would
you say that quality nursing care is the satisfaction of these needs? P: Yes... of course
quality nursing care is related to the satisfaction of my needs and the patients’ needs in
general...of course for this [term] is also essential what I have said earlier about the
availability of beds and the various managerial issues...all together consist of the quality
nursing care and each element is equally important... The nurses need to find the balance
in order to find quality. R: What balance are you referring to? P: Health services and
especially nurses need to realise that for the pafients’ care is not the only important
thing. Patients during their journey through the cancer experience should not worry
about finding a bed to receive their treatment or whether there will be a nurse available
to answer the bell when they need her. They should be left free of any other thoughts to
deal with their medical problem. R: That is a very interesting perspective Mr. Petros. P: |
think that this is an opinion that many patients share, especially in the last year when so
many problems for patients with cancer have immerged. R: Yes I have seen the protests
and the hunger strike outside the presidential residence. P: As you see these reactions

have been the result of the many problems we the patients have 1o deal with.

Summarising

Benner (1994, p7) argues that the interviewer can not avoid influencing the
conversation, and suggests that his/her goal should be to make the communicative
dialogue mutual, comfortable, and focused on understanding the informant’s meanings.
To this end, questions of clarification and participation should be phrased so that the

informant can confirm the informant’s meanings.
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Kvale (1985) recognises that the process of interpretation begins during the interview
itself, as the interviewer interprets the meaning of what the research informant says, and
“sends” this interpreted meaning back to check its validity. The interviewee then has the
option of saying “l did not mean that”, or “that was precisely what | meant”.
Consequently, I summarised what the informant had said and ask them to check the
accuracy of my understanding. Here, the informant (Mr. Marie) was talking about the

meaning of quality of nursing care:

Researcher: Can you give me an example of nursing care that you received or witnessed
others receiving (such as a family member, friend or a neighbour) when you thought
“this is good nursing care”. Patient: There are many incidents where the behaviour of the
nurses is characterised by politeness and professionalism... the majority of the nurses
have a fine approach towards the patient that makes them feel security and emotional
support, something that is very important for the patient {...]. R: Based on your
example, what would you say is “Quality Nursing Care”? P: I would say that it’s a
combination of things that includes the availability of beds as I have mentioned earlier,
the good staffing levels, the accessibility to the appropriate resources for the provision of
the care, the good state of the facilities and last but not least the staff’s fine behaviour.
R: Therefore you believe that for quality nursing care all the patient’s needs should be
met even those that the patient does not directly ask for help? P: Precisely this is what |
mean. Especially for those that bring the patient in a difficult spot to ask for the nurses’
help. As I have said earlier everything has its importance, but when | am in a bad
emotional state | need some sort of support, an assurance that everything will be fine and

definitely I do not want the nurse to avoid me.

Conducting the focus gronps with patients

As soon as the data collection was completed through the interviews with the patients,
the data were analysed implementing a modified version of Ricoeur’s Interpreting
Theory. The interpretation of the data provided the main themes that | wanted to explore

through the focus groups with the patients. The focus groups were conducted in Nicosia
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(including 7 informants from the BOC Oncology Centre and the NGH) and in Limassol
(including 8 informants from the LGH). Informants for the focus group were recruited
through purposive sampling. The analysis of the focas groups data was performed with
the same interpretation method as with the interviews. The findings provided the themes

that 1 went to explore through the focus group with the key advocates.
Conducting the campaigning focus gronp with the key advocates’®

The next step included the collection of data from the key advocates throngh a focus
group session. The informants for this session were identified and selected purposively
based on their experience in advocating for patients with cancer, their involvement in
policy making and their role as an advocator for the MoH in relation to issues pertaining

cancer.

Six key advocates from the cancer associations were included in the study. A mutually
agreed setting was used to conduct the focus group session. The same principles

implemented for the patient focus groups were applied for this session as well.

Through the focus group the key advocates’ perspectives and their response o patients’
views in relation to quality nursing care were explored. The processes of data
transcription and data analysis were the same as the ones used for the patients’
interviews and focus groups.

Iuterviews with nurses

Following, the data coliection and analyses of the patients and key advocates, the data
was collected from the nurses through the individual interviews. The same procedure as
used for the patients’ interview schedule was implemented in order to develop vaiid
stem questions. The data transcription and analysis methods were the same used for

patient and key advocate data.

"¢ Demographic data are not presented for this group of informants as the presentation of their individual
details would threalen their anonymity and the confidentiality of their opinions.
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Nurses who had been chosen to participate in the study were given an information
sheet”” outlining the nature of the study and explaining the contribution that 1 wanted
them to make. In a subsequent telephone call or a personal visit, a date was fixed for the
interview, and the informant was asked to suggest a place where the interview could be
conducted without interruption. Most interviews took place in an office off the main

ward area. Each interview began with another explanation of the research study.

Honey (1987) asserts that there is an intrinsic relationship between hermeneutics and the
research interview. She states that both hermeneutics and the interview are driven by the
interplay between “belief” and “scepticism”. Whilst, hermeneutics attempts to uncover
or interpret meanings that are presented in the form of a mask. Hermmeneutics according
to Thompson (1981) aim at the restoration of meaning, which is “animated by faith, by a
willingness to listen, and is characterised by a respect for the symbol” (p6). This tension
between the “hermeneutics of faith and the hermeneutics of suspicion” (Thompson,
1991) is apparent during the interview process. However, according to Simms (2004)
Ricoeur is not a philosopher like others. What sets him apart is the fact that he is a
philosopher of faith rather than a philosopher of suspicion. Ricoeur has faith in the
language or discourse in which thinking is expressed. He sees it as his mission to draw

out the hidden intentions behind written works, not to expose works as deceptive.

Thompson (1981) argues that this is achieved during the interview process, where the
researcher’s willingness to let the informants speak is complemented by strategies whose
goal is to expose contradictions and uncover deeper levels of meaning. This is also
apparent during the analytical process, where the intention to present a clear account of
the informant’s views, is matched by an attempt to discover the assumptions upon which
those views rest, and to highlight the conflict that sometimes exists between the rhetoric
and the reality of nursing practice. The strategies of focusing, reflecting, clarifying and

summarising were also used with the nurses’ interviews.

7" See appendix-Nurses’ Information Sheet
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Personal diary as a source of data

~ A further source of data was derived from my research journal. Personal reflections on
the literature and reflections npon conversations were either docomented in a notebook
or committed to tape along with other experiences of professional or methodological
significance. This process is considered to be a valuable way to establish rigour and
reflexivity in qualitative research (Koch 2004; Koch and Harrington 1998). This position
is informed by Gadamer’s philosophical hermenentics which does not show us what to
do, but asks us the question what is going on while researching, and by Ricoeur’s
hermeneutic phenomenology who recognises the influence of the researcher on the
conduct and presentation of a study (lhde 1971). Monitoring “what is going on”
according to Koch and Harrington (1998) requires that a reflective journal be maintained
throughout the research process. As a researcher 1 brought to the research product, data
gathered from a range of literature, a positioning of this literature, a positioning of me
and my social-political and cultural contexts. Reflective research is characterised by
ongoing self-critique and self-appraisal and that the research product can be given shape
by the politics of location and positioning (Nightingale and Cromby 1999). This process
was ongoing from the very first day of my study. After a conversational interview, my
responses, thoughts, associations, what | was feeling, what 1 thonght the other person’
was feeling, all were recorded in the diary, all were ongoing. My observations and my
reflective responses to them were recorded. This is my hermeneutical jonrnal and

situates me in the life-world of my study.

When I embarked on description and interpretation, the material in this journal, most
likely reflected a greatly enlarged view of the experience and a greatly changed me, as
far as perspective and understanding are concerned. 1 believe that 1 have enlarged my
perspective in depth and breadth and have become much more sensitive and alerted to
the taken-for-granted of individual people and experiences. In my hermeneutical journal,
beyond description [ tried to incorporate the meaning to me of “what is going on” and

the meaning of the various expertences that | had in the course of this study. To illustrate
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these concepts examples from my journal are set out below, under the headings of “my

lived experiences” and “pre-understandings”.

My Lived Experiences

During the data collection 1 explored my experiences, noting down the nature of
interactions. The main issues that arose during interviews were: maintaining a non-
therapeutic relationship, ensuring confidentiality, and not intervening or influencing the

responses from the informants.

During the interviews 1 was aware of my duty to maintain the confidentiality of
informants. Sometimes, quite innocent comments could have betrayed this, for instance
an informant saying “I do not know if the nurses have told you about this™ or “Do you
agree with these comments”. It would have been easy to reveal important information

simply by a nod of the head.

In seeking information or assurances about the nature of their own experience,
informants commonly asked whether 1 agreed with them, whether it was “normal” or
asked about the findings of the study so far. I felt that the informants needed a degree of
reciprocity and acknowledged that feedback was vital in this. However, | discussed with
them the findings very broadly, without reference to individuals in order to avoid

influences and preconceptions on the issue of investigation.

During the interviews, some informants asked for advice on issues which pertained to
their illness. 1 was aware that 1 should not be involved in a therapeutic relétionship with
informants and always ensured that boundaries were respected, reminding informants,
when necessary, that 1 could not offer advice on these issues. 1 informed them about the
research evidence available but stressed that this was an area to be discussed with their
specialist. In this way, I prevented my role as researcher from fusing with my experience

as a professional nurse.
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My pre-understandings

My historical, cultural, personal and professional background were acknowledged and
noted in the journal. I recorded the ways in which my socialisation into nursing helped
me to negotiate access 1o potential informants. Familiarity with medical terminology
allowed me to follow people’s accounts of medical tests and procedures undertaken.
Following the first interviews, I noted down my reaction to the influence of the family
members on the decisions pertaining to the patient:
“f..] I entered the room in order to commence the interview with the
patient...his son was in the room and when I kindly ask for some privacy he
refused to leave the room...he comment that he “had’ to know the context of
the interview and being present during the whole process”
This eniry might at first glance have little to no importance to a researcher coming from
a collective culture than to a researcher coming from a more individualised culture.
However, as a Cypriot studying Cypriots I knew that this behaviour is deeply inherent in
the cultural beliefs and attitudes of the people of Cyprus and thus considered a natural

reaction’. Pre-knowledge of such rudiments had been an advantage for me during the

research process.

Record of events in relation to health and cancer in Cyprus

Additionally to my hermeneutical journal, I was keeping another kind of record.
Contrary to the personal diary where the entries were my personal views, in this record
the entries were taken from media and Ministry of Health reports. My decision to keep a
track of these events was based on the fact that people do not live in a social vacuum and
external events tend to have an impact on their perceptions and in some cases on their
lives. The events were recorded from the beginning of my studies and continued until all
data were collected from the informants. Some of these events are presented below in

order to help the reader to understand their influence in the study.

™ See also chapter 4- Ethnohistory
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These external events had a possible influence on my own interpretation of the data as
well as on the way the informants responded to the interview questions therefore, having
a twofold effect. The way by which these events influenced the informants’ responses,
became apparent through the choice of examples or their choice of issues they utilised in
order to justify thetr perceptions of what constitutes quality nursing care. Therefore, the
events that I had recorded during the collection of the data had also been utilised by the
informants in order to give positive or negative examples of nursing practice.
Furthermore, patients that were actively involved in some of these events appeared more
passionate in expressing what has gone bad with their care and what needs to be changed
in order to receive quality nursing care. A characteristic example was the protests and
hunger strike of patients with cancer outside the presidential residence complaining
about the lack of sufficient cancer services in the public sector and demanding for more

resources to be allocated to this field.

Similarly, to the patients and advocates, certain external events were found to have a
possible influence to the way the nurse-informants interpreted the notion of quality
nursing care and in general how they responded to some of the interview questions.
Recorded events such as the decision of the Ministry of Health to reduce tunding for
specialisation courses or lifelong learning programmes were reflected in the
interpretation of the data and findings of this study. Therefore, it was shown from the
findings that nurses acknowledged their limited training as the main source of many
problems they dealt with when caring for patients with cancer and their families. Their
difficulty in addressing the spiritual needs of the patient and in engaging in such
discussions about the real meaning of life and death was also rooted in their lack of
appropriate education and training as a result of the Ministry’s palicy to restrain the

expenses.
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Interpretation (Data Analysis)
“There are no facts, only interpretations...." .

(Nietzsche 1886)

“Interpreting a text means moving beyond understanding what it says to understanding
what it talks about”
(Ricoeur 1976, p88)

Creating the text for analysis

The research data may include many different kinds of texts. For the purposes of this
study I described interview and focus group texts that were constructed in interaction
between me and the patients, the nurses or the key advocates. It is important for an
interview to occur in a shared speech context, where both parties share an understanding
of the interview circumstances. The interview allows the researcher to ask the informant
for clarifications in relation to what he/she has said when it is difficult to understand.
Klemm (1983) asserts that the speaking as an event and its meaning come close to each
other. Contrary, the “event of writing becomes separated from the meaning. The text
becomes autonomous and open to anyone who can read” (Lindseth and Norberg 2004,
p150). This assertion seems to be informed by Ricoeur’s idea of objectifying the text;
that is his attempt to remove the authorial intent””. Methodologically, objectification of
the text allows researchers to move beyond the notion that only one understanding is
meaningful or correct; that of the research informant. This offers the researcher “textual

plurality® and multip]icitym”.

A tape-recorded and transcribed interview text lies closer to speech than to writing,
especially if the interviewer herself/himself interprets it. 1t is fixated speech. The
interviewee 1s the main author of the text and the interviewer is a co-author who has
taken part in a more or less dominating way. In order to guarantee that the informant’s
voice is heard in the interview text and focus group text it is essential that the informant

feels free to relate histher lived experience (Lindseth and Norberg 2004).

" Also see chapler 2
% That pre-understandings lead interpreters 1o interpret the same text faithfully yet differently.
#! That texts have many meanings
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Following the interviews with the patients [ began the transcribing and analysis process.
The interviews were transcribed verbatim (in Greek) and pauses were marked by empty
intervals in the text. Nonverbal and paralingual communications that seem relevant were
also marked in the text (e.g. cry for about 2 minutes). The transcribed text was compared
with the tape recording and adjusted if necessary. When all the interviews were
transcribed and compared with the recording, they were printed and bound together to

form the data source {(written text) of this study.

Interpreting the text in a hermeneutical way

The analysis of the interviews was done by using a qualitative method appropriate to the
hermeneuntics approach of Ricoeur’s interpretation theory as modified by Lindseth and
Norberg (2004). Interpretive frameworks within hermeneutic phenomenology are used
to search out the relationships and meanings that knowledge and context have for each
other (Lincoln and Guba 1985). Increasingly, published nursing research is grounded in
the philosophical theory of hermencutics and several authors have discussed the
philosophical underpinnings of this pasticular research approach, offering clarity and
direction for others (Todres and Wheeler 2001; Geanellos 2000). A hermeneutic
phenomenological approach is essentially a philosophy of the nature of understanding a
particular phenomenon and the scientific interpretation of phenomena appearing in text

or written word,

Allen and Jensen (1990, p241) emphasise that “the value of knowledge in nursing is, in
part, determined by its relevance to and significance for an understanding of the human
experience. In order to obtain that understanding, nursing requires modes of inquiry that
offer the freedom to explore the richness of this experience”. Hermeneutics offer
according to Allen and Jensen (1990) such a mode of inquiry. “With this interpretive
strategy, a means is provided for arriving at a deeper understanding of human existence

through attention to the nature of language and meaning” (p241).
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The multidimensional structure of the meaning of the phenomenon is approached in
terms of thematic formulation, which, in phenomenological terms, portrays experiential
structures, rather than conceptual formulations (Van Maanen 1997). Gadamer (1975)
elaborated by noting that hermeneutics bridges the gap between what is familiar in our
worlds and what is unfamiliar: “Its field of application is comprised of all those
situations in which we encounter meanings that are not immediately understandable but
require interpretive effort” (pxii). As in all research, congruence between the
philosophical foundations of the study and the methodological processes of the research

are critical.

Ricoeur’s interpretive approach is one way in which nurse researchers can apply
hermeneutic philosophy to a qualitative investigation. Ricoeur as cited by Geanelios
{2000) described the interpretive process as “a series of analytic steps and acknowledged
the interrelationship between epistemology (interpretation) and ontology (interpreter)”
(p112). Analysis is essentially the hermeneutic circle, which proceeds from a naive
understanding to an explicit understanding that emerges from explanation of data
interpretation. Ricoeur (1981) placed emphasis on language, and he asserts that language
and history supply the shared sphere in the hermeneutic circle. These elements of
Ricoeur’s philosophy of interpretation are important and need to be kept in mind as this

study’s data analysis process is discussed in the following paragraphs.

Interpreting a text means according to Lindseth and Norberg (2004) to enter the
hermeneutical circle. Ricoeur’s theory of interpretation gives the researcher means to
deal with the meaning of a text, such as interview-transcripts, in a way that makes
appropriation of new understandings possible. The advantage with this method of
working is that there is a dialectic movement between understanding {a nonmethodic
pole) and explanation (a methodic pole). Using Ricoeur’s interpretation theory the way
into this circle was opened by moving through three methodological steps described
below (Ricoeur 1976). Wiklund et al. (2002), assert that Ricoeur’s effort to fully remain
in the world of the text is problematic. They explain that “as nursing researchers we are
also concerned about the meaning that an event has for the person telling us about it”

(p117). The process of distanciation therefore is not sufficient to appropriate the
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meaning of the text. The outer context™” of the narrative is as important as the text in
order to attain a deeper understanding of the phenomena under study. 1 share the opinion
expressed here by Wiklund et al. (2002), and the reason for doing so lies in the fact that
this study aims at improving the quality of the nursing care provided in the clinical
settings. This aim materialises the movement from Ricocur’s world of the text to the
clinical context. Speaking in terms of this study, for the patients and advocates, it is
important to express the ways that the care provided in the clinical setting can be
improved and for nurses, it is important to acknowledge the ways that they can provide
better care. Here lies the rationale for choosing the approach introduced and developed
at the University of Tromso (Norway) and Umea University (Sweden) and has
extensively been used in nursing studies such as Sorlie et al. (2005; 2004), Uden et al.
(1995), Lindseth et al. (1994), Soderberg and Norberg (1993) and Nordam et al. (2003).
These researchers employed the Ricoeur’s hermeneutic approach but modified in some
aspects. The method of interpretation proceeds through three phases, “which constitute a
dialectical movement between the whole and the parts of the text and between
understanding and explanation” (Lindseth and Norberg 2004, pl149). Thercfore, the
authors suggest that the interpretation process take its point of departure in Ricoeur’s
theory of interpretation and that the first phases are the naive interpretation followed by
the structural analysis. In the final phase the text is again rcad as a whole, the naive
understanding and the themes are reflected on in relation to the literature and a

comprehensive understanding is formulated.

Firstly, during the naive reading, the researcher reads the text as a whole to become
familiar with the text and begins to formulate thoughts about its meaning for further
analysis. The naive interpretation is a preliminary interpretation of the whole. Lindholm
et al. (1999) in a study on nursing management note that during this particular
component of data analysis they “read all the interviews individually to gain a sense of
the whole text” (pl03). Their impressions of the text were then documented and
discussed. In terms of this study in order to accomplish this task it was necessary for me

to be open enongh to allow the text to speak to me. This resulted in a first, spontaneous

%2 1 . the informant’s meaning and how the narrative could be understood in relation to the clinical
context.
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interpretation and an examination of the influence of my pre-understandings. 1t was
accomplished by reading the narratives and making an interpretation based on my
assumptions and what 1 apprehended the text was about. This interpretation is not static
or linear, but rather, it is dynamic and circular, that is, it is not formulated once and for
all but is developed during the course of the structural analysis (Soderberg and Norberg
1993).

Structural analysis follows as the second step and involves identifying patterns of
meaningful connection. This step is often referred to as an interpretive reading.
Structural analysis is employed to discard or validate these first guesses at meanings
according to Soderberg and Norberg (1993). To illustrate, Lindholm et al. (1999) noted
that the researchers met to compare and discuss the texts. They describe this step in the

following manner:

“The text was divided into meaning units, which were transformed with the
contents intact. Arising from every transformed meaning unit a number of labels
were created, to discover common themes. During the analysis there was
continuous movement between the whole and the parts of the text” (p103).
The structural analysis is directed towards the structure of the text, and towards
establishing whether the structure invalidates or validates the preliminary interpretations
of the whole. Structural analysis is according to Ricoeur (1976) “the methodical instance
of interpretation”. There are several kinds of structural analysis such as thematic
analysis, search for narrative structures, and search for deep structures in the form of
metaphors. Here | describe thematic analysis, ie. a way of seeking to identify and
formulate themes. A theme is according to Lindseth and Norberg (2004) “a thread of
meaning that penetrates text parts, either all or just a few. It is seen as conveying an
essential meaning of lived experience” (pI51). In order to capture this meaning of lived
experience I needed not to formulate the themes as abstract concepts, but rather as

condensed descriptions in a way to disclose meaning.

According to Van Manen (1997) there are several ways of performing thematic analyses.
Brown et al. (1989) for example suggest that we can ask questions to the text and gather

sections of the text that answer those questions. For this study 1 applied the method of
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thematic analysis, whereby the whole text is read and divided into meaning units. A
meaning unit according to Lindseth and Norberg (2004) can “be part of a sentence, a
sentence, several sentences, a paragraph, i.e. a piece of any length that conveys just one

meaning” (p151).

Afier | divided the text into meaning units, these were read through and reflected on
against the meaning of the naive understanding. Following the reading and reflection,
the meaning units were condensed, i.e. the essential meaning of each meaning unit was
expressed in everyday words as concisely as possible. During the next step according to

Lindseth and Norberg (2004) these condensed meaning units:

“Are read through and reflected on regarding similarities and differences. They
are then sorted and all condensed meaning units that are similar are further
condensed and sometimes even abstracted to form sub-themes, which are
assembled to themes, which are sometimes assembled into main themes” (p152).
The meaning units were condensed and discussed with my supervisors, and main
themes, themes and sub-themes were identified. During the structural analysis 1 tried to
view the text as objective as possible. 1 decontextualised the meaning units from the text
as a whole, i.e. [ considered the text paris as independently as possible from their context
in the text. This is possible if the meaning units are long enough to contain one essential

meaning. 1 sometimes found that a meaning unit contained more than one essential

meaning, which entailed a further division (Linseth and Norberg 2004, p150).

The formation of the themes is followed by a reflection on them in relation to the naive
understanding acquired at the first phase of the analysis. What the researcher is aiming
from this reflection is to verify whether the themes validate or invalidate the naive
understanding. When the structural analysis invalidates the naive understanding, then the
analysis process is repeated; that is the whole text is read again and a new naive
understanding is formulated and checked by a new structural analysis. According to
Soderberg and Norberg (1993) this process needs to be repeated until the structural
analysis validates the naive understanding. Based on the philosophy of Ricoeur (1976)

that the text is multidimensional and there are many though not infinite meanings,
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allows the resecarcher to perform several structural analyses in order to unveil various

meanings.

Thirdly, a comprehensive understanding is formulated, “a more sophisticated mode of
understanding emanating from and supported by the first two phases” (Ricoeur 1976,
p74). During this phase the interpretation of the whole follows and involves reflecting
on the initial reading along with the interpretive reading to ensure a comprehensive
understanding of the findings. In formulation of the comprehensive understanding, the
meanings in the text have evolved in a cntical dialectic between the reader’s pre-
understanding and parts and the whole of the text, and this understanding is re-
contextualised in light of relevant literature to deepen and widen the understanding of

the text (Lindseth and Norberg 2004; Ricoeur 1976).

The process of interpreting the text as a whole and arriving at a comprehensive
understanding is the “nonmethodic” pole of understanding (Ricoeur 1976). It is not
possible to follow strict methodological rules. Imagination is important (Lindseth and
Norberg 2004). Again | came close to the text and recontextualised it. ] tried to perceive
it in the light of the literature text chosen and also see the literature text in the light of the
interview/focus group text. The focus is not on what the text says but on the possibilities
of living in the world that the intewiew text opens up. The focus is more on the future
than on the past. Data analysis was continuously informed by my personal experience,
also from reading the literature and from engaging in discussions with similarly
experienced colleagues. Therefore, the processes employed for data analysis occurred in

a reciprocal way rather than as discrete activities.

Below, | provide an example of the actual analysis process that was employed as part of
this study. The analysis includes parts of Ms Eleni responses to the meaning of quality
nursing care. The patient’s responses are related to two main themes, which appear
separately in the next chapter however, for the sake of this example these are presented

together here to illuminate the analysis process.
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Naive reading

Reading the text, in a naive way and with an open mind, the patient appeared to relate
quality nursing care with the feeling of reliance on nurses and, the availability of beds
and the accessibility to health services. The patient has stressed in her interview two
main aspects of the care, one relating directly to the nurse and nursing care and a wider

one concerning the administrative aspect of the health care services.
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Tabie 5.1. Example of Structural Analysis (thematic analysis)

Mezninofinits
A.‘[Quality Nursing Care is]
Feeling that | can rely on nurses on
every single moment to take care
of me, whatever 1 need and
whatever my illness requires [...]

B. However equally important is
having beds available and access
to the appropriate resources for us.
The ministry needs to take into
consideration the people rather
than just the financial statements

[L.T"

| A.l.Sense scuty — trust

Substhemes)
H

towards the nurses and the staff
in general. Trust for the nurses’
skills and abilities.

A.2.Proximity

A.3.Ability to meet the patients
needs.

B.1.Availability of services.

B.2. Policy and strategic planning
from the Health Ministry to meet
the needs of the patients with
cancer. :

certain qualities to care for
the patient.

B. Availability and access of
services.

A. Nurses need to have

by

eig cared for
clinically competent
nurses.

Receiving care in easily
accessible cancer care
Services.
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Structural Analysis (thematic analysis)

The structural analysis verified the naive understanding of the text. The narrative
revealed that the patient has attributed more than one meaning to quality nursing care.
She elaborated on certain qualities/competencies that nurses should have by commeunting
that "[...] take care of me, whatever I need and whatever my illness requires [...]” in
order to be able to meet her needs and make her feel safe through their clinical practice
and as a result “ [...] I can rely on nurses”. Another meaning she attributed to quality
nursing care was the need to have available and easy accessible cancer care services.

“[...] having beds available and access to the appropriate resources for us”.

Comprehensive Understanding (Interpreted whole)

The interpreted whole is related to appropriate literature. This literature includes the
work done on the meaning that patients give to the term quality nursing care. Oermann
(1999) performed an explanatory study with patients using an interview with four open-
ended questions and scales for rating their health care in the last 6 mouths taken from the
Patient Assessment of Health Plans (CAHPS) Adult Core Questionnaire. Patients
interpreted quality vursing care as haviag nurses who were concerned about them and
demonstrated caring behaviours, were competent and skilled, communicated effectively
with them, and taught them about their care. Oermann (1999) found that availability and
access of care have been used by the patients to describe quality of health care in general
rather than to describe quality nursing care. In my study, 1 have found that the patients
interpreted the term of quality nursing care in a similar way. As with Oermann’s study,
patients viewed the notion of quality of nursing care as having skilful and caring nurses
dealing with their treatmeunt, providing them with information and necessary teaching,
and communicating effectively with them. Contrary, to the Oermann study, patients in
this study have also used the availability of resources and access fo care as composing
elements of quality nursing care. The themes of availability and access to resources used
by the patient in order to describe the term of quality nursing care came as no surprise.
The reason lies in the changes and reforms that have been introduced in the Cyprus HCS

and particularly the cancer care services since 2003. The decisions driven by the
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political and economical arena to decentralise cancer services and in some cases to
interrupt the operation of some cancer centres (Karakatsani, 2004a) have negatively
influenced, according to the patient that 1 interviewed, not only the quality of care but
also the way patients view their health care providers. This has, in many cases led to

conflict between patients and the MoH (Karakatsani, 2004b, 2004c).

Other studies have found that patients seemed to value competence, knowledge and
technical skills in terms of quality. lrurita (1996) and Attree (200]1) reported in their
studies that patients identified different levels of quality that depended on contextual and
intervening conditions linked to environment, organisation, and the personal
characteristics of both staff and patients. A study performed by Radwin (2000) aimed at
exploring patients with cancer perceptions of quality nursing care. Eight attributes of
quality nursing care emerged from the data. From the patient's perspective, quality
nursing care was characterised by professional knowledge, continuity, attentiveness,
coordination, partnership, individualisation, rapport, and caring. In addition, two
outcomes of quality care included increased fortitude and a sense of well-being with its

constituents of trust, optimism, and authenticity.

Studying the ethnohistory of Cyprus, one realises why patients are so politically driven
and argue in relation to accessibility and availability issues. This is not confide solely to
the patients with cancer, but is rather a general phenomenon that has been shaped
through the passing of time and the circumstances under which Cypriots had to live.
During the 10000 years of their history, Cypriots have been suppressed by foreign
invaders and conquerors. Cyprus has been independent only for a period of 14 years
after its independence from the British rule in 1960, a fact that led them to become very
sensitive in relation to their rights. What characterises Cypriots is their continuous fight
for freedom and their right to exist as an independent self govemed nation. This is why,
at a micro level we fight for justice, legal and human rights. This mentality has been
implanted in every Cypriot and here lies the reason why patients did not accept the

changes that the MoH was trying to impose on them, as was previously discussed.

141



Therefore, they actively reacted by founding two cancer patients associations™ in order
to protect their rights and improve the quality of the care provided to them. The patients
and their families were not willing to jeopardise the safety and the quality of care
provided by the health services and therefore they have recently founded the E.LA.ZO

association in order to be able to take more active measures (Kasinidou 2006b).
Rigour

Silverman (1998) comments that in qualitative research, issues of validity and
generalisability are essentially the same as those in quantitative studies; establishing the
truth of accounts (in that they represent some reality outside the research itself) and
adding to theory (in that the findings are applicable to a population or setting wider than
that of the study). In contrast, Dempsey and- Dempsey (2000) state that the terms
validity, reliability and generalisability are generally avoided in qualitative research and

qualitative researchers prefer to use the phrase “truth and accuracy”.

Oune critical question in qualitative inquiry concerns the knowledge claim that can be
made. Are the findings limited to the informants included in the study, or can the
findings be generalised or transferred or are they applicable to other contexts or other
people? The results of this study can not be generalised if one employs a statistical
definition of generalisability dependent on sample size and representativity. However, if
generalisability is understood as being on a theoretical and conceptual level, the
understanding gained from this study may be transferable to people in contexts beyond
those that were studied. Hopefully, the findings can convey understandings and

descriptions enabling readers to see their own situation in a new, and expanded, way.

Another critical question is on what grounds we can believe the findings of a qualitative
study. Different methodological traditions have somewhat different arguments for the
credibility of qualitative findings. When it comes to hermenecutic phenomenology,
Ricoeur (1976, p78) states that it is always possible to argue either for or against an

interpretation, and the credibility of an interpretation lies closer to the logic of

8 Cyprus Anticancer Association-4vrikapKivikos Lovdeauos Kompov and Cyprus Cancer and Friends
Association- Hayrtaprog Zivdeopoc Koprkivorabayv kar Pilwv.
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probability than to the logic of empirical venfication. Credibility is argumentative and is
established in a discourse. The findings of a study achieve credibility when other
researchers come to regard them as sufficiently trustworthy to rely on in their own work
(Kvale 1996, p245). Bruner {1996, p91) asserts that credibility in narrative research can
also be understood as verisimilitude (i.e. lifelikeness), meaning that the interpretations
appear truthful in comparison to one’s own lived experiences and in relation to shared

meanings in society.

The integrity of this work stemmed from the process of coding and categorising the
data, with links made explicit and concepts defined. The fundamental point to be
grasped in evaluating hermeneutic accounts is that there is no such thing as an

8 and that there

interpretation-free, objectively “true” account of “things in themselves
is no technical procedure for “validating” that an account corresponds to this timeless,
objective “truth” (Benner 1994). Ricoeur’s notions of textual plurality and multiplicity
explicitly indicate that engaging in a quest for the one objective and universal “truth”
will most likely end up in failure, as the text becomes open to different interpretations

and gains multiple meanings.

This is a qualitative study and validating procedures in their technical sense were not of
any importance with the exception where the stem questions and some transcribed
interviews were translated and back-translated. Through certain methodological
decisions taken as part of this study a level of truth and accuracy was achieved. Data
were triangulated in two ways. Firstly the data of the study sought from different
independent sources (patients, nurses and key advocates). Secondly, the findings of the
study were read and supported against the data of other research studies done in the
same area of concern. Furthermore, informant verification was implemented in order to
“verify” that the analysis has given a probable interpretation of the data. Five informants
(2 patients, 2 nurses, 1 advocate) were randomly chosen from the sample in order to
“verify” the analysis. During the “verification” process these informants were asked to

read the results and verify that the meaning and core of their opinions and perspectives

¥ The traditional positivist definition of the correspondence theory of truth
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had been correctly attributed in the analysis. In addition to informant verification,
researcher triangulation was also implemented (Robson 2001; Shih 1998). As part of this
method, 6 transcribed interviews were translated in English and sent to the supervisors
for back translation. This process was done to assure that the terms, wording and overall
meaning of the data were adequately and appropriately attributed. The researcher
triangulation was achieved through the participation of myself and my supervisors in the

analysis process.

The research data were analysed by introducing a “parallel blind technique”. This
method allowed researcher triangulation since three researchers participated in the
analysis process. In this case the technique was used to assure the truth and accuracy of
the research data and the process of analysis. After [ transcribed the interviews, these
were sent to my supervisors. Then all three analysed the interviews independently by
using the same method of analysis, as this was described earlier in this chapter. We then
set up a meeting to compare our versions and to resolve any differences. Once we did

so, we jointly agreed to the translation process and the findings.

Another central issue that contributed to the truth and accuracy of this study is
reflexivity. According to Nightingale and Cromby (1999) “Reflexivity requires an
awareness of the researcher’s contribution to the construction of meanings throughout
the research process, and an acknowledgment of the impossibility of remaining outside

of' one’s subject matter while conducting research” (p228)

Ethical Considerations

{ shall serve the Human and Social Justice with respect to the Human Rights and Laws
of the state

(Part of the Greek-Cypriot Nurses’ Oath)

Ethical guidelines are especially important when informants are vulnerable people, such
as people with cancer (Koivisto et al. 2002). People who are dependent on care are
vulnerable, and subjecting them to research raises ethical considerations. Some

researchers claim that patients with cancer should not be exposed to research while
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others including myself assert that it is disrespectful not to give these persons the chance

to convey their experiences if they wish to do so (Rasmussen 1999).

The permission to carry out the study was issned by the MoH. This endorsement
provided access to the research sites and also ensured that an ethics commitiee reviewed
the study. Specific access was also negotiated with managers of the specific clinical
areas where patients and staff were asked to participate. A research pratocol was

examined and approved by the HSESC of Middlesex University.

When people rely on rules to protect them from harm they are not interested in pieces of
paper, but in the conduct of the people who are supposed to be govemed by the rules
(Koivisto et al. 2002; LoBiondo-Wood and Haber 1994). The Nightingale dictum that
the first duty of the researcher is to ensure that the research shall do the informant no
harm, a principle also associated with the Hippocratic QOath “above all else, do no harm”,

guided the study’s ethical aspects (Erikson and Millar 2005).

All the necessary actions were taken to ensure the protection of the informants’ basic
human rights. Throughout the course of this study, data collection was preceded by
ethical reflection with help of the following ethical principles: right to self-
determination, right to privacy and dignity, right to anonymity and confidentiality, right
to fair treatment, right to protection from discomfort and harm. Since each of these
principles relate to the social and cultural lives of informants in addition to their physical

well-being, these were selected to frame the ethical procedures of this study.

Right to self-determination. This is based on the principal of respect for persons. People
were treated as “autonomous agents who had the freedom to decide without extemal
controls” (LoBiondo-Wood and Haber 1994, p324). An autonomous agent is one who is
informed about a proposed study and is allowed to choose to participate or not or
withdrawn from the study at any point without penalty or other effects on their care or
career (Sheridan 2000). The consent form was clear about the nature of the agreement

that the informant and myself entered into (Polit and Hungler 1999; Raeve 1996). All
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informants were individually informed about the study’s aim, purpose and
implementation strategy. At the end of this briefing their consent was ensured in written
form (Polit and Hungler 1999). In those cases of some informants refusing to sign the

documentation, an oral consent was given instead.

Right to privacy and dignity. Based on the principle of respect, privacy is the freedom of
a person to determine the time, extent and circumstances under which private
information is shared or withheld from others (Catanzaro and Woods 1987).
Interviewing the informants at their own time and privacy satisfied these demands.
Actions were taken during the interviews so that the researcher and informant could
enjoy privacy. Questions were carefully designed in order not to offend the informants.
The principle of respect for human dignity came to mean being cautious not to invade
private space or cause suffering, and providing full disclosure about the research so that
all informants could make voluntary and informed decisions about whether or not to

participate.

Right to anonymity and confidentiality. Based on the principle of respect, anonymity
exists when the subjects’ identity can not be linked with their individual responses
(Sheridan 2000). Confidentiality means that individual identities of subjects are not
linked to the information they provide and are not publicly divulged. The collected data
were anonymous and identified with code numbers to guarantee anonymity.
Furthermore, the lists of informants’ names, code numbers and consent forms were kept
separately locked from the collected data so that subjects could not be identified by their
responses (Dempsey and Dempsey 2000). Furthermore, the informants were informed
that the research material could only be accessed by the researcher and his supervisors.
Informants were also informed that I would use pseudonyms for the purposes'of the

transcripts. At the end of the study all documents will be destroyed.
Right to fair treatment. Based on the ethical principle of justice, informants were treated

fairly during the study. The principle of justice aided in reflecting on the righteousness

in asking informants to participate, and in making sure that the research was not being
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intrusive. No promises of personal benefit were given, avoiding deception. Each
informant was treated fairly and in the same way, as other informants. Fair treatment
included equitable selection of subjects during the study. This included “selection of
subjects for reasons directly related to the research topic versus convenience,
compromised position, or vulnerability” (LoBiondo-Wood and Haber 1994, p323).
During the interviews and focus groups I was fair with the informants by keeping to the

interview schedule.

Right to protection from discomfort and harm. Based on the ethical principle of
beneficence, people must take an active role in promoting good and preventing harm in
the world around them, as well as in research studies (Nevidjon and Sowers 2000). The
research practices sought to preserve freedom from harm by ensuring that informants did
not feel pressured to disclose events they would prefer to remain private. I felt that there
was no real prospect that the research informants would be harmed by the interview or
focus method that were used, although it was possible that some informants might be
distressed by discussion of certain aspects of their lives. I decided that if such distress
became apparent I would ask the informant if they wished to terminate the interview,
ofter support, and inform the nurses before leaving the ward. In two cases | terminated
the interview based on the reactions of the patient who even if they did not complain [

Judged that it was in their best interest to continue the interview some other day.

Conclusion

This chapter has provided detailed description of the methodological decisions that were
taken during the empirical phase of the study. Special focus was given to the data
collection process and the interpretation method. It was discussed how the decision trail
was informed by the literature on hermeneutics and especially the philosophy of
Ricoeur. Hermeneutics also informed the development of the findings which is the next

chapter of the thesis.
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CHAPTER 6

Explication, Presentation and Discussion of the findings

Introduction

The heading “data analysis” is deliberately avoided here, because “analysis” has
particular connotations for hermeneutic phenomenology and phenomenclogy more
generally. Explicitly the term “analysis™ usually means a ‘“‘breaking into parts” and
therefore often means a loss of the whole phenomenon whereas “explication” implies an
investigation of the constituents of a phenomenon while keeping the context of the

whole.

In this chapter the data collected through this study are presented. A consistent way to
present the findings was chosen. The main themes, themes and sub-themes were
supported by citations from the transcripts’ text and then the existing literature was used
to highlight and validate these.

This chapter focuses on the study’s results and develops in the following way:

1) The demographic data of the patients are presented in the form of tables.

11) The demographic data of the nurses are presented in a table.

i11) The explicated data collected from the interviews and focus groups are presented.
Data retrieved from patients and advocates are presented together as from the study it
was shown that they share the same or similar views for the topic under investigation. A

nursing response was then obtained for their view which is presented so that a discourse

between patients, advocates and nurses is developed.
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Even though the primary aim of this study was to identify and focus on those attributes
of quality nursing care that informants appeared to agree upon by drawing upon a shared
understanding of the world in which this kind of care can materialise, a considerable
attention was also given to the emerged contradictions and inconsistencies in relation to

these attributes.

Patient-Informants Demographic Data

In the study I included 12 female and 13 male patients with cancer. These informants
were interviewed individually. Fifteen of these informants were further interviewed in
groups (2 groups). Informants were patients who were diagnosed with cancer including
breast, lung, prostate, stomach, testicle, intestine, liver and bone cancer. Patients were

aged from 21 to 68 years. The duration of illness of all patients was 6 months to 3 years.

Their full demographic details appear below in tables 6.1 and 6.2.
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Table 6.1. Patients’ Demographic details

j

axie
umb

1 F 57 School teacher University Bones 36 YES YES NO
2 M 66 Farmer Primary Testicle 8 NO NO FG2"©
3 M 2 Student University Lung 6 NO NO FGI®
4 M 68 Fruit supplier Primary Prostate 11 NO YES FG1
5 F 65 House-wife No formal education Breast 8 NO NO NO
6 F 21 Student College Intestine 36 YES YES FG2
7 M 62 Waiter High scheol Stomach 18 NO NQ NO
8 M 21 Student College Testicle 12 NO YES FG]
9 M " 58 Builder No formal education Prostate 11 NO NO NO
10 M 42 Chemical engineer University Intestine 12 NO NO FG2
11 F 58 House-wife College Liver 8 NO NO FGI
12 F 30 IT University Breast 6 NO NO NO
13 F 44 School teacher University Lung 24 YES YES FG2
14 M 57 Park ranger College Liver 18 NO YES FGI
L5 M 68 Gardener High school Prostate 8 NO NO NO
16 F 42 IT University Intestine 24 YES YES FGI
17 F 62 House-wife High school Breast 12 NO NO FG2
18 M 44 CYTA employee College Intestine 11 NO YES NO
19 M 30 Builder No formal education Stomach 18 YES YES FG2
20 F 58 House-wife Primary Breast 6 NO NO FGI
21 F 68 Civil servant University Lung 12 NO YES FGI
22 M 65 Civil servant University Stomach 11 NO NO NO
23 F 58 Waiter High school Lung 18 NO YES NO
24 M 66 Civil servant College Prostate 6 NO NO NO
25 F 68 Farmer Primary Breast 18 NO YES FG2

¥ FG2 - Focus Group 2, Nicosia (7 informants-3 male, 4 female)
¥ FG1 - Focus Group 1, Limassol (8 informants-4 male, 4 female)
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Table 6.2. Days that patient spend in the hospital from admission up to the day of
the interview

" D_}a DAYS GF _)t O NUR ;ﬁi'ﬁi‘l@“
VIR PATIENTS

_ ((d:w ma,um ® l
sm/ht_‘rgli(ﬁﬁﬁﬁm 1

3 8

4 2

5 2

7 3

10 2

14 2

Nurse-Informants Demographic Data

Ten male and 10 female nurses participated in this study. Due to the fact that two out of
the three cancer centres were situated in Nicosia, the majority of the nurses (16 = 80% of
the sample) worked in Nicosia and the remaining 4 (20%) worked in Limassol. Nurses
were individually interviewed as mentioned in the previous chapter. Their demographic

details appear below in table 6.3.

Informants were registered nurses working in cancer care departments with 16 nurses
having diploma education and 4 having degree education. Nine staff nurses and 11 nurse
managers comprised the study sample. They ranged in age from 22 to 54 years and had

worked from 1 to 15 years in cancer care.
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Table 6.3. Nurses’ Demographic details

INUrSE

Nurse| | Female | 22 | Simgle | LGH | SaffNuse |  GNY

] SNG
Nurse 2 Female 25 Single N.G.H Staff Nurse GN 5
Nurse 3 Male 27 Divorced N.G.H Staff Nurse GN-OT% 7 SNG
Nurse 4 Male 30 Single B.O.C" Staff Nurse GN 1 SNG
Nurse 5 Female 28 Married N.G.H Staff Nurse GN-OT 7 SNG
Nurse 6 Male 31 Divorced N.G.H Staff Nurse GN 1 UE
Nurse 7 Female 31 Married L.G.H Staff Nurse GN 1 SNG
Nurse § Female 40 Married N.G.H Ward Manager GN ] SNG
Nurse 9 Female 35 Divorced N.G.H Staff Nurse GN 2 SNG
Nurse 10 Male 37 Married L.G.H Staff Nurse GN 4 UE
Nurse 11 Male 39 Married B.0.C Ward Manager GN 1 SNG
Nurse 12 Male 35 Divorced L.G.H Ward Manager GN 6 UE
Nurse 13 Male 50 Married B.O.C Ward Manager GN 7 SNG
Nurse 14 Female 45 Married N.G.H Ward Manager GN 14 SNG
Nurse 15 Male 4] Married N.G.H Ward Manager GN 11 SNG
Nurse 16 Female 50 Married B.0.C Ward Manager GN 4 SNG
Nurse 17 Male 55 Married B.O.C Ward Manager OGN 10 SNG
Nurse 18 Female 51 | Widowed BO.C Ward Manager ON 5 SNG
Nurse 19 Male 54 Married N.G.H Ward Manager GN 12 SNG
Nurse 20 Female | 54 Married N.G.H Ward Manager GN-08™ 15 SNG

57 GN-General Nurse

% SNG - School of nursing graduates

% UE - University Education

% GN-OT — General nursing with oncology training (less than 6 months)

' B.0.C Oncology-Bank of Cyprus Oncology Centre

# GN- 0S - General nursing with oncology specialisation (more than 6 months)
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Explication of the Data

The explication of the data from the individual and group interviews was performed with
a hermeneutic phenomenological method informed by Ricoeur’s Interpretation Theory
and with the Greek-Cypriot cultural perspective (identity) of the informants (and the
researcher) also informing the explication -process. The aim of this method is to interpret,
in other words explain the meanings of a phenomenon as it appears in the text. The
principles of the Hermeneutic Circle™ informed the interpretation process. Hence, the
interpretation of the text consisted of the dialectical movement between understanding
the whole text and explaining the parts of the text. The interpretation included three
phases: naive reading, structural analyses (explication) and comprehensive

understanding.

The explication process through which cach main theme was developed is presented in
detail. The process is not as linear as it is presented in this description. A wide body of
literature supports the use of this approach for presenting research data, as it is easier for
the reader to understand (and visually follow) the explication process instead of loosing
the track in complicated philosophical processes involving imagination and intuition
(Ericson-Lidman et al. 2007; Brannstrom et al. 2007; Lindblad et al. 2007; Hellzen et al.
2004; Lindseth and Norberg 2004; Strandberg and Jansson, 2003). The findings
presented are those considered as the most “probable” and | do not mean in a statistical
sense, but in the sense that Ricoeur has suggested; that is the interpretations that are
most probable to be true. The decision as to which interpretations are the most (or more)
probable derived through the informants’ perspectives discourse, round table discussions
with my supervisors, and the feedback received through several conference presentations

of the findings.

% Also see chapter 2 on Hermeneutics
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Overview description of findings

The data explication revealed that the patients, their advocates and the nurses in cancer
care departments interpreted the meaning of quality nursing care in terms of the

following main themes:

e Receiving care in easily accessible cancer care services.

¢ Being cared for by nurses who effectivel'y communicate with them and their
families and provide emotional support.

¢ Being empowered by nurses through information giving.

¢ Being cared for by clinically competent nurses.

¢ Nurses addressing their religious and spiritual needs.

e Being cared for in a nursing environment which promotes shared decision-
making.

* Patients being with and involving the family in the care.

The results are formulated and presented in everyday language as close to the lived
experiences expressed in the narratives as possible. Everyday language originates from
essential lived experience. In hermeneutic phenomenology, according to Lindseth and
Norberg (2004, pl151) “when we try to express the meaning of lived experience we
therefore use everyday language rather than abstract well-defined scientific language.

Verbs are better at revealing lived experience than nouns”,
Receiving care in easily accessible cancer care services®*

Naive Reading

The text” was read several times in order to grasp its meaning as a whole. A naive

understanding was formulated of the meaning of quality nursing care as follows:

* tn Greek ~ Lipsi frontidas se efkola prosvasimes ypiresies karkinou — Afjyn @povtidag oe gdkora

nspooBdmw;g VIMPEGIEG KapKivou.
* Transcribed material.
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The patients and their advocates raised issues such as government policies and
strategies, resources, and hospital policies and belicve that these influence their
understanding of the concept “quality nursing care”. These issues raise problems that not
only retrospectively negatively influence their health but also influence their satisfaction

levels.

Patients discussed quitec openly the Cyprus HCS and were not surprised by issues of
scarcity. As with other systems in the world Cyprus rations health care, by waiting
times, by availability of services, coverage decisions, or by ability to pay. These are
therefore some of the reasons for some resources being unavailable, as choices will have
to be made whenever demands exceed resources. It seems that patients are struggling
when it comes to accessing the cancer care services (where available) especially those
living in rural areas. 1t is not unusual that sometimes due to the lack of transportation
means, treatment sessions were missed or cancelled which has influenced their treatment
effectiveness and outcomes. Patients commented that they were not the only one to
suffer from these problems since these extended to include their families as well. They
spoke about financial problems, relationship problems, work and social problems that

arose for the patient’s family.

As soon as the naive understanding of the text (whole) was formulated the explication
moved to the next phase, the structural explication; in terms of the hermenecutic circle the
parts that consisted of the naive understanding were searched and identified in the text.
The phase of structural explication served to validate or refute the initial understanding
obtained in the naive reading and explain what the text is saying. Therefore the
transcribed text was divided into meaning units, that is, one sentence, parts of sentences
or several sentences with a related meaning content. The movement from the parts

(themes and sub-themes) to the whole (main theme) is presented in table 9-Appendix C.

| abstracted the meaning units in some way to make them concise, that is, the meaning

units may be a long passage or paragraph and then I precised it down to some words to
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make them more understandable, 1 asked myself what the text said. After I have
“collected” meaning ﬁnits with the same content and condensed them, 1 interpreted what
the meaning units were telling me in a further interpretative way and then grouped these
utterances together into groups, that is, sub-themes. After this I interpreted what the
sub-themes were telling me and then grouped them together in themes on a further
interpretative level. Finally the themes were similarly grouped together to form the main

theme, a process shown below:
Meaning Units———= Sub themes —— Themes ——— Main Theme

Field notes: The patients and their advocates sometimes commented in an irritable way
their opinions’ on this matter. Their anger derived from the fact that the government
appeared to pays no attention to their real needs and problems. A possible reason for
raising this matter with me was perhaps because the informants viewed this study as a
means to make their problem public and voice their concerns through an eémpirical
research. In relation to the way this links to the role of the nurse there are two possible
interpretations. Firstly, it seems that patients see the nurses as part of the system and
therefore being able to influence decisions on what services are available and how these
are accessible. Alternatively, the reason of referring to this issue is that the nurses’
ability to provide quality nursing care is influenced by forces outside their control.

Structural Explication®®

The patients and their advocates expressed the view that the availability of appropriate
cancer services which can easily be accessed is closely interlinked to quality nursing
care. However, they feel that their care is in most cases deprived of such provisions by
the government, the MoH and the hospital often leading to the development of problems

for them and their families. The following themes were formulated:
A. Geographical inequalities for availability and access to cancer care services

The informants believe that there are inequalities when it comes to being able to receive

treatment and accessing cancer care services in Cyprus. Patients from rural areas secem to

% See appendix C-Table 9
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experience the biggest problems when they need 10 get treatment for cancer. Problems
are also experienced by patients from urban areas and especially those cities (Paphos,
Limassol and Larnaca) that are located in great distance from the capital Nicosia, where
the majority of the specialised cancer services have been centralised. Therefore, the
patients have to travel great distances and pay significant amount of money to get cared
for. Many times treatments are postponed due to the inability of the patient to be present

at the hospital or due to the inability of the services to meet the demand.

B. Family burden from taking the patient for his/her treatment and assuming
responsibility for other aspects of the care

Apart from the financial cost, it seems that the family which often assumes
responsibility for the patient experiences other forms of burden. The patient expects
his/her family to support him/her in any possible way during the course of the illness,
this be financial, physical or emotional support. The patient and his/her family seem to
suffer from psychological distress. The sources of this psychological pressure derived
mainly, due to the reliance on the relatives for support and their commitment to provide
support due to the collectivist Greek-Cypriot society and family. The chronic nature of
the illness is translated for the relatives as having financial, time, emotional and social
costs. Relatives need to spend time away from their own families in order to be able to
take the patient to the hospital and be with him/her. In some cases the relatives’ partners
however, can not endure this situation and as a result problems may arise in the family.
These can take the nature of arguments among the couples or negative reactions from
the children towards the father or the mother (patient’s relative) because of the limited
time they spent with them. When the patient expects his/her children to take him/her to
the hospital for treatments or check-ups, financial problems may also arise. These are
created because the relative takes frequent unpaid leaves from his/her work while at the
same time he/she may also has to pay for the patient’s transportation expenses,
medications or even to provide full financial support for the patient due to histher

inability to work.
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C. Family’s presence, which is recagnised by the patient as an important factor during

hospitalisation, is negatively influenced by poor access

The informants acknowledged in the discussions the invaluable role of the family during
the course of the illness. For the informants, family is a supportive mechanism for both
physical and emotional support while for the nurses the family can be a “facilitator” for
their job. *“/...] of the facilitating role of the family” (FG with PA). What 1 mean by
“facilitator” in this case is that when the relatives are present and involved the patient
seemed to be more accepting of the care provided. Family has the ability to *“/...] make
them feel safer and relaxed {...]” (F-44, P1-13). The informants argued however, that
accessibility and availability problems to the care weaken this important role of the
family. Strict visiting hours imposed in the cancer care departments and the need to
travel great distances to see their ill relatives reduce the possibility of the relatives to

being with the patient.
D. Political decisions lack planning and create inequalities.

The nature of the Cyprus HCS allows the decisions to be taken exclusively by the MoH,
whose minister is a political person®’. This often creates conflicts and dilemmas between
what is beneficial for the people and what is beneficial for the political party’s profile.
“They opened the cancer department in Limassol but the range of care provided is
limited [...] it is something that was done just for the people’s eyes” (F-57, Pl-1). An
example of this was the rationale for the introduction of a specialised cancer care centre
in the capital instead of other locations more suitable for the majority of the population.
Another problem that arises from the decisions being taken at a centralised level (MoH)
is that, often the needs of the patients and their access problems are not appropriately
evaluated, which leads to poor planning that fails to address these problems. For

example, the centralisation of radiotherapy services forces the patients from rural and

”7 Political person: In Cyprus this is translated as a person belonging to one of the polilical parties that
participate in the government.
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urban areas to fravel to the capital city to be treated, whilst a local centre would lessen

the problem of travelling for many patients with cancer.

E. “Quality nursing care” is interpreted as being able to access the cancer services

which are widely available.

It seems that regardless of the concept being predominately a nursing concept, the
informants hold a more general idea of the concept of quality which includes
administrative issues such as access and availability of resources and services. “f...] we
have to wait for hours and sometimes even days just to get a bed in order to be treated?
That most of us have to travel away from our cities to get treated?” (M-21, P1-3, FG-1).
They value these issues greatly and therefore argﬁe that there can not be “quality nursing

care” without having available and accessible cancer care services.

Comprehensive Understanding

The comprehensive interpretation is based on my pre-understanding, the naive
understanding, the main themes, themes and sub-themes and reflected on in relation to

the context of the study, the research question and literature and is expressed as follows:

One understanding of the meaning of quality nursing care, as disclosed through patients’
and advocates’ narratives, is that quality nursing care is closely related to issues such as
availability and (fair) access to cancer services. Although “fair access” can be
characterised simply as providing the right service at the right time and in the right place
(Rogers et al. 1999, p866) it is a complex concept covering the provision of services, the
knowledge and opportunity to use them, and the measurement of need (Gulliford et al.
2002, p186). Based on the issues raised in the narratives | concluded that the informants
were referring to the latter meaning of access to services. Oermann (1999) in a
qualitative study interviewed 239 patients on their perspectives of quality health care

and quality nursing care. Patients defined the quality of health care in terms of access to
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care confirming the fact that quality nursing care can also be viewed by the patients (and

the advocates) as been related 1o issues of availability and access to services.

Based on my pre-understandings 1 did not expect the informants to raise such issues
when asked for their interpretation of the “quality nursing care” concept which in my
. view would refer mainly to those aspects of the care that are influenced by the nursing
profession. The fact that 1 am a nurse has influenced this pre-understanding of what the
concept of “quality nursing care” should include and what not to include. Thinking
aﬁead as a nurse, 1 had in my mind what-a nurse does in order to achieve quality instead
of what the patient is experiencing or desires. However, when such
(admunistrative/political) issues were raised I was convinced based on the ethnohistoric
element of “freedom™ that the informants would cnticise the government, its plans and
policies. Based on this element, the Greek-Cypriots have become less tolerant when
their basic rights are for any reason been threatened. Through the passing of time they
have become more educated, knowledgeable and demanding in terms of the money that
is spent for their health care, the actual care and its quality that they receive. They
believe that receiving quality nursing care regardless of any limitations (e.g.
geographical inequalities) is their basic right and they are not willing to compromise

with anything less.

Accessing cancer care services in Cyprus is according to informants, problematic for
specific groups such as people living in remote areas with low incomes, pensioners,
elderly, people with physical disability and lone people. Poor patient access to cancer
services worsens when these factors are combined. For example it was found that lone
elderly patients appeared to face many problems in accessing cancer services. Elderly
patients (men and women) withno access 1o a car considered, travelling to get treated as
- a'burdensome experience but also a financial burden as well. Conversely, for younger
patients travelling was not reported as a problem because these patients appeared to have
a better access to a car. Informants assert that the problems of availability and access
create inconvenience not only for the patients but for their families as well. Advocates

comment that at the moment there is an inability of the MoH to provide home-based
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care’® to these people. Such care is solely provided by volunteered organisations and
these do not have the necessary support by the government to care for all the patients”.
Research carried out in the UK on rural patients travelling to cancer centres has
highlighted that distance is not only perceived as an inconvenience (Hinds and Moyer
1997) but in some cases, patients have reported that they “face a trade-off between
receiving specialist treatment or care in their local area” (Bain et al. 2002, p372). The
Bain et al. study suggests that patients with limited or no access to a car are experiencing
additional problems in accessing the health services. On the same issue, a study by
Jordan et al. (2004) asserts that in any area {urban or rural), the greatest disadvantage is
likely to be experienced by individuals without access to a car (including members of
one-car households without daytime access). According to Greene and Monahan (1982,
p423) and Hook et al. (1982, p426) the distance-travelled time is an important factor of
visitation. With the declining availability of public transport it is likely that a private car
is the only convenient way to travel in rural and urban Cyprus, indicating the increased
problems that patient and family experience when they have limited or no access to a

private car.

Hurst et al. (2007) in a study investigating the resource availability and equity in Italy,
Norway, Switzerland and the U.K concluded that resource unavailability was a common
phenomenon for all health care systems under investigation. Resource availability was
unevenly distributed: some interventions were more frequently unavailable, and some
patients were identified as more likely than others to be denied care on the basis of cost.
Similarly cancer services in Cyprus are experiencing the effects of the unevenly
distributed resources (Kyriakidou 2005; Alexandrinou 2005a, 2005b, Mitsopoulou
2005). Scarcity of medication, beds in the specialised centres, specialised nurses and
physicians are only some of the problems experienced by the cancer services, which in
turn affect the access of patients to these services and their right to be treated whenever
and wherever necessary. As with the findings of Hurst et al. (2007) that suggest that in

the face of scarcity, and despite scarcity-related adverse events, physicians accepted

% Community based cancer care
% Eligible patients are not selected based on their needs but rather on the coverage areas of residency
where the private organisations operate.
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cost-containment policies, and were willing to participate in cost-containment decisions,

the MoH in Cyprus adopted a similar cost-containment policy (Panayiatou 2006).

The patients have commented on the MoH strategy which has in many cases, led to
rushed and unplanned decisions for developing new cancer services which failed to
came to a full operation and therefore failed to improve the sttuation for patients (MoH
2006; Charalambous 2006). Similar findings are supported by Beccaro et al. (2007) who
assert that in the absence of a specific plan targeted at reducing inequalities, the simple
allocation of funds for the development of new cancer and palliative services might even
worsen the situation. My study has highlighted that the age of the patients seems to
negatively influence the access to cancer care services. Older patients seem to suffer the
most as they are more likely to be dependent on others (i.e. family and significant
others). 1n the literature there are studies that support this finding. Grande et al. (2006)
for example in a quantitative study explored the influence of patient age in access to
palliative care services. They concluded that “whilst cancer is a major determinant of
access to palliative care, both older patient care and older carer age were associated with
worse access to palliative care” (Grande et al, 2006, p271). This result confirms
previous findings that patient age is negatively associated with cancer palliative care
access (Owen 2005; Grande et al. 2002; Addington-Hall and Altmann 2000).

A study by Beccaro et al. (2007) investigated the inequalities in the provision of and
access to palliative care for patients with cancer in Italy. The study highlighted the fact
that access and referral to specialist cancer and palliative care services are unequally
distributed among patients (p78). The same study also concluded that patients are less
likely to receive specialised care if they are elderly, of a low socio-economic status, poor
functioning and a high nursing care requirement. These findings validate the findings of
this study and the findings of previous studies (Ahmed et al. 2004; Grande et al. 1998).
Moreover, Beccaro et al. (2007) assert that geographic variations in the availability and
provision of specialised cancer services is also present in other countries where there has

been a rapid and unplanned development of services and programs.
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The informants in this study emphasised some of the problems they face due to their
need to travel to get specialised treatment. According to Hubbard et al. (2006) there is a
scarcity of research on patients’ experiences of transport and travelling for treatment but
the little that has been conducted indicated that some patients experience difficuities.
For example, a'recent study by Allirajah et al. (2005) in the U.K highlighted that patients
with cancer often have to travel in order to get treatment. As a result the patients and
their families are burdened with the financial costs that this travelling entails. In the
same light, Guidry et al. (1997) showed that availability and affordability of transport
was perceived as a barrier to the uptake of treatments. These findings coincide with the
alarming finding from my study according to which few patients reported that there is an
impact on their family due to the distance from cancer services. According to a male

patient age 66:

“[...1 My daughter said nothing to me but I am sure fhe p}‘oblem, 01;0.5‘8
because she has to drive me here once a week for the éhemothérdpy and
radiotherapy Her husband does not so understand of the whole situation and

'~ Jfor this they keep fi ghrmg T do 7ot know what fo do 56 this makes me anxwus” E
and reluctant to come to get the freatment someﬂmes last week I prelended _
that I was not feeling very well just to skip the treatment and save my daughrer .h
Jfrom driving me here” (P1-2, FG-2)

On the same topic a female patient, aged 21, commented the following:

“l do not have to think just myself. I have also two young children to think of
Travelling to get treatment is not easy, I know that it is necessary, but my life |
has become more complicated since I got cancer. My children, and myself, feel
that they do not have a mother anymore, due to the treatment and the
travelling I have to be away from home quite some time. Each time 1 need
someone to stay with them because my husband is working and believe meitis
not easy nor is something that I like, the Ministry must see these problems and

act upon them, I do not know how but they have to do something” (P1-6)
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Hubbard et al. (2006, p391) assert that for a minority of patients coming from rural
areas, “distance from cancer services has led to family disruption by having to spend
time away from families during treatment visits” confirming the findings from this
study. Consecutively family disruption can cause psychological distress in relation to the

person’s family responsibilities (Lock et al. 2005 as cited by Hubbard et al. 2006).

The patient's’ text discloses, that for patienfs, these issues promote their dependency on
others (i.e. family members and significant others) which in turn creates a loss of self-
determination and it is a hardship to rely on others. Dependency on others is a
burdensome responsibility for families and significant others. Strandberg and Jansson,
(2003) assert that for relatives, dependency on them is revealed as evoking feelings of
guilt and insufficiency and of being constantly concerned and worried. It is a struggle to
be patient and understanding, having the difficult task of putting oneself into the
dependent patients’ shoes in order to cope with the demanding task of balancing
between helping the patient and not upsetting their own family’s lives. It is a burden to
have someone’s depending on you. The interpretation, however, showed that patients
revealed an important aspect of their care, which was not openly highlighted, that of the
family assuming the care of the patients as informal caregivers. “/...J I rely on them
[family] to take me to the hospital; among the many things they do for me” (F-44, Pl-
13). Therefore, the issues been raised above such as transportation, financial support of
the patient, being present at the hospital consisted only a part of the burden experienced
by the family. Their main source of burden seems to derive from their role as informal

"m”, that they assume or have to assume because

caregiver, especially in the “direct care
the values of the Greek-Cypriot society expected them in doing so. Reflecting on the
ethnohistoric review of the Greek-Cypriots, it becomes explicit that they tend to live

their lives in accordance with their values.

1% Given et al. (2001) assert that “direct care” is carried out directly with the patient such as symplom
management, emotional support, administration of medications, and assistance with mobility or bathing.
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When they face a decision and choose A instead of B, 1t’s often because A feels right to
them. They might use words such as, “it’s the right thing to do”, or “that’s the right
way”. Family is according to this review one of the most important values for a person
living in Cyprus and he/she tries to live his/her life in accordance to this value, avoiding
those actions that may betray in any way the value of family. With evidence showing
that the role of family in Cyprus i1s changing, there are now more women at work, there
ts a changing in the roles that the women adopt which may also have an impact on the
patient, the woman and the family as a whole. Despite their changing roles women have
not given up or disclaimed their role as carer for the family. it is evident in this study
that this changing of roles has a negative impact primarily on the family and less on the
patient. Women often as it was confessed in the narratives struggle to be with their
patient even if sometimes to the expense of their own family and their jobs. Kanavou
(2006) asserts that a value is an enduring belief that a specific mode of conduct is
preferable to an opposite or converse mode of conduct or end-state of existence, and a
value system is an enduring organisation of beliefs concerning preferable modes of
conduct or end-states of existence along a continuum of relative importance. According
to Maiese (2003) a value identifies those objects, conditions or characteristics that
members of the society consider important. Therefore, caring for a family member

reflects the values of respect and support of friends and family.

A Greek study assessed family evaluations, perceptions and attitudes on management,
care and disclosure for terminal stage patients with cancer (Mystakidou et al. 2004). The
study confirmed that cancer is not a disease of an individual but impacts the family
system. Families must confront, and attempt to realise the meaning of cancer for the
patient, for each family member individually and for the family system as a whole.
Hence, the Greek family experiences burden from assuming the care of its ill member.
In those cases where the patient is incompetent, conflicts of interest may arise since
decision-making is a great responsibility for the family. According to Mystakidou et al.
(2004, p5) “a relative, who feels guilty or denies the hopelessness of the situation, may
press the patient for cure rather than care, or to prolong or discontinue treatment”. Bean

et al. (1980) in a study exploring the coping and supporting mechanism that patients
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with cancer apply concluded that family and friends are considered to be among the
strongest supportive mechanisms engaged by the patients when cancer occurs, and this
may create burden for the family whilst the patient experiences distress when he/she is
deprived of histher family. Belou-milona et al. (2001) concluded in a quantitative study
in Greece that the deprivation of the family members’ presence could be a major factor
affecting the hospitalised patients social interaction and personal well-being. Thus, it is
very important to maintain family, social and personal relationships to the highest degree
possible after hospitalisation. A factor that may affect the relatives’ visitation is
according to the researchers the psychological support of their patients. Belou-milona et
al. (2001, p3) assert that “several times the patients may want to speak directly to a
family member to share their feelings and concems about their condition and their health
problem and to receive encouragement”. The lack of visitation from any patient or the
restricted hours creates problems. Kelley et al. (2000, p21) assert that in addition to
“family visitation on a special care unit indicates a sense of duty to “be faithful” and to
foster a sense of family through ongoing relationships and family ties™. Visitation policy
is an issue that informants also raised in my study as a barrier to the ability of the family

to be with their patient, however this will be further discussed in main theme 7.

The findings of my study resonate with these studies that have indicated that access and
availability difficulties may lead to burden experienced by the family from the
responsibilities they assume (or the changes in their roles) and for the patient due to the

limited support he/she receives from the family.

According to the comprehensive understanding, nurses through their practice need to
address those factors that fall under their control or advocate for those they can not
control in relation to the availability and access to cancer services. Nurses’ actions need
to aim at maintaining and promoting the support the patient receives from the family,
friends and significant others. Possible ways for dealing with the problem is adopting a
flexible visitation policy, advocating for a transportation service for those who can not

afford or do not have access to a car or advocating for a home care service.
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Even though these issues were highligﬁted by the majority of the informants as being
relevant to the interpretation of quality nursing care, the importance of these on what
constitutes quality nursing care seemed to vary among the informants. Therefore, it was
shown by the results that patients that lived in Nicosia or nearby cities (with good
transportation connection with the facilities) even if they acknowledged the importance
of availability and access issues to quality nursing care they did not emphasise on these
issues. This indicated the fact that these patients and their families could access the
cancer care facilities easily and without any particular problems, however in the
narratives they seemed to be troubled by other attributes of quality nursing care such as
being cared in an environment which could promote shared-decision making and
receiving adequate information. Others however, were concerned about been able to
have their family nearby when being cared for and where possible to provide the

opportunity to the family to be actively involved in their care.

Patients that were treated in the participating departments for the first time also appeared
not to be concerned by access and availability issues. This fact may have influenced
their perceptions on what good access and availability are, since they had no prior
experience of accessing these departments which perhaps contributed to the formulation
of low expectations. On the contrary two patients that had been treated in cancer care
departments abroad and apparently had high expectations on the availability and
accessibility issues, criticised in their narratives the conditions under which they

accessed the services.

Nurses’ response to the patients’ need for easily accessible cancer care services

Naive Reading
Nurses responded to the views expressed by the patients and their advocates in relation
to poor availability and difficulties to access cancer care services. A naive understanding

was formulated of the nurses’ response as follows:

The nurses in their majority disagreed with the view expressed by the patients and their

advocates in relation to the meaning of quality nursing care which is perceived as
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availability and access to care. In the narratives the nurses defended the independence of
the nursing profession against issues of availability and access to care. They strongly
supported the view that the nursing care begins once the patient has accessed the
services and not before that. As a result quality needs to be defined and assessed once

the patient begins to receive care from the nurse.

Talking in broader terms the “Quality of care’” may include issues of availability and
access however, it is according to the informants a different and more general concept
which includes the totality of the health care team rather than “quality nursing care”

which is an explicit concept referring to nursing in absolute terms.

Structural Explication'"!

Through the narratives the nurses believe that availability and access to services are not
and should not be constituents of “quality nursing care”. It seems that the nurses have
strong feelings about this particular issue, and this is confirmed by the absence of

opposing views by any of the nurse-informants.

A. Quality is achieved through nurses caring

Among nurse informants there was a general feeling of disagreement with the patients’
and advocates’ expressed views that availability and access is part of the nursing care
quality they receive. Nurses believe that nursing care is a separate dimension of the
health care and should not be confused with other components such as issues of
availability and access. “/ can hardly see the connection between quality nursing care
and access” (M-31, SNI-6). These aspects are managed by others and mainly if not
exclusively by the MoH which is responsible to allocate the necessary resources. How
and where these resources are allocated is a matter of political decisions which do not

always respond to the needs of the patients.

Another issue that nurse-informants stressed was their belief that nursing quality begins

to take shape as soon as the nurse assumes the care of the patient on his/her arrival on

! See appendix C-Table 10
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the ward. In their view what happens before the patient reaches the ward is not a matter
that should concern the nursing profession nor are the nurses able to influence what is

going on during this “pre-hospital” phase.
B. Beyond the scope of nursing

As was discussed above, the nursing profession 15 not responstble for issues involved in
availability and access, and the nurses do not have the power to control such issues.
However, in the narratives a paradox was identified. Even though the nurses assert that
they should not be involved in issues concerning such issues they emphasised their
ability that they hold “through constant contact with the patient’. Through this the nurse
may identify accessibility and availability problems that the patient may be facing. Since
the nurse has no direct control over these issues, he/she can pass these to management

for action.

One informant claimed that access and availability are constituents of a broader term
used in health care, that of “quality care” but not for “quality nursing care”. The same
informant argued that the patients often find it difficult to differentiate the two concepts,
which often used interchangeably in casual discussions. This according to her appears to
be the reason why the patients have related quality of nursing care with issues of access

and availability of cancer services.

Comprehensive understanding

In this study nurses in their majority emphasised that quality nursing care is limited to
the nursing behaviours and procedures and issues such as availability and access extend
beyond the scope of the nursing profession. A possible interpretation of they way that
nurses responded to this particular aspect of the care comes from the nature of the
nufsing context in Cyprus, as this was evolved from the beginning of the 20" century to
our times. Two aspects of the Greek-Cypriot nursing context may have contributed to

the perceptions expressed by the nurses in the narratives. Firstly, the long-lasting
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struggle of the nurses to free themselves from enduring beliefs and unspoken rules that
dominated the nursing profession and secondly, their struggle to strengthen the
perception of nursing as unique clinical expertise with distinct areas of practice. The
perceptions expressed by the patients and their advocates might have been interpreted as
a threat to the efforts of nursing to achieve the above goals, and therefore triggered a
negative response to the inclusion of issues of availability and access to the

interpretation of quality nursing care.

There appears to be an oxymoron here. While nurses’ advocate for a “holistic” care, they
have this isolated notion of nursing which fails to take into consideration issues such as
access to care. However, the literature suggests that access and availability are more
general issues which are related to the quality of the care as suggested by Oermann
(1999) and which can also negatively or positively influence the quality of the nursing
care. She concluded that it is difficult to view quality in isolation, something that the
nurses in this study have implied. Moreover, Kunaviktikul et al. (2001) in a descriptive
study in Thailand developed a definition of quality of nursing care and determined how
it is measured. Ninety six nurses from a untversity and central hospital participated.
According to their findings, access and availability issues were raised by the nurses as an
indicator of quality nursing care. This indicator was categorised into the group called
“structure” based on the Donabedian model of quality. These studies therefore support
that quality nursing care is linked to the quality of the whole health and illness

experience of people.

A small percentage of the nurses however, acknowledged their role in access and
availability issues. These nurses were young in age and a reason that contributed to their
different opinions was their nurse training. “/ do not see the reason why not have a say
when it comes to the access of our patients to the services...our position allows us to
evaluate when problems occur and act upon them {...]” (F-25, SN-2). Another nurse
referring to the same issue asserted that “f have been working in this department only for
a year, but [ must say I was shocked that my colleagues do nothing to participate in such
issues. My nurse education has taught me possible ways 1o contribute to these aspects of

the care and when I get the chance | do so” (F-21, SF-1). Another factor that might
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have influenced these variations among the nurses was the recent decision of the
Ministry's of Health Nursing Division to include several informational lectures for the
nursing students. These younger nurses had the opportunity to participate in these
lectures where the Head Nursing Officer welcomed their involvement in issues
pertaining access and avatlability. This being a relatively recent trend in the nursing
context in Cyprus, the nurses who gained their training prior of the initiation of this
programme did not have the chance to be adequately informed and this perhaps
negatively contributed to their perception of having a wider conceptualisation of quality

nursing care.

Even if these issues appeared to be contentious for the nurses participating in this study,
the literature review revealed that these issues have not been extensively researched
from a nursing perspective. However, there are implicit associations that nurses are
involved in issues such as efforts to improve the access of patients to health care
services, and researchers believe that the nursing profession has an important role to
play. These findings from the literature reinforced the valid arguments made by the

minority of the nurses in my study.

Chapman et al. (2004) in a systematic review of recent innovations in service provision
to improve access to primary care found that nurses had the ability to influence access.
Explicitly, the nurses have contributed to improved access through thetr involvement in
two schemes: nurse-led triage and telephone consultations in general practice and nurse
practitioner-led care in general practice. A study by Lattimer et al. (1998) provided
evidence that nurses can manage a high proportion of out-of-hours primary care calls
safely and effectively. Pinnock et al. (cited in Chapman et al., 2004, p377) assessed the
impact of nurse-led telephone consultations for routine asthma medication review and
found telephone consultations used in this way to be significantly time saving and
without any differential in adverse outcomes compared with face-to-face care.
According to them there is some evidence that nurse-led care for minor conditions is as
safe and effective as care by physicians; that is, resulting in similar clinical outcomes.

Shum et al. (2000), Venning et al. (2000) and Horrocs et al. (2002) assert that there is
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evidence that nurses give longer consultations and carry out more tests; however, no
difference has been found in referral rates to secondary care between physicians and

nurse practitioners.

This specific literature supports the rising role of the nurse in promoting and facilitating
access to services; and makes implicit associations with the concept of quality nursing
care. Therefore, the views expressed by the nurses do not seem to be supported by the
literature and contradicted to those of the patients and advocates in this study. A female
staff nurse gave a possible answer why such disparity exists “f...] It is my guess that
they speak about quality in a more holistic way [...J” (SNI-5). These findings suggest
that the patients made the link to accessibility because they tend to hold a whole picture
of their health which does not separates the parts (e.g. nursing care) from the whole.
They considered that since the health care professionals share and work towards the
same task, caring for the patient, they considered that the quality of the care should
include the actions from all health care professionals and not only the nurses who merely
provide an aspect of the care. “The actions of all health care professionals involved in
the care of the patient are included [...]” (SNI-5). Further the nurses claimed that the
patients are not aware of the borderlines of nursing, and what nurses can influence
through their practice. They also highlighted that issues of power prevent nurses from
being involved in access and availability matters. “Their difficulty to separate where
nursing care begins and where nurses can influence something with their work” (SNI-5).
As it was revealed through the narratives nurses’ focus on the nursing-specific issues
indicated a lack of joined up thinking which constitutes the basis for partnerships. These
partnerships can be formed cither between nurses and patients or between nurses and
other health care professionals, and lack of this joined up thinking poses a threat to these

partnerships.

Therefore, the findings raise a question here, who is right and who is wrong. Are the
nurses correct or are the patients’ perceptions and connections telling us something
about nursing which the nurses themselves can not see, or perhaps patients feel that

nurses should have the power to influence decisions pertaining access and availability
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issues? The aim of this study was to highlight the meanings that are attributed to quality
of nursing care by the patients, advocates and nurses and not why these are attributed.
However, the findings provided an implicit answer to this question. The patients spend
most of their time in the hospital near nurses and appear to feel safe around them often
developing close relationships with them. Therefore, in this safe and trustworthy
environment they can express their problems they have in accessing the services and
request the nurses to address or influence the decisions that will eventually solve the
problem. I believe that the pﬁtiems have based their opinions in beliefs rather than on
facts about who controls access issues. It appears that the patient overestimated the
abilities or the range of control of the nurse. Alternatively, it is my belief that nurses
hold a more realistic view of the issue. A key word that has been raised in the narratives
was the word “power”. The nursing division in the MoH does not have the power to
influence policy such as access and availability, but rather its mission is more
advocating in nature. This advocating role of the nurses has been raised by the
informants “[..] identifies such problems or the patient himself expresses such
problems... she must take these concerns and problems to the management
commiittee...s0 that actions can be taken [...]” (F-45, WMI-14). Therefore, it is not a
matter that who is right and who is wrong but it is rather a matter of different

perspectives.

Being cared for by nurses who effectively communicate with them and their
families and provide emational support'®

Naive Reading

According to the naive understanding the patients and their advocates referred to quality
nursing care as an ability to communicate with their nurses for personal issues and issues
telated to their health and expected to receive emotional support by them. They
expressed the importance of good communication with the nurses and acknowledged

that it consists of a fundamental element of the quality nursing care. Informants in their

2 In Greek — Na se frontizoun nosilefies pou mporoun na epikoinonoun apotelesmatika mazi sou kai na
se stirizoun sunesthimatika. Na oz gpovri{ovv voomieutés mov propaiv vit EMKOIVOVODV REOTEAEGUATIKG
pali cov ka va o otnpilovv cuvacBnuanxd.
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conceptualisations of this concept have described it in terms not only as simple exchange
of information with the nurses and other health care professionals but also as conveying
feelings and concerns. Informants reported on poor communication between nurses and
patients. The reasons included the lack of time, the provision of insufficient information
to patients, and the beliefs held by the nurses in relation to patients’ ability to understand

aspects of their illness.

Structural Explication'®

The structural explication that followed seems to verify the initial understanding gained
from reading the text as a whole. What has been verified is the belief of the patients and
advocates that communication with the nurses consists of an essential part of quality

nursing care. Through the structural explication the following themes were formulated:
A. Communication although a constituent of quality nursing care remains hermetic

The informants acknowledged that communication with professional carers holds a
central place in quality nursing care and it’s also being considered as a means to value
quality nursing care. “Quality nursing care is...includes many different things but for me
being able to communicate with my carers is perhaps the most important” (F-57, P1-1).
The informants used metaphors in order to describe how the communication should be
between patient-nurse; hence, they described it as being “healthy”. ln their descriptions
of a healthy communication, informants asserted that the provision of adequate time by
the nurses, the avoidance of strict “communication agendas” and free from the belief
that most patients are unable to understand technical terms. Analysing these three
prerequisites individually, it seems that an aspect of quality nursing care relies on the
nurses’ attitudes. Particulatly, here | am referring to the belief which several nurses hold;
that patients are unable to understand technical, medical or nursing terms and this is used
as a justification why they avoid communicating with the patients. However, cancer
being a chronic disease and with the new treatments and medications this means that

many patients will have a prolonged experience living and leaming about the disease.

' See appendix C-Table 11.
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Moreover, the Greek-Cypriots are becoming more educated, as I have discussed earlier,
which means that they have an increased ability to understand information given to them
by nurses. Therefore, the claim made by the nurses that patients are not able to value the
information given to them, is only an essoin. The lack of time that was raised by the
patients as a barrier for healthy communication is perhaps connected with the poor nurse

staffing levels in cancer care departmcnts.

B. Communrication tends 1o be one-sided

Patients claim that nurses tend to hear what the patients tell them; however they rarely
listen to them. As a result communication is many times one-sided. “/...] nurses rarely
listen to us...they can hear us speaking to them but they do not necessarily listen to us,
thus the communication tends to be one-sided” (F-58, P1-23). What has really been
communicated on these occasions, is what the nurse had to say and not what the patient
had to say. This means that the patient is not given the opportunity to express his/her
worries, needs, and queries about his/her treatment and care or even a more personal
problem. 1n this negative communication environment the patients and their families do
not feel comfortable to express their feelings and thoughts about the disease or more
personal issues. Instead, because of the attitude of the nurses, they communicate at a
more superficial level, being selective in what conversations they engaged in with their
patients and implementing avoidance for those cases when they do not want to engage

in.

C. Good communication skills are valued by the patient and the family as a means to

improve care.

The informants in the narratives highlighted the possession of good communication
skills by the nurses and stressed how these can be valued in clinical practice and
particularly for the emotional support of the patient. “{...] when [ am “down” or feeling
“blue” the nurses can pick up these silent signals and act upon it” (M-57, PI-14).
Furthermore, good communication skills allow the nurses to involve the family in the

emotional support of the patient. Informants referred both to verbal and non-verbal

175



communications skills emphasising that these are equally important to quality nursing
care. These allow the nurse not only to appraise but also to identify unspoken needs of
the patient, which are sometimes more important and perhaps more difficult for the
patient to express. The difficulty in externalising these needs appears to be the cause of
the insufficient or superficial communication that the patient encounters in the

department.

D. Through communication nurses can better understand the patients and the family.

This theme complements the previous one. The advocates repeatedly commented on the
value of good communication between nurse and patient and between nurse and family,
asserting that communication and quality nursing care are closely related and that the
latter can not be achieved without the former. “[Without communication) he/she [nurse]
can only care for the patient in a “raw” and “cold” manner, which of course will reflect
on its quality” (FG with PA). Informants assert that good communication allows the
patient to share with the nurse histher world of experiences and feelings and hence
receive emotional and physical support. The nurse can better understand the patient and
based on this, to tailor the care to suit his/her individual characteristics. The patient can
better know the nurse which will promote good communication with him/her. This
relationship enables the patient to feel more comfortable in expressing his/her feelings
and reaching out to the nurse. Establishing good communication with the family is also
an important aspect that nurses need to take into consideration when caring for the

patient, as the family can also support the patient emotionally and physically.

-

Comprehensive Understanding

The reflection on the naive understanding, the structural explication, and my pre-
understandings as well as the context of the study, the research questions and the
literature has helped me to reach at a comprehensive understanding. 1t is evident in the
narratives that, patients and their advocates consider communication between nurses and

patients and their families as an important aspect of the care, which recurrently has been
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related to quality nursing care. The magnitude of its importance has been raised by the
advocates who claimed, that quality nursing care can only be achieved through good

communication,

According to my pre-understanding, I anticipated the informants raising this issue as an
aspect of quality nursing care. Being a nurse myself and having experience of working
with patients with cancer and their families 1 considered good communication between
nurse-patient and nurse-family as the comerstone for entering the world of the patient
and vice versa. This enables the nurse to offer a more personalised and humanistic
approach to care and also the patients feel they are being cared for in an environment of
understanding where they feel comfortable to speak openly to the nurses. However, what
1 did not expect was the dissatisfaction uttered by the patients and the advocates in

relation to the low quality of the nurse-patient communication.

In order to ensure that the informants in the narratives shared the same conceptualisation
of the term “communication” | considered it necessary to obtain their perspectives
through the narratives. They held a wider understanding of the concept which extended
beyond the simple provision of information to conveying of emotions, thoughts and
worries, valuing therefore a therapeutic form of communication. A minority of
informants understood the concept simply as receiving information from the nurses.
Their responses coincided with some conceptualisations found in the literature which is

presented below.

“Communication” according to Austin (1970) and Grice (1975) is fundamentally
understood as a matter of someone successfully conveying thoughts, feelings or other
mental states or events to an audience. Furthermore, it is presupposed that thoughts and
feelings are not accessible to audiences directly; they have to be represented in verbal or
nonverbal behaviour. Knowledge of, or warranted belief about, the thoughts or feelings
of another person must therefore be based on interpretation (Davidson 1984). Haber et
al. (1992) assert that communication is a “continuous circular process by which

informatton, such as ideas and feelings, is transmitted between people and their
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environment. It involves symbols, such as written words, and spoken language” (p132).
According to the same authors the ultimate goal of communication is to understand and
be understood. Papado;ﬁoulos and Lee (2004) assert that communication extends beyond
conveying information to conveying emotional and social support. This study has
emphasised the importance of emotional and social support for patients with cancer and
therefore, this is an additional reason why the aspect of communication is an integral
part of the care. The potential for health care professionals to convey emotional support

to patients has also been highlighted by Slevin et al. (1996).

When it comes to communication and particularly good or bad patient-nurse
communication, informants in my study expressed the opinion that there are problems.
Generalisations however, should be avoided since with some nurses good
communication exists. This variation among informants might have different
interpretations. One interpretation is that the nurses that cared for the patients had
different training, with some having specialised training on cancer care. Therefore, these
nurses were more likely to be able to communicate better with the patients and also to
support them emotionally. Another interpretation is that nurses with no prior training on
cancer issues, had clinical experience from working with patients with cancer which
varied. Another interpretation that may be attributed is that the nurses despite being
trained or not they have to deal with their feelings about having to confront death and
dying on a daily basis. Coming from a culture where such issues are considered taboo
and opportunities to discuss such issues are rare, nurses find themselves struggling-by
themselves to cope with the painful aspects of their work. The difficulties in coping with
their feelings and engaging in such discussions also seems to reflect their ability as
nurses to communicate with the patients. Nevertheless, some nurses were experienced in
caring for patients with cancer which allowed them to develop their communication
skills and better communicate such issues with their patients unlike the nurses with

limited or no clinical experience in cancer care departments.

Therefore in spite of the importance that informants placed on communication, they

believe that in clinical practice it remains persistently one-sided and hermetic, making it
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difficult to be informed about their health and feeling comfortable to express their
unvoiced needs, wornes, and feelings. The ethnohistory of Cyprus possesses a possible
interpretation of why communication between health care professionals and patients
remains problematic. Long-standing beliefs held by some health care professionals that
when it comes to care they are the ones to make all the decisions including how and
when to communicate with the patient, are the source of some of the communicating
problems reported in this study by patients and their advocates. Sowden et al. (2001)
assert that most common complaints made by patients with cancer are about poor
communication and inadequate information. A major problem that patients reported on
in my study was the fact that many nurses in the process of communicating information
to the patients, failed to tailor this information to suit patient’s educational background
and his/her general level of comprehension. Earlier, Harris (1998) concluded to the same
findings with additional emphasis on the patients’ cultural orientation, in those cases that

the patients came from different culiural backgrounds.

Patients and advocates assert that nurses need to improve and further develop their
communication skills in order to promote effective communication which is not limited
to information giving, but also includes emotional support and comforting the patient.
These findings coincide with those of Kruijver et al. (2000) who performed a literature
review in relation to the nurse-patient communication in cancer care. They assert that
“emphasis is placed on the affective side, in which facilitating behaviours such as
empathy, touch, comforting and supporting are considered essential in caring for patients
with cancer” (p20). Further studies in this review, demonstrated that communication in
cancer care is complicated by such emotionally burdened issues as, the consequences
associated with the life-threatening character of the disease and the far-reaching
consequences of the medical treatment. This may lead according to Kruijver et al. (2000,
p30) in barriers to effective communication between patients and nurses. It is therefore
important that nurses working with patienis with cancer are supported by the hospital to
develop their communication skills through continuing education programs. The need
for communication training is evident in the literature (Davidson and Mills 2005). Jarrett

and Payne (1995) selectively reviewed the literature on nurse-patient communication.
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They found that previous research studies came to the conclusion that the quality and
quantity of nurse-patient communication was brief and superficial (p73). According to
the same review, nurses appeared to “be controlling and restricting the course and topics
of conversation with patients” (p77), a finding that has also been highlighted by my
study, since the informant commented that the nurses tend to use “communication
agendas” based on which they choose what and what not to discuss with their patients
and their families. The need for training the nurses in order to further develop their
communication skills has been recognised by the researchers and has been advocated as
a possible solution (Ashmore and Banks 2004; Jarrett and Payne 1995). Davidson and
Mills (2005) performed a quantitative study in order to investigate patients’ with cancer
satisfaction with communication, information and quality of care. They asserted that
measures need to be taken in order to promote effective communication since effective
communication between the patient and his/her care can determine long-term psycho-
social outcomes in patients with cancer. They also stressed the importance that patient-
professional communication needs to be tailored to meet individual needs, an aspect

which has also been stressed by the informants in my study.

Through communication nurses can better understand the patients and therefore better
care for them. Communication with the patient during hospitalisation and within the
multidisciplinary cancer team is an important and sometimes overlooked component of
optimal and efficient cancer care (Tattersall and Ellis 1998). Gunther and Alligood
(2002) assert that, communication promotes individualised patient care, which requires
more than just the provision of empirical information. It is required that the nurse knows
the patient, so that she/he can apply information to the patient’s unique life situation.
Gunther and Alligood (2002) assert that knowing the patient constitutes “an essential
antecedent for the provision of good quality care” (p356). These findings according to
Mok and Chiu (2004, p481) further support the view of May (1995) and Luker et al.
(2000) that it is only through knowing a patient, that nurses can provide care that fulfils
the specific needs of that patient. Knowing a patient through effective communication
allows nurses to more truly understand patients and their world as if they were inside it.

One must be able to understand the other person’s needs and respond properly to them.

180



Knowing the patient, however, often means knowing the family as well. As informants
pointed out in my study, family plays an important role to care and nurses need to
communicate with them as weli and involve them in the care. The difficuities in
communicating with family members and the importance of communicating with
families have been stressed in the literature. Davis et al. (2003) assert that poor
communication with health professionals creates the most distress for families of
patients with cancer. Difficulties communicating with families also have been identified
as potentially stressful for nurses (p337). Curtis et al. (2001) assert that understanding
and improving communication about end-of-life care between clinicians and families in
the ICU is an important focus for improving the quality of care in the 1CU. Because
excellent end-of-life care is an important part of high-quality intensive care, 1CU
clinicians should approach the family with the same care and planning that they

approach other ICU procedures.

A recent hermeneutic phenomenological study McCabe (2004) concluded that in
contrast to the literature that suggests that nurses are not good at communicating with
patients; nurses can communicate well with patients when they use a patient-centred
approach. However, the researcher emphasised the fact that health care organisations do
not appear to value or recognise the importance of nurses using a patient-centre
approach when communicating with patients to ensure the delivery of quality patient

carc.

Being empowered by nurses through information giving'®

In the literature communication and provision of information are often discussed
collectively, a feature that was observed in this study as well. These topics were closely
interrelated according to the informants and that is why I decided to report on them
consecutively. Many patients considered that good communication exists when the

nurses provided {on request or not) information about their heaith problem (i.e.

" In Greek ~ Endunamosi ton asthenon apo tous nosileftes meso tis parochis pliroforion- Evbuvipoon
TaV 0oBevdY aTd TOVG VOMALUTEG HESWK TG TRPOYXIS TANPOPOPIDV
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diagnostic tests, results, medication, course of the disease) and alternatively they

believed that the communication was bad when they were deprived of such information.

Naive Reading

As with the importance of good communication to the quality of nursing care, the
provision of information was considered as equally important. Patients with cancer
believe that they are not receiving sufficient information from the nurses in reiation to
their care. Few nurses offer more information than others indicating the lack of an
organisational policy for providing information. On the same issue, patients implied that
there were issues of power between the nurse-physician relationships that reflected on
the nurse’s ability to provide information. The majority of the patients appear to trust the
nurse to provide them with all the information they need. Finally, providing information
was also found to relate to the ability of the patients to actively participate in decisions

about their treatment and care.

A naive guess of the meaning of quality nursing care, as disclosed through the patients
and advocates narratives, is that quality nursing care is interrelated with the adequate
informing of the patient on every aspect of his’her care. Weakness to adequately inform
the patients however appears to be a complicated issue involving issues of the hospital’s

organisational culture.

Structural Explication’®

The patients and the advocates asserted that providing information to patients is a
constituent of quality nursing care. However, they claimed that in real life there are
barriers to receiving adequate information from the nurses. Through structural

explication the following themes were formulated as part of the main theme:

A. Proximity and trust enables information sharing.

1% See appendix C-Table 12.
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The informants acknowledged the importance of providing information to the patient
and related this aspect of the care with the provision of quality nursing care. The
importance of information giving has also been linked with another aspect of the care
that of participation in shared decision-making which has also been found to contribute

]!5

to the provision of quality nursing care. The patients speak about a “special” relationship
that they have with the nurses due to their continuous contact with them which in turn
leads to the growth of trust. “Spending 24 hours a day around nurses allows me to have
a ‘special’ relationship and a better communication with them. I can trust them [...]” (F-
58, PI-11). In this trusting environment, communicating with the nurses becomes easier

as well as the exchange of information in relation to the care and treatment.

B. Organisational culture and lack of policy.

The informants reported on issues related to the organisational culture and policy issues
considering these as the main barriers for being adequately informed by the nurses.
When referring to the culture of an organisation I mean the amalgamation of the values
and beliefs of the people (i.e. nurses and physicians) in the hospital. Along with the
scarcity of policies that regulate this issue, the hospital discourages nurses from
informing the patients. In clinical practice however, nurses discretely give the patients
certain information regarding their care. It appears that patients and nurses have
developed a trusting relationship that allows an exchange of information during the
provision of care. Information gives the physician power over the patient which he/she
is reluctant to share with the nurses and due to this fact they negatively face the
possibility of nurses informing the patients. What the informants are referring to here is
another issue, that of power, which has also been identified as a barrier for the
participation of patients in their own care through shared-decision making. Another
aspect of this issue is the fact that nurses often in clinical practice avoid giving the
patient information, in order to avoid conflict with the physicians in those cases that the
nurse has a different view of the care. However, the possibility that nurses choose not to
inform the patients in order to avoid assuming the responsibility, they prefer the rather

simple solution to the problem “your physician will inform you on your situation”.
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C. Nurses’ beliefs and attitudes.

The informants claim that nurses {(and physicians) hold certain negative assumptions
about giving information to patients. In clinical practice they tend to avoid providing
them with the information they need based on the belief that patients are not interested
or able to understand disease related information. “Some members of the siaff do not take
you into their confidence and hardly give you any meaningful information {... [’ (F-21,
PI-6). However, the difficulty the patients acknowledged in understanding the
information given to them might be grounded in the nurses’ failure to tailor the
information to suit patient’s educational background, cultural orientation, and general
level of comprehension. Consequently, patients are reluctant to request information that
they find it difficult to understand, a behaviour that might be mistakenly interpreted by
the nurses as unconcern for information. However, this assumption should not be
generalised to the whole of the patients since through the narratives it was highlighted
that there is an increasing number of patients requesting to be fully informed about their
care, treatment and health and wanting to actively participate. Therefore, the changing
behaviour on behalf of the patients overrules this worn-out belief held by nurses and
physicians. The limited information patients receive from physicians forces them to
frequently request more information from the nurses, who seem to trust and feel closer

to them, in order to better understand issues related to their care and treatment.

Comprehensive Understanding

The structural explication confirmed the naive reading of quality nursing care being
understood by the informants as receiving adequate information from the nurses. This
attribute of the care appeared to be more important for patients that were relatively
recently diagnosed with cancer. A female patient, aged 58, asserted that “The rurses
need to understand that 1 do not know everything about my illness [... [ | was diagnosed
in November (6 months prior data collection) and I am worried on what might happen to
me [ ... ] the nurses need to have patience and inform me based on what I need 10 kmow”.
Similarly a male patient which was also recently diagnosed, aged 66, asserted that “/¢ is

so stressful having something wrong with your health and know very little about it { ... [ I
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need reassurance and support and the nurses can offer these through their knowledge
and practice”. Their recent journey in the cancer experience meant that these patients
and their families had more queries about the disease, possible treatments to chose from,
worries about prognosis and perhaps more difficulties in accepting the fact the they had
cancer and all its negative connotations. Another possible interpretation for seeking to be
informed is the feeling of “loss of control” that these patients may experience in such an
early stage of their illness. These concerns offer a possible interpretation on the patients’
desire to be adequately informed in relation to cancer and their care. Regardless of the
patient’s willingness to be informed, in the narratives it was revealed that the lack of
information might be attributed to another reason. As the informants have commented,
there are times where the patient might be confronted with nurses with limited
knowledge or with nurses who are afraid to disclose any information to the patient. As a
result their informational needs can remain unsatisfied and therefore the patients seek

information from elsewhere (e.g physicians).

The informants asserted that generally they did not receive enough information during
hospitalisation. Few patients asserted that the information they received was sometimes
vague and misleading failing to give an objective picture of their health status and how
serious their problems really were: This is grounded in the beliefs held by the nurses and
other healthcare professionals that patients are incapable of handling disease related
information provided to them. These beliefs are inherent in the ethnohistoric background
of the Greek-Cypriot nurses and physicians. Their dominating influence in health related
issues is a determinant factor as to the nature of the communication that is adopted in
clinical practice as well as to the nature of the information given to patients and their
families. Therefore, communication and informatibn giving is not decided based on the
patient’s preferences but rather is left to the nurse’s and physician’s eclectic power to
choose what is appropriate for the patient based on their own understanding of what is
best for him/her. A wide body of literature supports the views expressed by the patients,
that healthcare professionals might underestimate their desire for and ability to cope

with health related information. This assumption might lead to the provision of limited
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information to patients with cancer and their families (Tamburini et al. 2003; Sowden et
al. 2001; Smith 2000).

Many patients related the provision of information with the presence or absence of good
communication with the nurses. Indirectly patients expressed the opinion that they seem
to communicate better with the nurses rather than the physicians. When this issne was
raised in the focus groups there was an agreement among the patients that this was
indeed a fact. In order to justify their opinion the informants claimed that “the physician
is around only for a few minutes during the day and almost never at night” (FG-1), “the
physician during the round in the morning rarely answers to our questions, because we
have so many and there is so little time to ask them, therefore is necessary to ask the first

question that troubles us at the moment, thank God we have the nurses to fill in the gaps

[..]” (FG-2).

With paternalism becoming more and more outdated approach to the care of the patient,
and with the patients becoming more informed and willing to actively participate in
decisions pertaining their care, nursing and other health care professionals need to better
and adequately inform their patients in order to promote their participation, an aspect of
the care that promotes patient satisfaction. Cox et al. (2006) assert that in order to enable
patients participate in decision in relation to their own care it is important to establish an
effective communication with the patients in order to provide them with the necessary
information. Mallinger et al. (cited by Cox et al. 2006, p264) assert that patients are
depended on the information given to them by health care professionals and “it is
possible that providing patients with adequate information not only permits informed

decision-making but also improves coping and leads to better psychological health™.

The findings of this study highlighted the fact that the majority of patients want as much
information as possible about their diagnosis, prognosis, treatment and care and feel
more empowered when they are informed. These findings seem to concur with the
findings of Bakker et al. (cited by Trudel et al. 2004, p7) who studied the perspectives of

women with breast cancer in relation to the provision of information during
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chemotherapy and another study by Jenkins et al {cited by Cox et al. 2006, p264) who
investigated the informational needs of patients with cancer in the UK. However,
contrary to their needs, patients with cancer do not always receive sufficient information
from nurses and other health care professionals. These findings coincide with a growing
body of literature (Voogt et al. 2005; Sainio and Eriksson 2003). A study by Davidson
and Mills (2005) concluded that the cancer site appear to influence the satisfaction with
the information they received from their health care professionals. However, this finding
was not confirmed by my study. Sainio and Eriksson (2003) in a quantitative study with
273 patients with cancer investigated how much information do patients get from their
nurses and physicians. The analysis of the data showed that the patients were not
adequately informed about the prognosis, the alternatives of treatment and the effects of
cancer or treatment. In a similar study with 128 patients diagnosed with incurable
cancer, Voogt et al. (2005) investigated what these patients were informed about.
Whilst the patients reported that they received adequate information on disease-specific
issues they acknowledged that more information is needed with emphasis on
psychosocial care. With the evidence showing that it is not easy for the patients with
cancer to be engaged in discussions in relation to such issues, it is up to the nurse and the
physician to encourage the patients to open up in relation to this aspect of the care

(Bakker et al. cited by Trudel et al. 2004, p7).

Nurses’ response to patients perceived meaning of quality nursing care, as being
cared for by nurses who effectively communicate with them and their families and
provide emotional support and being empowered by nurses through information

giving .

Naive Reading

The text showed that the meaning of quality nursing care according to the nurses was
based on their experiences of communicating and informing the patients which appear to
coincide with what the patients and advocates have stated above. Problems arising from

the nurse’s inability to effectively communicate information, feelings, concerns,

187



thoughts were acknowledged and are considered as obstacles to communication with the
patient. They focused on the lack of training during nursing education in relation to the
development of their communication skills. As a result, frequently they found
themselves in a situation where they failed to establish effective communication with the
patients and their families. In relation to informing the patients, nurses admitted that
frequently they underestimated patients” desire for and ability to cope with information,
reasons which influenced their cagemess to inform the patients. The lack of protocols
on how to inform the-patients or what to include in the information was the major and
most frequent reported factor why nurses avoided the provision of any disease related

information.

Field Note: What | have noticed during the narratives was the surprise of the nurses of
the patients’ perspectives on quality nursing care. It seemed that they did not expect the
patients to get into so much detail in relation to their care. Their dissatisfaction with the
ability to effectively communicate with and receive information from the nurses also
came as a surprise to them. They anticipated that the patients would be more satisfied
with this aspect of their care.

Structural E:lqglicaii(m106

Through the narratives, the nurses expressed their belief that the concept of “quality
nursing care” relates to issues of communication and provision of information to
patients. The majority of the nurses supported the findings from the patients and
advocates narratives, highlighting the importance of effective communication and
provision of adequate information to patients. The nurses acknowledged that there can
be problems with communicating effectively with the patients. Simultaneously, they
identified that the main barriers for adequately informing the patients remain the lack of

policy and their cancer related beliefs.

1% See appendix C-Table 13
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A. Lack of formal communication skills education which is considered by nurses a

burdensome aspect of the care.

The nurses whilst acknowledging the presence of problems when communicating with
patients claimed that these are entrenched in the nursing educational system currently in
place in Cyprus. “[...} We have not received any formal or any other training on how to
develop our communication skills, therefore I solely rely on my experience” (M-35,
WMI-12). Their nursing training does not address issues related to communication and
specifically the development of appropriate communication skills. This dearth is
worsening by the fact that the nurses are rarely given any opportunities to participate in
educational seminars or courses on enhancing their communication skills due to the
insufficient staffing of the cancer care departments and the lack of time. As a result,
nurses heavily rely on their experiences to improve their communication skills.
Reflecting on these experiences, they confessed that often found themselves in situations
where they failed to acknowledge non-vocal (silent) messages sent by the patients
something that negatively influenced the provided nursing care. They further
commented on occasions that they avoided some patients due to their inability to
communicate with them. Therefore, communicating with the patients appeared to be a

burdensome experience for most of the nurses.

B. Nurses’ beliefs on informing the patients.

Through the narratives the nurses’ responses revealed that their actions were guided by
certain beliefs in relation to informing the patients. “f..] Providing adequate
information to patients can be psychologically harmful for them™ (F-31, SNI-7).
Explicitly, these beliefs related to the ability of the patients to cope with such
information often leading to poor understanding or misunderstanding of the information
“and their (lack of) readiness to be informed. These beliefs appear to derive from the
nurses’ cultural background as well as the collectivistic character of the Greek-Cypriot
family. Specifically, this collective character operates as a “protective” and “filtering”
mechanism when it comes to informing the patient. This becomes more apparent when

vulnerable groups of patients are involved. 1t is common that nurses, physicians and
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other health care professionals to be urged by the family not to reveal to the patient the
whole truth about his/her health. Greek-Cypriot nurses often hold analogous beliefs on
this matter. As a result, it is acceptable that much information is hidden from the patient, .
sometimes even his/her diagnosis, often due to the fear provoked by cancer and the

psychological effect that this might have on the patient as this is perceived by the family.

C. Policy restraints to informing the patients.

The nurses feel disempowered from the lack of policy on informing the patients. As a
result they are not allowed to give specific information to the patient in relation to their
health. “The current policy or protocols do not allow as giving any specific or detaile;i
information to the patient, something that only the physician is allowed ta do” (M-50,
WMI-13). On the contrary, the physicians are claiming monopoly on informing the
patients, something that seems to relate to issues of power and control. Further than
policy issues the nurses reported on the need for protocols in clinical practice which will
demonstrate how and what to inform the patients about. What the nurses appeared to
agree upon was the burden they experienced from those incidents where the patient
required information from the nurse. They felt ill-equipped to deal with the situation

which in tum caused them emotional burden.

Comprehensive Understanding

There appears to be a consensus on the meaning of quality of nursing care as
communicating effectively with and informing the patients. The literature also seems to
point to this direction. Mullen (1997) for example, asserts that patients, who are well
informed about prognosis and treatment options, are more likely to adhere to treatments
and have better health outcomes. Therefore, more time should be spent assessing not
only the best medication for a particular condition but also the best for a particular
individual with a certain lifestyle and preferences. The concept of concordance suggests
frank exchange of information, negotiation, and a spirit of cooperation. “Patients and
practitioners are more likely to have known one another for longer, dispensing is less

impersonal, and ancillary personnel are available for follow up” (Mullen 1997, p691).
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Coulter (2002) referring to the British NHS, asserts that the provision of information to
and involvement of the patient is at the heart of the patient centred approach to health

care. The quality of clinical communication has been linked to positive health outcomes.

Nurses also seem to share the views expressed by the patients and advocates, concerning
the lack of effective communication between patients and nurses and the non provision
of adequate and specific information related to their disease. This is perceived as an
integral part of a quality nursing care. Meredith et al. (1996) assert that not being told
what is wrong with them is the most common complaint that patients make about the
health care professionals. Similarly, Sowden et al. (2001) referring to patients with
cancer assert that their most common complaints are about poor communication and
inadequate information. Nurses in my study appeared to feel ill-equipped to handle
discussions with their patients about life and death issues and may be reluctant to engage
in open communication with them about a life threatening disease. This difficulty
acknowledged by the nurses might also have its origins in the fact that cancer in Cyprus
is considered as a taboo topic, mainly due to its life-threatening nature. Greek-Cypriots
nurses as a product of their society also face difficulties in openly communicating about
cancer. So immense is the fear that cancer provokes to the Greek-Cypriots that the word
“cancer” is “forbidden” on the ward and in discussions with the patients and their
families. There is a fear that even saying the word will cause it to happen. The anxiety
provoked will according to the nurses’ belief make it difficult and even impossible to

fight the disease.

Nurses believe that the problems they experienced and reported by the patients are
generated mainly by factors which are beyond their control such as the nursing
school’s'%” education policy the absence of protocols which will define what and how to
provide information to the patients, the MoH policy on informing the patients and finally
time constrains issues. The latter can be the result of the nursing shortage and the

increased workload in the cancer care department which limits the available time that the

'97 The Nursing School in Cyprus is the responsible body to decide what to include and what to exclude in
the nursing curricula
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nurse can spend with each patient (Panayiotou 2006, Turimou 2005; Karakatsani 2005a;
Karakatsani 2005b). Therefore, there is often insufficient time to fully explain the
condition, treatment choices, medications or any other aspect of the treatment and care
of the patient and the family. The findings from three consecutively surveys by
Buerhaus et al. (2007) showed that the nursing shortage has negatively impacted
communication, nurse-patient relationships, and timeliness of care and overail

efficiency; therefore confirming the findings of my study.

Nurses also acknowledged their share of responsibility for innefective communication
with the patient. As they report in the narratives, communication is a process that takes
two and as a result at some cases they are responsible for failing to effectively
communicate with the patient. Faulkner (1998) supports this view, asserting that
effective communication depends not only on the professionais but also on patients and
family. According to Faulkner (1998) when the language used by health care
professionals is ambivalent, then the patient may jump into conclusions or leading to
misunderstand what is actually implied. Furthermore, it should also be taken into
consideration by health care professionals the fact that family and patient may have
different informational needs. *“This may lead to health professionals feeling as though
they are “pig in the middie” as they try to meet the needs of their patient and those of
relatives” (Faulkner 1998, p130).

Meredith et al. (1996) explored the information needs of patients with cancer in west
Scotland. The results indicate that patients interviewed wanted more information about
their disease, whether their disease was cancer (96%), their chance of cure (91%), and
the possible side effects of treatment (94%). However, most of the patients not only
wanted to know their diagnosis but also wan:[ed to be told plainly if they had a cancer.
Therefore, some of the views expressed or implied in this study by the Greek-Cypriots
nurses that elderly patients do not want to be informed are overruled by the Meredith et
al. study. The researchers assert that most of the elderly patients (age over 65) and most
of those receiving palliative treatment wanted to know their diagnosis. According to

Meredith et al. (1996, p725) this is a relatively recent trend as “about half of a group of
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patients with inoperable lung cancer who were interviewed before 1981 did not ask for a

diagnosis when given the opportunity”.

Some of the nurses commended that patients should be deprived of certain information
related to their disease, treatment, prognosis and lab results for their own benefit. This is
not a surprising or recent trend in the reality of the Cypriot culture. As discussed above
the fear and distress provoked by the word “cancer”and its negative connotations urges
the nurses to act as colluders with the family giving its assent. They believe that the
patient already has a difficult battle to win without knowing that he/she suffers from
cancer, that they do not wish to burden the patient with additional emotional distress and
anxiety. As part of their role as “colluders”, nurses often intentionally conceal important
information from the patient and inform his/her fammly member instead. As Meredith et
al. (1996) pointed out in their paper “this well intentioned omission is due to the nurses’
(and physicians’) feeling that knowledge of the diagnosis will depress and alarm patients
and will impair their quality of life” (p725). The patient’s family held similar beliefs in
Cyprus, mainly due to their belief that this way they protect their loved ones from
further distress. The word “cancer” in Cyprus has been “connected” with death and
therefore appears to cause stress for both health professionals and patients, and these
may be some of the reasons why physicians and nurses avoid cbmmunicating bad news.
Faulkner {1998) comments that collusion is generally “an act of love or a need to protect
another from pain” (p131). Reflecting on the reality in Cyprus, it is common that the
family members of the patient or other acting as “colluders” claim that the reason for
their behaviour lies in the fact that there in a better position to know the patient and what
he/she needs. “They may further argue that telling the truth would take away hope. Once
reality has been accepted, hope can be more meaningful and based on short term,
achievable goals” (Faulkner 1998, p131). This claim is accord with Helft (2005) who
asserts that collusion may be used to facilitate the preservation of hope in an honest way.
According to Meredith et al. (1996) some think that communicating with patients about
their diagnosis and prognosis would cause a state of depression. Physicians and nurses
have only limited time with each patient, and communication may often have a lower

priority. In spite of what colluders or health care professionals believe about hiding the
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truth from the patient, this may lead to adverse results such as anxiety, uncertainty or
even create over ambition about the outcomes of the care which in turn may lead to
dissadisfaction and disappointment. Evidently “the level of psychological distress in
patients with serious disease is less when they think that they have received adequate
information” (Fallowfield et al. cited by Meredith et al. 1996, p726).

Nurses claimed in the narratives that during their nursing education their learning needs
were not met in relation to effective communication skills and informing patients. Based
on the image that physicians hold in the Cypriot health care context, as this was analysed
in the ethnohistory of Cyprusms, nurses appear to be up against the doctrine promoted by
physicians that “informing the patient is the physician’s job and not the nurse’s”.
Physicians hold a powerful position in the Cyprus HCS, managing the hospitals and
making policy which enabled them to introduce and maintain this doctrine in the
hospitals. The nursing profession has also long suffered from public stereotyping and
from being closely associated with femininity and powerlessness. As a result nursing’s
identity as a profession has been questioned and challenged by the public leading to
nursing not being valued as a profession.

Regardless, nurses are expected to become more effective in communicating with the
patient, mainly through experiential learning and participating in lifelong learning
seminars where these are provided. 1t may also be the case that nurses lack knowledge in
certain treatment options and their effects, and therefore be unable to adequately inform
the patient. As part of their professional practice and because of the bedside delivery of
the care they are more likely to face questions in relation to these issues. Cancer 1s a life-
threatening disease which causes the patient anxiety and as a result the patient is more
likely to have several questions about his/her condition, the prognosis and the treatments
and will need constant reassurance. The lack of support that nurses face has been
stressed by Sowden et al. (2001) who assert that health professionals most likely need
support if patients’ information needs are to be met. Sowden et al. (2001) identified the
learning needs of healthcare professionals including nurses in fulfilling the information

needs of patients. They assert that informing the patient needs to gain a higher priority;

'% Also see chapter 4
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the professional needs to retrieve the patient’s needs; understanding the emotional
aspects of leamning; helping patients to understand; learning from the patient; and
knowing about information sources (pl95). In Cyprus, ensuring that such nceds are
addressed in both undergraduate and continuing professional education will help in
meeting patients’ information needs and achieving the goals of future government policy
with the introduction of the NHIS. As well as challenges to the health professional in
meeting peoples’ information needs, organisational challenges have also been
recognised and recommendations made by Jones et al. (cited by Sowden et al. 2001,
p195). These recommendations include: “treating patients’ information needs as a core
actlvity; ensuring adequate funding, space and time devoted to patient information;
producing, implementing and reviewing guidelines on patient information and auditing
methods of working™ (Jones et al. cited by Sowden et al. 2001, p195). Furthermore,
Tattersall and Ellis (1998) assert that “teaching communication skills has only recently
been recognised as important in the training of medical students and more senior medical
staff” (p1891). In the process of providing information to patients, the nurse’s or
physician’s attitude is important; a health professional who has developed
communication skills and knows approaches for informing can give desired messages
that give the amount of information that the patient wants and when the patient is ready.
The subject of providing information and especially “truth telling” may vary from
country to country and culture to culture, therefore the cultural norms of each culture
need to be considered prior to informing the patient. The reason is reflected in different
ethnic roots, religious beliefs, cultural differences and legal regulations (Surbone 2006;
Mystadikon 2004). Tattersall and Ellis (1998) assert that various groups dealing with
patients and especially patients with cancer have prepared guidelines on “breaking bad
news” and “preparing patients for investigations”. What is notable about these
recommendations is that they advocate for “eliciting patients’ expectations and their
information preferences and needs” (p1891). However, achieving these requires the
nurse to know the patient. Mok and Chiu (2004) emphasised the importance of knowing
patients and being involved with them. This allows the developmeﬁt of patient-nurse
relationship, which includes satisfying the needs of individnalised patients and being

exposed to and resolving psychological problems. Patients’, nurses’ and advocates’
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narratives described the investment of effort by nurses into knowing patients. This
knowing enabled nurses to obtain an objective view of patients’ total needs including

information needs.

In the narratives, there were nurses that expressed an opposing view as to the provision
of adequate information to patients and their families. This has been acknowledged by
the patients with cancer, who stated that some nurses provide them with the adequate
information when being cared for. A possible interpretation of this contradiction was the
different nursing education (and different levels of education) and the spectalisation that
some of these nurses received as this was discussed in earlier sections. In terms of the
allegations made by the nurses in terms of the lack of appropriate policy to regulate the
issue of information-giving, it seems that some nurses have taken the initiative to
provide the requested information to their patients by drawing upon on their clinical
practice and expertise. Overall these nurses were clder and more experienced in caring
for patients with cancer. In the narratives, even if not verbally stated, it was implied by
these informants that they were covert in what they did. These nurses with their
demeanour have managed to challenge a long standing perception that physicians should

be the only ones to have the authority to inform the patient and his/her family.

Being cared for by clinically competent nurses'”

Naive Reading

I reached a naive understanding of the informants’ intentions that seemed to consider
being cared for by clinically competent nurses as a meaning of quality nursing care.
There was a diversity of opinions expressed by the informants when it came to the
provision of care in cancer care departments. Some informants felt they were cared for
by competent nurses who promoted through their practice a feeling of safety and trust
among patients. However, a number of other informants believed they were cared for by

less competent nurses, which reflected the perceived level of the provided quality

'® In Greek-Na se frontizaun klinika ikanoi nosilefies -Na o€ @povti{ovy KAviké (kovoi vOGNAEDTéG
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nursing care. There were different meanings that informants attributed to the term
“competent nurse”. Therefore it was necessary to request the informants to clarify what
they meant when they referred to “competent nurse”. The majority of the informants
defined “competent” nurses simply as “nurses who knew what they were doing”
whereas a few informants percetved competence as much more than simply professional
or technical knowledge. They are nurses who can demonstrate caring behaviours and

make you feel safe and able to trust them.

Field Notes: During the narratives patients appeared reluctant to comment on the
competency level of their nurses. Unfortunately, the fear rooted in the beliefs of the
Greek-Cypriots that if they comment negatively about the care or the health
professionals this will result in reprisals, prevented them from articulating their
experiences in full. However, patients tend to confide their experiences (especially the
bad ones) in casual discussions with members of their family and friends. These
experiences are hard to be kept secret especially in a small country such as Cyprus.
Again the reasons for this particular behaviour need to be looked for in the ethnohistory
of Cyprus and specifically the dominating power that healthcare professionals have had
over the patient as a result of their God-like image. To an extent this belief has been
preserved over the years. Of course this is an assumption; however certain signs pointed
to thts direction. Often they tried to avoid answering certain clarification questions
which referred to the negative experiences or they tried to change subject or even
overcmphasising their positive experiences.

Structural Explication’'®

The structural explication that followed the phase of naive understanding seemed to
verify the initial understanding gained from reading the text as a whole. What has been
established was the belief that nurses’ clinical competency consists of an essential part
of quality nursing care. Through the structural explication the following themes were

formulated as part of the main theme;:

A. Caring by skilled and Imowledgeable nurses.

Informants acknowledged through the narratives the connection between “quality

nursing care” and nurses’ competency emphasising on clinical competency. Explicating

' See appendix C-Table 14
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the narratives through thematic explication one realises that the informants valued nurses
who were knowledgeable and skilful when performing their duties. Specifically, they
referred to the way nurses carried out procedures such as medicine administration,
preparation for diagnostic tests, checking the vital signs and starting 1V fluids. As a
general rule the informants considered a clinically competent nurse, as a nurse that
“knows what she is doing”. Further than emphasising the importance of nurses’ clinical
competency to quality nursing care informants also stressed the importance of
psychological and emotional support as part of the nursing care: “Nurses felt about me...
knew what to do to help me built my confidence level [...] " (F-21, P1-6, FG-2).

B. Competent nurses address patient’s physical needs through professional knowledge
and technical competence.

In this theme I have included the opinions of informants who considered that nurses
needed to possess the professional knowledge and skills to address the physical needs of
the patient as part of offering “quality nursing care”. Physical needs referred to the daily
living activities and varied from patient to patient and included amongst other things,
assisting the patient while taking his/her meals, taking the patient to the toilet or shower,
giving the patient a bed-bath where he/she was unable to move out the bed and helping
the patient to walk. “Important are not just these technical staff...helping you out of the
bed, taking you to the shower, bringing you that extra blanket when you are cold are all
of equal importance” (F-42, PI-16). Informants despite emphasising the fulfilment of
patients’ physical needs did not ignore the importance of being skilful in effectively
performing specialised nursing procedures. Informants acknowledged the fact that being
cared for by knowledgeable and skilled nurses promoted the feeling of safety that

patients experienced during their care.
C. Limited availability of cancer specialty nurses.

The final theme was mainly comprised of the advocates’ opinions who also
acknowledged the significance of being cared by clinically competent nurses. However,
they stressed some barriers of having well-informed and clinically competent nurses

caring for patients with cancer. They claimed that the MoH did not provide the
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necessary opportunities and resources to nurses to specialise in cancer care. “A common
problem in Cyprus is having general nurses treating patients with cancer, most of the
times without any additional training or experience” (FG with PA). Cancer nursing
training is not provided in Cyprus and nurses wishing to become specialised in this field
have to travel abroad and pay expensive tuition fees, which are rarely funded by the
MoH. Consequently, patients with cancer are mainly cared for by non-specialised
(general) nurses who according to the informants are on some occasions ill-equipped to
provide quality nursing care to the patient dealing with several problems caused by
his/her illness.

Comprehensive Undersianding

The structural explication supported the findings from the naive reading phase. Patients
and their advocates expressed the view that for the provision of quality nursing care, it is
necessary that the patients are cared for by clinically competent nurses. Radwin (2000}
in a qualitative study of 22 patients with cancer aimed at analysing theoretically their
perceptions of the attributes and outcomes of quality nursing care. Eight attributes of
quality nursing care emerged from the data. One of these attributes was professional
knowledge. As the researcher .asserts in the analyses two aspects of professional
knowledge were identified: experiential knowledge and technical competence which
referred to the importance of skills. Patients and advocates in my study similarly
supported the perspective that being cared for by clinically competent and

knowledgeable nurses is a constituent of quality nursing care.

The terminology of “competence” revealed the complexity of this issue as it was
perceived by the patients and their advocates and raised different interpretations as to the
way they understood the term. These variations they attributed to the term reflected the
different perceptions of the informants whether they were being cared far by clinically
competent nurses. Informants mainly acknowledged clinically competent nurses as,
those who held professional knowledge and technical competencies used to deal with the

physical needs of the patient, however, some also attributed other qualities to nurses
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such as comforting, caring and support used to deal with the emotional needs of the
patient. These different interpretations can be attributed to the previous experiences of
the patients from being cared for cancer (either in the participating departments either in
departments elsewhere) which reflect their expectations. Moreover, the stage of cancer
can be considered as a possible interpretation. Patients in a more advanced stage, might
vatue more the emotional support and comfort offered by the nurse. What seem to differ
in the different stages of the disease are the needs of the patient which he/she expects the
nurse to address. On the contrary, patients in a relatively better state of health might
interpret the technical skills of the nurses as the basis for their competency. However,
there are no clear boundaries between the expressed opinions from the informants as

some patients in the latter group also appreciated the technical skills of the nurses.

A study by Radwin et al. (2005) investigated patients’ with cancer descriptions of nurses
and nursing care. A total of 461 patients answered the question “In general, how do you
feel about the nurse and nursing care”. They assert that a typology of four concepts
reflecting patients’ descriptions of their nursing care emerged from the data. These
concepts were laudable, caring, professional and outcomes (p165). The findings of my
study support a number of categories included in the first three concepts. The concept of
“laudable” included the category “approachable” an aspect of the nurse’s qualities that
patients with cancer highlighted as been part of the clinically competent nurse by stating
that the nurses are “being there” (F-21, PI-6, FG-2). Through a trusting relationship
patients feel comfortable to open up to their nurses and speak with them “not only about
treatments, diseases but more personally” (F-42, PI-16, FG-1), an aspect that was
identified by Radwin et al. (2005) as “‘personable”. Within the concept of “caring” where
data placed in categories labelled supportive, concerned helpful, sensitive, comforting
and empathetic (p166). The findings of my study seem to support some of these
categories. The informants stressed the importance of the nurse being supportive,
understanding, comforting, and helpful. In relation 1o the category “helpful” a patient
said “She would do anything she can, so my concerns would be heard and even met”.
Another patient commented that “fthe competent nurse] is making us feel emotionally

comfortable”, whilst a patient referring to the support she expenenced by a nurse she
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said that “/.../ I had to do a dangerous procedure...the nurses were so well-informed
and understanding ... They felt for me” (F-21, PI-6, FG-2). According to Radwin et al.
(2005) the concept labelled “professional” was defined as “holding the standards
expected of a nurse in knowledge skills and demeanour and included data placed in
categories labelled knowledgeable, responsible, coordinated, dedicated and demeanour”
(p166). These findings coincided with the attributes that patients held on what
constitutes a clinically competent nurse expressed in my study. Informants expressed the
same view as to what a “competent nurse” is; they commented that is the one that “Arrew
what she was doing” (F-21, P1-6, FG-2). Informants also supported the view that
competent nurses are a prerequisite for delivering quality nursing care, asserting that
“fcompetent nurses] are the key to quality nursing care” (FG with PA). Finally, the
informants stressed the importance of skills for any competent nurse. Data falling in this

category were labelled as “technical competenée” a term used by Radwin (2000).

The advocates in the narratives asserted that cancer care is delivered by non-specialised
nurses which highlight another aspect which might have caused of some of the
inconsistencies in the care when being cared for by specialised and non-specialised
nurses. According to them, this in certain situations might cause problems with the care
as the nurses are ill-equipped to effectively nurse the patient failing to take into
consideration the particularities of the disease. However, at this point the informants
appeared to make two assumptions; firstly, that a specialist nurse will ensure competent
care and secondly that general nurses are ill-equipped to provide competent cancer care.
These assumptions were compared to the relevant literature in order to validate or
invalidate them and gain a more insight perspective. The literature is contradictory
concerning this aspect of the care. Some researchers appear to suggest that competence
and specialty go together whilst other researchers support that specialty can not pledge
competency. Parsons (1992) asserts that competence does not mean expert and vice
veréa. “There are vartous levels of competence but each of these has a minimum
acceptable level or standard” (Hird 1995, p23). What needs to be clarified is the fact the
General Nurses are rarely expert, however this does not stop them from being

competent. They are competent in performing various nursing procedures methodically.
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Although they may appear slow, in time they become more skilful and able to perform
tasks simultaneously and faster. Contrary to Parson, a recent study by Aisiku et al.
(2007) found that patients appear to be more satisfied with the technical aspects of the
care offered by specialised staff in specialised centres rather than the care offered in
non-specialised centres. This aspect of the care has also been raised by Viklund et al.
(2006) who retrospectively evalnated the care given by specialised nurses to patients
with gastrointestinal cancers. The data were collected with two study-specific
guestionnaires before, during and after treatment. A high percentage of the responders
considered the support of the specialist nurse important (87-94%). The researchers assert
that this support seemed more appreciated than that of outpatient clinic and surgical
ward staff during the diagnostic phase, and during the follow-up it became more
important than that of all other team professionals. A second study-specific
guestionnaire which was given to 49 patients assessed the supportive care. Again, a high
percentage (71-94%) of the respondents agreed that the supportive care given by the
specialist nurse was satisfactory and important. Viklund et al. (2006, p359) concluded
that while some patients had difficulty in understanding physicians’ information, none
had such problems regarding information given by the specialised nurse. My study
supports the hypothesis that the delivery of cancer care by specialist nurses is effective
in terms of outcomes and appreciated by the patients. The respondents raised aspects

L N3

provision of information”, “comprehensiveness of

LLIN 13 tE N 1

such as “coordination”, “support”,

information” which were also raised by the informants as being important in my study.

Furthermore, informants appeared to agree on the fact that clinically competent nurses
promoted a sense of safety and trust among their patients through their practice and
attitude. Patients felt being cared for in a safe and trustworthy environment when nurses
provided reliable assistance when needed and used their knowledge to honestly inform
the patient about treatments, medication and tests. Being emotionally there and being
supportive to the patient also contributed to the patients feeling safe when cared for.
These findings support the work of Mok and Chiu (2004) who investigated the aspects
of nurse-patient relationships in the context of cancer and palliative care. Qualitative

data were collected from 10 nurses and 10 terminally ill patients by means of open-
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ended unstructured interviews. The patients acknowledged that in those situations
whereas the nurse cared for the patieﬁt holistically meeting his/her needs in a
trustworthy way, “a relationship of trust” evolved. Furthermore, the patients appreciated
the fact that the nurse was capable to show awareness of their expressed and unvoiced
needs, being available and present, and listened to patients’ deeper feeling and concerns.
The findings of my study may also be related with the work of de Raeve (2002) who
took a more philosophical approach to the nature of nurse-patient relationship. She
explored this nature from the perspective of the patient’s trust in the nurse and what
might be said to then render such a relationship trustworthy. She asserts that the patient’s
trust in the nurse is initially one of confidence or reliance in the institution and its
representatives, rather than in the person of the nurse per se. “Patients appear to trust in
a nurse’s skills made manifest through her professional qualifications and this must be a
partial kind of trust because the nurse may be a complete stranger” (pl157). De Raeve
(2002) asserts that it is unlikely that a patient would feel he/she has trust in the nurse
without spending substantial time with her/him. This way the patient is in the position
where “to evaluate whether a nurse is kind or gentle and so on, but not whether she has
done the right tasks in ways expected of her”. In these cases where one can not evaluate
something for oneself, then he/she trusts some organisation to do this for him/her, then
“trust looks more like a kind of confidence” (p157). Trust between people as individuals
may emerge and increase, as people become more revealed and known to each other.
This is supported by the informants in this study who said that “f...] affer some
time...She [nurse] was also a good friend, part of the family...” (F-65, P1-5). On the
same issue de Raeve asserted that there is an intimate connection between caring for and
caring about if good nursing is to occur. This argument distinguishes between “caring
for” as a task, such as making beds, and “caring about”, where there is an attitude of
concern and commitment” (cited by de Raeve (2002, p159). Patients in this study did not
made a distinction between the two levels of caring but clearly indicated and appreciated
the latter one. A patient commented that the nurses “/[...] felt about me...” (F-21, P1-6,
FG-2) stressing that nurses do not just care for the patient but also care about the patient
to talk in terms of de Raeve. However this did not happen instantly as the same patient

pointed out “7This did not happen from the beginning of my care...it took time [...]”. De
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Raeve (1996, p21) concluded that “Good nursing in any environment of sustained care

requires some degree of caring about patients for caring for to take place”.

Nurses’ response to patients’ need for care by clinically competent nurses.

Naive Reading

Nurses held similar perspectives to patients and advocates on the conceptualization of
“quality nursing care” as, being cared for by clinically competent nurses, and what
constituted competent nursing care. They believed that clinically competent care is not
simply the possession of technical competencies and knowledge but these should be
accompanied by other qualities such as being caring and supportive. Nurses agreed that
through competent nursing care, the patients can experience a sense of safety and trust,
Nurses emphasised the lack of specialised nurses in the field and the limited educational
opportunities provided to general nurses in relation to cancer care. They supported the
views of the patients and their advocates, and felt that any changes to improve this
aspect of the care should be focused on the MoH and the hospitals. Finally, they did not
seemed to share the fears expressed mainly by the advocates that being cared for by non-
specialised nurses, can negatively influence the nursing care provided to patients with
cancer. However, nurses with limited formal education in cancer care acknowledged
that there are limitations to the delivery of psycho-social and spiritual care to the patient

and the family.

Structural Explication' "

The structural explication of the text revealed what has already been acknowledged by
the naive reading; that quality nursing care depends on clinically competent nurses
delivering the care. Furthermore, the naive understanding of the term clinically
competent nurse was established by the structural explication. According to this, a

clinically competent nurse is considered to be a nurse who concentrates not only

! See appendix C-Table 15
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technical abilities and knowledge but also one that has the abilities to care for the patient
holistically meeting his/her psycho-social needs, offering the patient emotional support,
reassurance and comfort. Through the structural explication, the following themes were

formulated as part of the main theme:

A. Clinical competency includes more qualities than technical skills.

It was revealed through the text that the nurses related the provision of quality nursing
care with clinically competent nurses. It seems that regardless of the concept “clinically
competent nurse” referring predominately to technical/practical skills, the nurses held a
more general idea of the concept which included other qualities such as knowing the
patient, emotionally supporting him/her, and offering reassurance. “Getting to know the
patients, supporting them emotionally, learning how they behave and how you should
react {..]” (M-31, SNI1-6). Unlike technical skills which the nurses became familiar
with mainly through their experiences, they acknowledged that for these issues they
require the necessary knowledge and training which it is not offered by the MoH or the
hospitals. They value these issues greatly and asserted that, in this sense, are requirement

of clinically competent nurses as a prerequisite for quality nursing care.

B. Competency promotes the feeling of safety among patients.

The structural explication of the text supported, that caring by clinically competent
nurses promoted the feeling that patients were being cared for in a safe environment,
which in turn had the potential to promote a trusting relationship between patient and
nurse. “Everything we do and how we do it and how we behave [...] makes them feel
safe” (F-54, WMI-20). The nurse however, needs to develop his/her communication and
interpersonal skills in order to gain the patient’s trust. It is through these that the nurse
can better know and understand -the world of the patient (feelings, worries, desires), be
caring, supportive and being there for him/her. If trust is attained then it can, according
to the nurses, positively influence the quality of the nursing care. Another interesting
aspect of the care that was raised by the nurses was their belief that clinically competent

nurses have the capability to care holistically for the patient. They have the ability to
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identify the patient’s voiced or unvoiced physical, psychological and spiritual needs and

accordingly meeting these.

C. Barriers to caring by clinically competent nurses

The nurses identified the fact that there are barriers to becoming a clinically competent
nurse as they understand it to be. They considered that the training they received through
the nursing school and the programs of continuing education implemented by the
hospitals, contributed very little {o becoming clinically competent. “Our Ministry and
the hospital did not do what was necessary to staff the cancer care departments with
specialised nurses who are also trained to address the psycho-social and spiritual needs
of the patients” (M-55, WMI-17). Training 1s focused on the physical care of the patient
whilst the other aspects of the care are not given much attention, resulting in being ill-
equipped in effectively dealing with the patient’s psychological, social and spiritual
needs. They also believed that nurses should receive training in the development of their
coordination and collaboration abilities, which will facilitate them in providing holistic

care to the patients.

Comprehensive Understanding

The nurses in this study gave to the meaning of clinically competent nurse a more
general conceptualisation, compare to the one given by patients and advocates, which is
not limjted simply to the possession of technical skills. They considered that clinically
competent nurses should have those abilities to allow them to care for the patient
holistically something that at the moment they feel ill-equipped to do, emphasising the
existence of barriers to becoming clinically competent. An important barrier derives
from the nursing context in Cyprus. According to the directives from the Ministry of
Health,.nurses working in cancer care departments can be general nurses, as @ cost-
containement measure. Therefore, they need not to be specialised in the provision of
care to patients with cancer nor do they require any additional training in order to gain
the necessary knowledge and skills in becoming clinically competent. The ministry

claims that the nurses have the skills to become competent and therefore, nurses solely
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rely on their experiential knowledge to fill in the gaps in their practice. This fact holds
back the nurses from becoming clinically competent. Nurses also believed that through
specialisation, nurses can acquire the necessary qualities to effectively and holistically
care for the patient. However, as they argue in the narratives the opportunities to
specialise are extremely rare and these only begun to emerge recently. The reason for
this perhaps lies in the efforts of the Nursing Division to change the fatalistic attitude
held by the Ministry of Health i relation to cancer and the care provided to patients
with cancer. The findings from the structural explication were discussed in relation to
the specific literature, my pre-understandings, the naive understanding and the context of

this study.

Based on my pre-understanding as a general nurse, I asserted that when I referred to
clinically competent nurses I did not mean nurses that simply had some technical skills
and were technically skilful. This belief derived mainly through my nurse training
during which I learnt that a patient is not merely a “number” or a “disease”, but a
complete human being requiring his/her needs been met holistically, paying attention to
his/her physical, spiritual and psychological dimension. As anticipated, a clinical
competent nurse should encompass many other qualities in order to care for the patient.
Moreover, the terminology used to describe clinically competent nurses specifically uses

the word “clinically” which can easily be misleading. The word “clinically’**”

in Cyprus
and specifically in nursing is used to describe every nursing practice that takes place
with the patient. The word by definition is not limited to those practical skills used by
the nurse in order to meet the physical needs of the patient or any other nursing

procedure but it also incorporates the psychological, and spiritual care of the patient.

The issue, of patients with cancer being cared for by non-specialist nurses, which was
raised by the nurses in my study, has also been discussed in the literature. Two studies
have been cited to support the findings of this study. In a qualitative descriptive study by
Mohan et ai. (2005) the experiences of nurses caring for patients with cancer in non-

specialist wards in the west of Sydney were described. Data were collected using a

Y2 In Greek-klinika or Minikos-Kivika v Kinvixoc
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survey and in-depth interviews of nurses. Twenty-five surveys were returned and five
nurses volunteered to be interviewed. Mohan et al. (2005) assert that the main themes
that derived from the data analyses were: “emotional nature of care, lack of time, lack of
knowledge of cancer treatment, family support, environment not conducive to proper
care and dealing with patient’s non-acceptance of cancer diagnosis™ (p256). The nurses
in this study wished to provide quality supportive care for patients and their families but
the discouraging environment and inadequate relevant training hindered the nurses’
efforts. In the same light, Sasahara et al. (2003) conducted a survey to investigate the
difficulties encountered by nurses who have cared for terminally iil patients with cancer
at general hospitals. The respondents identified problems related to communicating with
patients and families, their knowledge and skills, treatment and informed consent,
personal issues, collaboration as a team including patients and families, environment and
system, collaboration among nurses, and near-death issues. The resrearchers concluded
that that nurses working at general hospitals have experienced a high degree of difficuity
overall while caring for the patient and acknowledged the need for further nursing

education in relation to cancer care.

Tishelman et al. (2004) explored how clinical staff reason about care provision for
patients with advanced cancer, through analysis of 20 focus group discussions conducted
with staff in three different health care facilities in two Swedish cities. The data analyses
emphasised the complexity of care giving for patients with advanced cancer. The
researchers highlighted the striking tension between care-giving ideals and limits
imposed by the realities of care giving in today’s health system. Informants discussed
“the organisation of care, different constellations of relationships between patients,
family members and professionals, and theoretical and experiential knowledge as
equally important aspects in dealing with all concrete situations in daily practice”
(p427). Finally, Tishelman et al. (2004) concluded that nurses in order to provide care
for such patients need to have the ability to provide patients with a feeling of safety and
trust, having a genuine interest in people, being sensitive, curious, empathic and

courageous as well as having a sense of humour (p426).
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Meretoja et al. (2002) in a descriptive study identified and classified indicators for
competent nursing practice and validated these in a variety of settings. The data were
collected from staff nurses, head nurses and nursing directors in an acute 1000-bed
university hospital in Finland. The data were analysed to identify generic competencies
that were applicable to all clinical working environments. The characteristics of
competent nursing practice included 23 indicators with collaboration and coordination,
as well as the holistic management of the situation and the needs of the patient being

highly recognised {p98-99).

In an interpretive phenomenology study Quinn (2003) looked at nurse’s experiences of
supporting patients with cancer in their search for meaning. The study included eleven
nurses from a medical oncology and a bone marrow transplant unit in central London.
The analyses revealed six major themes: the value of experience, understanding the

search for meaning, the value of time, the relationships involved, caring and the skills

. used by nurses, and the difficulties nurses’ experienced and the support they needed to

continue this role (p166). With the exception of the second theme, the other themes
emerged in the narratives with the nurses in my study. A characteristic example was a
comment by a female ward manager who commented that “The patient wants to see a
nurse that has a real interest in him/her” (F-54, WMI-20) which supports the claim
made by Quinn (2003) that “central to the nurses” skills was the ability to truly care for
the patient” (p169). The emphasis on their experiences as means to cope with difficult
situations was stressed by the nurses in this study also emerged in the study by Quinn
(2003). According to the researcher, the nurses continually referred to their experiences.
They also commented that what “they had learnt was not something that counld be taught
from books or from college” (Quinn 2003, p166).
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Nurses addressing patients’ religious and spiritual needs'"

Naive reading , 1

Patients and advocates stressed the need for a holistic delivered care and related the
delivery of (iuality nursing care with the satisfaction of their needs. A fundamental
aspect of this holistic approach to care, according to the informants, was the fulfilment
of their religious and spiritual needs. Patients prioritised their needs differently, with
some patients emphasising their physical needs and others emphasising their religious
" and spiritual needs indicating at the same time their preference for more individualised
care. They viewed the priest as the means by which they could continue their religious
life in the hospital through confessing, and receiving the Holy Communion. Some
inforrnants seemed to request and receive support from the priest, indicating that they
may seek emotional support not only from the nurses and family, but also from the
priests. Prayer was an important part of the spiritual norms that the Greek-Cypriots
_employed when they faced difficult challenges in their lives. For the patients with
cancer, prayer was essential‘becauigg: it offered a way to communicate with God.
Through prayer people asked for forgiveness and “negotiated” their cure with God. Tt
also served as a stress relief mechanism, through which people expressed their feelings,

worries and hopes.

Field notes: During the data collection phase and particularly the narratives I looked for
those signs that implied that the patient was a religious person. Based on the Greek-
Cypriot religious trends, a person connected with the church/religion would wear a cross
around his neck; hold a “knotted rope''*”, have the Holy Bible, Holy water, Holy oil or
religious icons by his/her bed. Moreover, religious persons tend to make the sign of the
cross quite often. or say phrases such as “thanks be”, “God help me and the whole
world”. As seen in the ethnohistoric review of Cyprus, religion and church are
synonymous with the people of Cyprus The two elements are deeply inherent in the way
the Greek- Cypnots live; including the ‘way they deal with health related issues and
particularly life ;hreatenmg illnesses such as cancer and its negative connotations.

Y3 In Greek- Qi nashlefies ikanopoioun tis thriskeftikes kai tis pnevmatikes anagkes tan asthenon- Ot
VOOT|EVTES IKAVOTOLOUY TIG BPTOKEUTIE KIR TIC TVEVROTIKEG QVEYKES TV oBEVaV.
" tn Greek — Komposchini — Kopmooyoivt
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Structural Explication''’

A. Addressing religious needs.

The informants acknowledged that the satisfaction of the patients’ religious needs is
important to the quality of the nursing care. The patients and advocates referred to
several religious rituals which they considered important for their care, however they
emphasiéed on being able to pray in private, confess, study the Holy Bible and other

118 and being able to receive the Holy Communion. “I am sure now that it

religious books
freligious care] gave me hope and optimism for the future [...] I could not find any
better words to describe quality nursing care than what the nurses did for me” (F-68, PI-
25). The narratives showed that patients had at some level their religious needs met both
by the nurse and the priest. Reliance on the nurse was focused on taking those acticns, to
facilitate the religious care being provided by the priest rather than actually providing
the care. Such actions included the arrangements for the priest to visit the patient, give
the patient privacy to pray, arrangements for the patient to have the religious reading

material he/she needs during hospitalisation and where possible take the patient to the

hospital’s chapel'!” for his/her worship.

B. Addressing spiritual needs.

The patients and the advocates did not use the word “spirituality” or “spiritual care” in
the narratives indicating perhaps a lack of understanding of the term or amalgamation of
the term in the term “religion”. However, they elaborated on issues that implied a
spirituality unrest which called for spiritual care during hospitalisation. “The priest
helped me to understand the meaning of life [...]” (M-58, P1-9). The informants seemed
to search for existential meanings within the experience of having cancer and with
reference to God. Although in this study, spirituality was usually nurtured within the
framework of a faith tradition, in the modern world it is possible to see numbers of
individuals whose spirituality is either loosely or not at all affiliated with an established

religion.

'3 See appendix C-Table 16
¢ | ives of Saints — In Greek - Biovg Ayimv
" In Cyprus every hospital has its own small chapel which the patient can visit
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C. Barriers to the presence of priest on the ward.

Through the narratives informants highlighted the fact that some nurses and ward
managers did not like the idea of a priest being present at the ward performing his
religious duties and speaking with the patients. “I get the feeling sometimes that the
nurses do not like the sight of the priest coming to the ward [...]” (F-21, PI-6). Their
aversion was expressed, according to informants, through avoidance and reluctance to
make arrangements for him to come to the ward. The patients assumed that the reasons
why there was a negative feeling for the priest derived from the belief that his presence

was a source of fear and distress for the patients which disturbed the “ward tranquillity”.

D. Holistic care that takes into consideration religious and spiritual needs.

The informants considered the need for holistic care which paid atiention to their
individual needs, an important aspéct of their care and related it with providing quality
nursing care to patients. They stressed the otherness of each patient and called for the
care to be shaped by his/her individual needs. “She fnurse] ought to know that we are
different with different needs [...]” (M-21, PI-8). Central to this issue, the informants

stressed the need for the nurses to respect and satisfy their spiritual and religious needs.

Comprehensive Understanding

The reflections of my naitve understanding, the results of the structural explication and
my pre-understanding in the light of the relevant literature such as the work done by
Meraviglia (2002) and Taylor and Mamier (2005) helped me to reach an in-depth
understanding of the meaning of quality nursing care as having the patients’ spiritual and
religious needs being met. In the literature the terms “spirituality” and “religion” have

suffered from a multiplicity of definitions often causing a level of confusion.

Religion is communal, particular and defined by boundaries. It is spirituality incarnated
at the social and cultural level. Religion takes the boundless and binds it into the
limitations of language and culture, even as it may also transform culture (Pargament

1997). Spirituality was defined by Reed (cited by Taylor and Mamier 2005, p260) as
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“the part of being human that seeks meaningfulness through intra-, inter-, and trans-
personal connection”. Taylor (2002) also defined spirituality as the “activities and ways
of being that brings spiritual quality of life, well-being and function” (p24). Spirituality
is about “the inner life or spirit of each of us as it relates to the unseen world of Spirit or
of God. 1t’s the name we give to the dimension of seeing and living that goes far beyond
the material world to deeper truths and eternal values (Harpur 1996). It is about “the
search for the sacred” (Pargament 1997). Therefore, speaking in terms of Taylor and
Mamier (2005) spirituality entails supporting one’s search for meaning, nurturing one’s
intra-, inter-, and trans-personal connectedness. Such a view of spiritual care shows
according to the researchers that it is not enough for healthcare professionals to support
their patients’ religious needs but they should also seek ways to also support them

spiritually.

The definitions expressed above coincide with the way the informants viewed spiritual
and religious care in this study. What has been revealed by the explication was that
informants often used the terms “religious” and “spirituality” interchangeably.
Comparing the results of this study with the results of other studies it was shown that
some patients expected nurses to support their spiritual and religious needs. Patients with
a religious background in this study suggested that their religious needs need to be
addressed and most importantly respected by the nurse as part of the care and support
provided to the patient to satisfy his/her spiritual quest. The results of my study were
similar to those presented by Reed (1992). This was a research study with 100 patients
with cancer which attempted to explore the ways that hospital nurses help patients in
their spiritual needs. The most frequent responses were interventions not requiring direct
nurse involvement: arranging for clergy; allowing time for prayer; providing time for
family and helping them to attend chapel. These findings however, suggest that patients
perhaps did not have a clear understanding of the meaning of spirituality and spiritual -
needs. Even though my study was not specifically aiming to investigate, in a deeper
sense, the spiritual and religious aspect of care it is shown by the results that patients
expected nurses to facilitate these needs. Simultaneously, informants acknowledged the

inability of the nurses to satisfy their religious needs, hence not expecting them to do so
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but rather supporting these needs through certain arrangements (e.g. arranging for
priest). Even so informants made demands in relation to their spiritual needs, expecting

the nurses to be involved in the satisfaction of these needs.

Meraviglia (2002) carried out a quantitative study to adapt an instrument to assess prayer
activities, experiences, and attitudes of patients with cancer using the prayer scale. A
cross-sectional correlation research design was used to study patients with cancer at 3
urban oncology and 2 radiation clinics. Results demonstrated that the patients who nsed
to pray more often than the other patients were those coming from relatively low levels
of education and functional status and high presence of metastasis at diagnosis. Prayer
however, was identified as a valuable internal resource, which can lessen the effect of
cancer. Praying has been identified by Walton and Sullivan (2004) as one of the three
main categories of spirituality along with “receiving support” and “coping with cancer”.
This grounded theory study included 11 men (ages 54-71), with prostate cancer who
were interviewed within several days following radical prostatectomy with bilateral
lymph node staging. These studies highlighted the importance patients placed on prayer
and of its positive effects on cancer. The findings of my study coincide with these
findings stressing that prayer is an important means to the rectification of their spiritual
and religious needs. Therefore, nurses are expected to facilitate the need of the patient to

pray through providing adequate time and privacy.

My pre-understanding prior to this study in relation to the connectedness of quality
nursing care with the spiritual and religious needs of the patient, existed as part of the
holistic care that patients need to receive. 1 was concerned that in the discussions the
patients would not be aware of the disparity between spiritual and religious care.
However, their references in the narratives suggested that they possessed some
knowledge in relation to these issues. Even, if the patients would not use the word
“spiritual™ | expected them to comment on aspects of the care that would implicitly refer
to issues of spirituality. Finally, 1 did not expect the informants seeking spiritual care

from nurses.
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The informants identified religious and spiritual needs which while they expected the
priest to meet, they also valued the nurses’ contribution even though it was significantly
less than that of the priests. Informants emphasised the importance of these needs being
met by the nurses as part of a holistic approach to care. Their reliance on the priest to
meet their spiritual needs again can be interpreted by the role of religion in the lives of
the Greek-Cypriots. Father Paisios, a modern saint of the Greek Orthodox Church, when
he was talking with one of his spiritual children he asserted that “Being close to God
enables us to interpret His acts in the correct way. Therefore, the fact that your child has
cancer, should be seen as a blessing for you and your child, through this affliction you
can both earn heaven— this is the deeper meaning of life”. This illustrates the fact that
Greek-Cypriots also trust their priests to facilitate the satisfaction of their spiritual needs
(Paisios 2007, p270). This finding however reflected those patients that considered
themseives to be closer to the religion and less those that were more relaxed about
religion. Therefore, it was shown by the findings that religious patients were more
willing to discuss issues in relation to their spirituality with the priest rather than the
nurse or any other member of their family. On the contrary, patients more relaxed about
religion preferred to discuss such issues with their nurses or some members of their
family. However, Taylor and Mamier (2005) assert that there is scanty empirical basis to
support this conclusion. Taylor (2003) in a small scale research study with 28 patients
and family members living with cancer found mixed results with only a small percentage
expecting nurses to provide spiritual care. However, a percentage of patients were
enthusiastic about receiving it. On the same topic two older studies concluded that
patients with cancer did not consider nurses as primary spiritual care providers. The
same studies suggested that patients preferred their spirituality been addressed by family
members, chaplains and clergy (Highfield 1992; Soderstrom and Martinson 1987). The
relatedness of holistic care to religion and spiritvality impiied by the informants in my
study has been highlighted by Papadopoulos (1999b) who in an exploration of the
literature concluded that spirituality is an inherent and important part of holistic care.
Furthermore, she asserts that it is now evident the realization that the spiritual dimension
must be included in order to achieve the “whole” in holistic care. Govier (2000) asserts

that many nurses will probably claim to have a commitment to the concept of holistic
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care, in that they will recognise the importance of considering the physical,
psychological/emotional, social, cultural and spiritual aspects of need and care.
However, the majority of the patients in this study felt that their religious and spiritual
needs were overlooked and most of the times delegated to the priest. However,
spirituality is according to Papadopoulos (1999b) too critical to be left to the priest,
therefore, underlining the significance of the contribution which nurses and other health
professionals could and should be making. Neuberger (1998) suggests that health
professionals should assume a more active role in the spiritual care of the patient

through the lead, training and support that priests can provide them with.

Anderson et al. (1994) assert that holistic care considers the physical, emotional, social,
economic, and spiritual needs of the person. Researchers’ interest in the connections
between mind and body coincides with increasing interest in the holistic view of health
care, in which emotional and spiritual needs are considered inextricable from physical
and psychological needs (Clark et al. 2003; Damasio 1999). This perspective reinforces
the findings from this study that informants desire their needs to be addressed

holistically even if they did not use this particular term to express their desire.

Cleary and McNeil (1988) performed a review of the theoretical and empirical work on
patient satisfaction with the care delivered. The most consistent finding of this study was
that the characteristics of providers (i.e. nurses and physicians) and organisations (i.e.
hospital) can result in more “personal” care which is associated with higher levels of
satisfaction. “Personal” care for these patients meant that their individual needs were
addressed by the nursing and medical staff based on their uniqueness as part of a holistic
approach. The findings of my study echoed the findings of Cleary and McNeil (1988) in
relation to the satisfaction of the spiritual and religious needs of the patients as a means
for providing quality nursing care. It also highlighted the importance that informants
placed on respecting their individuality. In the same light the model of quality
introduced by Donabedian (1988) stresses the need to address patients’ needs, which are
represented by the second level of the model named the Process. Process is the content

of care and measures what happens as care is sought, designed and provided. According
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to Kirking and Pharm (1996) the model posits a progression: structural characteristics
influence the process of care and hence its quality. Similarly, changes in the process of
care influence the effect of that care on the outcome of health status. If this causal link is
accepted then the model can serve as an advocator for the findings of my study that

needs satisfaction can lead to patient satisfaction with the care delivered.

Nurses response to the patients’ needs for religious and spiritual care

Naive Reading

Nurses responding to the patients’ needs for spiritual and religious care believed that
these should not constitute part of the nursing care they provide. Justifying their
response the majority of the nurses felt that they were unable to meet their patients’
. spiritual and religious needs due to the fact that their preparation was inadequate; to the
extent in many cases this was non-existent. Elaborating on this issue, they revealed that
the training they received in the nursing school or the continuing education programs
they participated in periodically did not include the spiritual and religious aspect of the
patient care. As a result of the absence of nursing competencies in the delivery of such
care, a discrepancy existed between their assessment of patients’ needs and the

individual patients’ actual needs.

Field notes: When the nurses responded to the patients’ and advocates’ views on this
i1ssue, 1 got the feeling from their attitude and non-verbal communication that they
underestimated the importance of the patients’ religious and spiritual needs. They felt
that the patients’ physical needs were the most important and assumed that the patients
felt the same way.

Structural Explication''®

A. Nurses '’ beliefs on spirituality.

Nurses did not acknowledge the spiritual and religious needs as being part of the nursing
care that nurses should offer to patients. “/ do not believe that this aspect of the care

[meaning spiritual and religious care] is or should be a part of our job” (F-50, WMI-

15 See appendix C-Table t7
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16). Nurses held the belief that caring for the patient should be focused on his/her
physical needs. As a result the spiritual and religious needs of the patients are devalued
by the nurses and in most cases left not assessed and unattended. Because of these
beliefs, when and where the spiritual and religious needs of the patient are identified by
the nurse, meeting them is left to the priests who aré considered some kind of “spiritual
specialists” who are better prepared and trained to meet these needs according to the

nurses’ perspectives.

B. Nurses conceptualisation of spirituality.

Nurses seemed to hold specific interpretations in relation to the meanings of spiritual
care. In the narratives the nurses used the term “spirituality” instead of the term
“religious™ therefore it seemed that the two terms were synonyms and are used
interchangeably. “Spiritual Care...? If you are referring to issues related to the religion
[..]7 (M-39, WMI-11). When asked to clarify the meanings that they attributed to the
term, they reported religious rather than spiritual aspects of the care. This belief serves
as an explanation as to why they relied on the priest to deliver this kind of care, and why
they felt that this care should not be provided by them. The interventions identified by
the nurses were in proportion to their understanding of the term “spirituality”. They
believed that their responsibility for spiritual and religious caring should only be limited
to arrangements that will facilitate the satisfaction of these needs, by inviting for
example the priest or any other spiritual person to talk to the patient, instead of them

providing the spiritual care.

C. Restrains for spiritual and religious care.

A number of barriers were identified which impeded the spiritual and religious caring of
the patient. A major barrier was the domination of the bio-medical model in clinical
practice. “We are lucky if we can meet the ‘more’ important needs [meaning physical] of
the patients” (F-25, SNI-2). Since nurses applied the principles of this model in practise
they mainly focused on assessing and addressing the patient’s physical needs and not
his/her spiritual and religious needs. Those nurses that received some kind of additional

training for caring for patients with cancer were aware of these needs and included them
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in the nursing care plan. However, the nursing interventions were often not structural
and depended on the nurse. Another barrier that was identified was the lack of adequate
education on spiritual and religious issues. This was probably the reason why nurses
held the belief that spirituality refers only to religion and religious issues. It may have
also served as a justification for not considering the satisfaction of these needs being part
of the nursing care and therefore not assuming this role but instead referring the patient
to the priest. Finally, nurses claimed that due to their heavy workload and poorly staffing

levels in the cancer care departments, there was not enough time to address these needs.

Comprehensive Understanding

The majority of the nurses expressed the view that spiritual care is not and should not be
part of their job, an attitude which threatens holistic caring. This belief is not something
uncommon in the literature (Sawatzky and Pesut 2005; Kuuppelomaki 2001; Greenstreet
1999). However, a small number of nurses believed that the patient needs to be cared for
holistically and that this care includes the satisfaction of the patient’s spiritual and
religious needs. The idea of holistic care has been established in the literature and
researchers such as McSherry (2000) and O’Brien (1998) assert that the claim that
nurses should take account of aspects of spirituality derives from a holistic perspective

on human functioning.

Narayanasamy (2007) asserts that spirituality forms part of a holistic perspective,
meaning that a human being consists of body, mind and spirit and that these dimensions
are interconnected and interdependent. Therefore, these researchers and many more
consider spirituality, as an integral part of the nursing domain (Van Leeuwen et al. 2006;
Taylor 2002b). The rejection of the belief held by many Greek-Cypriot nurses also came
from internationa! nursing associations such as the ICN. The ICN Code of Ethics states:
“In providing care the nurse promotes an environment in which the human rights,
values, customs and spiritual beliefs of the individual, family, and community are
respected” (ICN 2000, p2). Yet for various reasons, most nurses often miss opportunities

to provide the spiritual component of holistic care. However, generalisations should
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again be avoided as there were examples of nurses actually supporting the spiritual and

religious needs of their patients.

In my study I came to the conclusion that the nurses that were religious and shared the
religious persuasion of their patient were more able to acknowledge the importance of
this aspect of the care and act upon it. “Yes I would say that I am a religious person, |
mean | believe in God, go 10 church every Sunday, fast when I have to, and take the Holy
Communion. I understand the patients that are religious wanting to continue their duties
while in hospital [...] (F-50, WMI-13). Another nurse asserted that “Caring for the
patient’s spiritual and religious needs is a necessary as part of the holistic caring, 1
admit that I have many duties and many patients to care for during my shift, but
whenever I can or whenever the patient needs to have these needs met | will do my best
to support him/her” (F-31, SNI-7). Therefore, these nurses in their clinical practice
supported their patients in their religious duties. They took the initiative to call the priest
to visit some of the patients on the ward and even tock the patients to attend the church
at the hospital’s chapel. These nurses also appeared comfortable to discuss with the

patients issues around cancer and death and of course about the real meaning of life.

Nurses are overwhelmed from doing so many physical things for the patients during the
shifis that rarely any time or energy is left to address other needs including spiritual
needs. These findings coincide with a recent qualitative study by Van Leeuwen et al.
(2006) who aimed to gain insight into the spiritual aspects of nursing care. The sample
was made up of the specialist fields of oncology, cardiology and neurology and divided
into groups of patients, nurses and hospital chaplains. The study identified several
barriers and facilitators reported both by patients and nurses in addressing the spiritual
dimension of the person in the care. Explicitly, “patients saw that nurses were busy and
understood that they had little time and attention for a conversation™ (Van Leeuwen et
al. (2006, p882). Similarly the nurses acknowledged that time is an issue that potentially
influences the provision of spiritual care to the patients. Nurses claimed that it is a
matter of having to set the right priorities implying that spiritual care is perhaps not been

considered as a priority of the care. Van Leeuwen et al. (2006, p882) assert that “time”
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was used by the nurses as an avoidance mechanism and this was expressed simply as a
lack of time, however what they really meant was that they did not feel like talking. The
dominance of medical-technical aspects that cause tensions between cure and care was
also identified as a potential barrier to the provision of spiritual care, an aspect which
has also been highlighted in my study. Explicitly, nurses asserted that this model mainly
focuses on the physical and technical aspect of the care resulting in the other aspects of

the care not being given adequate attention.

Those nurses and ward managers that recogmsed that spiritual care was part of a holistic
approach to nursing care, claimed that their nurse training has offered them very little to
prepare them for this challenge. They believed that changes need to be introduced in the
nursing curricula so that emphasis is given to holistic care which includes spirituality.
For those nurses that work in cancer care departments this kind of education needs to be
continuous and consistent. Lemmer (2002) in a survey with 130 randomly selected
baccalaureate nursing programs explored how the spiritual dimension of nursing care
currently is being taught. The findings indicate that these programs recognised the
spiritual dimension of care as a component that should be included in preparing students
for their professional roles. This is evident in the widely reported inclusion of the
spiritual dimension in program philosophies and in curricula across all program types. In
addition, program attitudes reflect agreement that holistic nursing care includes the
spiritual dimension and that spiritual care can be taught. Viewing care recipients
holistically provides according to Lemmer (2002) an avenue for teaching nurses and
student nurses to assess and meet patients’ spiritual needs. Similarly, “recognition of
spirituality as a component of culture offers guidelines for addressing spirituality within
a framework that respects diversity of beliefs and values” (Lemmer 2002, p487).
However, this implies a potential risk, which can be summarised in limiting one’s
understanding of spirituality and in failing to recognise a broader view of components of
spirituality. These components may include one’s search for answers to questions about
the meaning and purpose of life, one’s search for forgiveness, giving and receiving love
and maintaining relationships and connectedness with self, others and a higher power
(Reed 1992; Emblen 1992).
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Despite that the research literature highlights the existence of other components of
spirituality as perceived by the patient and nurses, my study emphasised the fact that the
informants viewed spirituality mainly as been connected to religious issues. Based on
McSherry et al. (2004) classification of the different meanings of the concept of
spirituality, the Greek-Cypriots appear at one extreme to support a strictly religious
meaning and at the other extreme a strictly humanistic, existential meaning. This
multidimensional approach is not only a result of philosophical analysis, but can also be
concluded from empirical evidence (Johnston Taylor 2005; Flanelly et al. 2002).
Flanelly et al. (cited by Van Leeuwen et al. 2006, p876) “implicitly emphasised that the
multidimensional approach of spirituality, by holding that a strictly religious
interpretation of spirtuality is problematic for an adequate assessment of the spintual
needs of, particularly, non-religious patients”. Perhaps the manifestation of spirituality
through religion can be explained by the ethnohistoric background of the Greek-Cypriots
which revealed that religion and religious issues occupy a significant space in their lives.
However, it was shown by this study that some of the nurses were not particularly
religious (did not practice religion regularly) and as a result they found it difficult to
assess and address the spiritual dimension of their patients’ needs. However, according
to the informants’ narratives the problem seemed to be more obvious when they had to
care for patients that were strict religious persons who ascribed a religious dimension to
spirituality and failed (intentionally or not) to understand spirituality outside the beliefs
of the Greek-Orthodox faith. The endistancement of not religious nurses from religion
and church prevents them from understanding the connection between religion and
spirituality. As a result they asserted that it can sometimes be difficult and burdensome
not being able to grasp the meaning of spintuality and the ways that the patient’s
spiritual needs can be addressed. The findings however, do not imply that only religious
nurses can provide this kind of care. The fact that some nurses and patients were not
particularly connected to religion comes as a venfication of a changing culture in Cyprus

where more and more people are not adhering to religion to the same extent.
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The strong influence of these cultural elements supports the findings by Baldacchino
(2006) who argued that, although the spiritual dimension might be concealed, patients’
spiritual needs should be given attention, which should be manifested through nursing
care behaviours. This may be influenced by culture, which is according to Walker et al.
(1995, p49) “a potent force in shaping beliefs, moderating behaviours and giving

meaning to experiences”.

In the literature it is evident that it is the nurse’s responsibility to assess and address
these important needs of the patients during hospitalisation. One of the primary aims of
the nurses needs to be the continuation of the patient’s spiritual and religious life while
in the hospital. However, an issue that arosed from the explication was whether the
nurses in Cyprus received, during their basic training enough information and acquired
relevant skills which would allow them to effectively assess and address the patients’
spiritual needs. These claims made by the nurses were not supported by other empirical
studies in Cyprus. In the international literature Piles (1990) stressed the need for
spiritual care content in basic nursing programs. According to Pile the “level of practice
of spiritual care is positively related to the degree of educational exposure in the nurse’s
basic program” (Piles 1990, p38). This study revealed that 96.5% of the nurses sampled
(n=176) believed that holistic care included spiritual care, but that 65.9% feh
inadequately prepared to perform spiritual care skills. A descriptive exploratory study by
Baldacchino (2006) investigated nurses’ competencies in the delivery of spiritual care to
patients with myocardial infarction. Data were collected by means of an open-ended
questionnaire on qualified nurses (n=77) followed by an in-depth interview on a
stratified random sample (n=17) of nurses from the same respondents. The study
demonstrated the complexity of spiritual care, and the researcher emphasised that the
nurses are required “to increase their awareness of the uniqueness of each individual
patient with regard to the connection between mind, body and spirit; the assessment of
the spiritual status of patients during disease and the implementation of holistic care as
recommended by the Nursing Code of Ethics’” (p894). In an earlier qualitative study by
Schnorr (1988) involving 46 nurses recognised by health care providers and care

recipients as providing spiritual nursing care. She found that most of the nurses reported
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minimal preparation as best from undergraduate nursing programs (Schnorr 1988, p133).
Stmilarly, Narayanasamy (1993) in a study of British nurses found that the nurses
sampled believed patients had spiritual needs, but the majority (66.6%) believed
patients’ spiritual needs were either poorly met or not met at all. The need for more
education in relation to spiritual issues was recognised by the majority of the nurses
(>60%). In a study involving 208 nurses a significant number of which were oncology
nurses, Sellers and Haag (1998) reported that the primary sources of nurses’ knowledge
about spirituality and spiritual interventions were clinical experiences and continuing
education. Not surprisingly, only 15% of the nurses participated reported that basic
nursing education Was the primary source of learning about this aspect of nursing care

(Sellers and Haag 1998, p338).

Being cared for in a nursing environment which premeotes shared decision-

making”’

Naive reading

The patients and their advocates referred to the meaning of quality of care as an ability
to participate and in some way manage their own care. They stressed their inability to
participate in decisions relating to their health care. However, they asserted that the
nurses similarly did not give them the opportunity to participate in those specific aspects
of the care that were a nursing duty. The nurses not only gave the patient no options
concerning his'her nursing care but at the same time they seem to condemn the
knowledge and appraisal of their patients instead of respecting and integrating them in

their care.

The Greek-Cypriot culture is very specific when 1t comes to making decisions.
Therefore, it encourages individuals to express the reasons for supporting or rejecting

something. 1n the same way for the health care issues patients expected the health care

"9 In Greek — Parachi frantidas mesa se ena nosileflike perivallon pou na praagei tin apo kainau lipsi
apafaseon — Mapoyn] povtidag pEca ot £va vooTAeuTind repfidilov =ov va Ipodyet ™V an6 Kowod
Ly CooQasEnY
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professionals including nurses to do the same (e.g. rejecting a treatment option, doing
the bath at 8am in the morning instead of the afternoon). However, sometimes there
appears to be a tension between this belief and their reverence for authonity. As
discussed earlier in this chapter, gender related issues as well as the image that the
public holds for their professional carers contributed to a reverence for the authority

which they find difficult to chalienge.

Patients claimed that their inability to participate in such decisions was based on the
provision of insufficient information from the medical and nursing staff, the staff’s
attitude and finally the nature of the hospital policy that did not promote SDM (shared
decision-making). Patients’ advocates recognised this problem and offered a possible
solution. They asserted that taking an active role in the process of SDM requires the law,
government policy and the governing bodies of the nursing and medical profession to
move from paternalism in the direction of informed choice. Participation needs to be

introduced and established both by brave legal decisions and attitude change.

Structural Explication’?’

The patients and their advocates reported SDM as an important aspect of their own
health care which they consider an indicator of the quality of nursing care. Through the

structural explication the following themes were formulated as part of the main theme:

A. Barriers to patient involvement in shared decision-making.

Informants identified the ability to participate in their own care as an integral constituent
of the quality of nursing care. They believe that they have the right to participate in the
SDM process and opportunities should be given to them both by the physicians and the
nurses to do so. There is growing consensus that patients ought to be more involved in
their own care. “[...] is all about choices to be made in collaboration with your
professional carers” (M-44, PI-18). This agreement stems from political ideas, ethical
thinking, and research in health care. With the introduction of the NHIS in Cyprus, the

patient’s position is moving towards being a customer; evidence is an increasing degree

120 See appendix C-Table 18
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of personal choice and personal rights, care guarantee, and a right to self-determination
(Polyneikis 2006). However, patients acknowledged that although they desired to
actively participate in aspects of their care they were deprived this opportunity. “No {
was not given the apportunity ta participate in decision-making even though I wanted
to” (F-58, PI-23). The réasons 1 identified in the narratives are assumptions made by the
patients, based on their interactions with physicians and nurses and mainly based on the
response they received when they expressed the wish to decide for themselves for
specific issues conceming their care. They believe that this aspect negatively influenced
their care and specifically the way they viewed the quality of the nursing care they
received. “fNot participating in decision-making] is for me a negative aspect not only
Jor the nursing care but for my health care in general” (M-44, P1-18). Patients when
they are admitted for treatment often feel solely dependant on other people. Professional
carers make all the decisions about them for them,; this is a cruel feeling that often makes
people feeling useless and powerless. The narratives highlighted that the issue of power
and empowerment seem to be related to the provision of appropriate information to the
patient so that he/she can acquired the knowledge and he/she can understood the options
he/she has to choose from. Due to the absence of a healthy information exchange, which
perhaps raises issues of bad communication between formal health care professionals
and their patients, the patients’ valuable knowledge and appraisals are left unexploited.
Instead, sometimes health care professionals including nurses demonstrated
condescending behaviours towards the patients and their families, something that the

patients felt disappointed with and commented negatively about.
B. Nurses’ and physicians’ hegemonic attitudes.

Informants assert that nurses’ and the physicians’ attitudes are the main barriers when it
comes to their ability to participate in their own care decisions. “f...] the mentality of the
staff [physicians and nurses] is so hard-headed [...]” (F-58, P1-20). Informants suggest
that nurses and physicians have the belief that they should determine the care and
treatments that the patient needs and that, they should have complete control of the

situation. “Is a deeper thing, is about the impression that the physician and the nurse
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know best [..]” (M-42, PI-10). Informants also indicated that perhaps health care
professionals want to avoid having their power challenged by patients. Participation is
linked to power and empowerment. Power is seen by health care professionals as
extrapersonal, indicating that an increase in one’s power must be balanced with a
decrease in someone else’s power. This stereotype thinking of healthcare professionals
also extends to the way they deal with the patient. They do not have faith in the patients
being capable to take an active role in health related decisions. However, health care
professionals including nurses may be overlooking an important fact; that in Cyprus the
patients are becoming more and more educated, informed and vigorously participating in
associations protecting and promoting their right to participate in the decisions about

their care.

Field Notes: During the narratives | had the chance to spend plenty of time with the
patients and the health care professionals. | observed that nurses and physicians tend to
behave differently towards younger rather than older patients. Younger patients seem to
be receiving more information in comparison to older patients, and are given more
opportunities to ask for clarifications in relation to their treatments, tests and care. There
arc two possible interpretations to this fact, Firstly, the younger patients possibly asked
more questions of the health care professionals and express more vigorously an interest
to be involved in decision-making. Alternatively, health care professionals estimated the
preference for SDM presumably on the basis of the patients’ age assuming that older
patient often lack decision-making capacity.

C. Lack of policy to promote SDM.

Patients’ advocates being more aware of policy and legal issues concerning the care,
they focused their responses in highlighting the lack of relevant policy to introduce and

i

promote SDM in clinical practice. “f...] there is not a policy that regulates the
involvement of patients in the decision-making process [...] patients’ influence in these
decisions is usually minimal to none” (FG with PA). As a result they believe that health
care professionals and especially nurses and physicians often “hide” behind this lack of
involvement and, do nothing to empower the patients to take a more active role in their
health. However, it should not be concluded that they may not be familiar with SDM and

what this process entails. As a result nurses seemed to overlook an important aspect of
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SDM; that it can promote patients’ outcomes and improve patients’ adherence and

prudence.
D. Cultural issues

An issue which paticnts and their advocates identified in the narratives and which was
seen as a barrier to the promotion of SDM in clinical practice, derived from the cultural
background of the Greek-Cypriots. Informants referred to the beliefs and values that
people hold in relation to health professionals and especially physicians and nurses. “The
icon of the health care professionals as Gods” (FG with PA). As was already discussed
in the chapter 4, health professionals are perceived by the people as being something like
“Gods”, and the professionals themselves have an attitude which somewhat matches
patients’ beliefs. Based on these beliefs it is therefore acceptable for health professionals
to assume the control of the patients’ treatment and care, without him/her being an active
informant in the whole process and without his/her desires really been raised or being
addressed. Nowadays however, the people of Cyprus are gaining more education and
becoming more aware of many aspects concerning their health, which is slowly

contributing to the people challenging this cultural attitude.

Comprehensive Understanding

In order to reach to a comprehensive understanding of the narratives, 1 have reflected on
the naive understanding, the structural explication, and my pre-understandings as well as
the context of the study, the research questions and the literature such as the work of
Cox et al. (2006), Sainio and Lauri (2003) and Tattersall and Ellis (1998). According to
the literature, patient participation in decision-making has produced many debates
among health care professionals. “Shared decision-making, in which patients aﬁd health
professionals join in both the process of decision-making and ownership of the decision
made”, is attracting according to Coulter et al. (1999, p318) considerable interest as a
means by which patients’ preferences can be incorporated into clinical decisions.

Sowden et al. (2001) assert that the SDM model is not only desired by patients and is
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also being advocated as a way of promoting clinical effectiveness and more appropriate

use of resources.

According to my pre-understanding, 1 did not expect the majority of patients to wish to
participate in SDM processes, or even sharing the responsibility of their choices with
their health care professionals. This pre-understanding was formulated having in mind
the collective nature of the Greek-Cypriot society, which becomes more noticeable
especially for older patients, since it is usual that in these cases, for decisions to be taken
collectively by the family instead of the patient himself/herself. My pre-understanding
was not formulated once and for all in relation this collectivist nature of the Greek-
Cypriot society. The fact that culture 1s dynamic and can constantly change and adapt
oneself to the changing circumstances was kept in mind. However, the observation of
the patients and their families that participated in this study reinforced my initial pre-
understanding of how these families functioned in relation to decision-making.
Furthermore, the desire for more information in relation to health issues should not be
associated with a desire for participation. 1 did not expect patients wanting to assume the
control for their decisions. There are two main reasons for this. Firstly, 1 believe that due
to the confidence that people attributed to their professional carers over time, they trust
that the decisions they make wil! be in their best interest. Moreover, people are reluctant
to challenge professional carers on their decisions, fearing that a possible conflict might
lead to reprisals, even if this is just an assumption and a fear that only exists in the
patients’ mind. Secondly, people feel that they do not have the expertise, knowledge and
confidence to assume the responsibility for their decisions and prefer professional carers

to decide on their behalf,

My pre-understanding thoughts were also raised in the literature. Cox at al. (2006) assert
that even though nurses and other healthcare professionals need to sufficiently inform
their patient in order to promote their participation in decision-making, it should not be
assumed that this is the patients’ preference. As this aspect of the care was highlighted
by the results of my study, the need for constant assessement of the patients’ willingness

to participate in decision-making processes emerged as an issue. This is also supported
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by Cox ar al. (2006, p264) who also assert that the patient’s preference for the degree of
involvement in decision-making can be affected by various factors such as age and
gender. These two factors are well documented in the literature (Salkeld et al. 2004,
Pinquart and Duberstein 2004; Iconomou et al. 2002; Jenkins et al. 2001). According to
these studies it appears that older patients with cancer prefer to receive less information
about their illness and treatment preferring this way a more passive role. This is partly

explained by the age-associated cognitive decline (Pinquart and Duberstein 2004, p69).

In my study, as 1 have emphasised earlier in my field notes, healthcare professionals
including nurses appeared to have a different attitude in relation to the provision of
information and participation in decision-making processes between the relatively young
(aged 21-30) and the older patients (aged 42-58). This was reflected in the narratives
where the lack of opportunities to participate in decision-making was raised by the
relatively older patients. For the younger patients this issue did not seem to concern
them and instead they focused in other attributes of quality nursing care such as “being
with their family”. A male patient, aged 21, asserted “The staff (referring to physicians
and nurses) is very cooperative in this department, they kept me informed from the first
minute of my admission...they explain everything to me and my family [...[’. On the
same issue a female patient, aged 30, asserted that “Sometimes it is difficult to decide by
myself, I feel safer if they...if we make the decisions together (meaning with healthcare
professionals) ... but [ am happy with the way they try to get me involved”. As far as the
oldest patients (aged 59-68) that participated in this study, it was shown from the
narratives and the focus groups that their majority did not express the desire to
participate in the decisions in relation to their health. This finding comes as a
confirmation of the ethnohistoric background of the Greek-Cypriots and its influence on
the people of Cyprus. These patients are aware that their family will take care of them as
they have probably done in the past and therefore, they do have to worry for issues
pertaining to their health. The patient knows that any information can be given to his/her
family and when decisions need to be taken then the patient can rely on his/her family to

take the best possible decisions on his/her behalf.
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In relation to the effect of gender on patients’ preference to receive information and
participate in decision-making processes, the literature is contradicting. Whilst other
studies show that men are more whilling to take an active role in their care, other studies
show otherwise (Hagerty et- al. 2005; Jenkins et al. 2001}. According to Butow et al.
(cited by Cox et al. 2006} the change in status of disease can also consist of a factor that
influences participation in decision-making. Moreover, Beaver et al. (1999, p266)
carried out an exploratory study to examine decision-making role preferences and
information needs for a sample of people with colorectal cancer. The work replicated a
larger study carried out for women with breast cancer (n=150). The study concluded that
the majority of patients with colorectal cancer (78%) preferred a passive role compared
to 52% of breast patients with cancer. The results of my study do not seem to verify the
findings, suggesting that change in status of disease can affect the patient’s participation
in decision-making. However, the results that suggest that the gender of the patient can
influence patient participation in decision-making seem to be verified. In the specific
context of Cyprus, it seems that the gender can negatively influence the patient’s
participation in decision-making. Explicitly the women that participated in this study
appeared more reluctant to participate in decisions that pertained to their health in
comparison to the male patients. The reason perhaps lies in the status of the women in
Cyprus, which 1 have already discussed in chapter 4. Most physicians and an increasing
number of nurses in Cyprus are men and therefore, women find it difficult to challenge

the decisions taken by men especially women of the third age.

The patients and their advocates expressed the belief that nursing care and specifically
its quality is influenced by the ability patients have to participate in their own health care
decisions. They believe that this can be achieved through the provision of opportunities
to participate and the provision of choices, and empowerment'?'. In the narratives the
informants did not use the word “empowerment” but instead they used synonyms of the
word “power”, indicating perhaps their unfamiliarity with the term. However, in Greek

the two words have simtlar meaning. The word “power” which can be translated n

' Empowerment - in Greek- evuvaumon.
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Greek as “dovaun” (denami) or “woxd¢” (iches) mean to have power; therefore having

synonym meaning to the word empowerment.

The fact that the patients expected the nurses (and physicians) to give them the power to
participating in SDM processes coincides with the literature which supports that a
patient must be an active informant in his’her empowerment, indicating that nurses can
facilitate and support patient’s empowerment (Laverack 2005). The active role that the
patient should be engaged too, has been stressed by Kuokkanen and Leino-Kiipi (2000)
who assert that empowerment is an individual process in which the person is interacting
with the environment pursuing impact on his’her life. The responsibility to invite
patients to actively participate in decision-making in nursing lies with the nurse. This is
so according to Kuokkanen and Leino-Kilpi (2000) because the patient is in a
subordinate position and can not be expected to take the lead. Patients’ experiences in
relation to health issues should be valued as evidence contributing to the decision-
~making process and, that partnership with health care professionals is important
(Rycroft-Malone et al. 2004a). Contrary to this prerequisite of SDM, informants in my
study repeatedly stressed that their experiences and knowledge in relation to health
issues have not been valued by the nurses, nor have been used to promote participation;
instead patients were often treaded with contempt. “/ told her that for me this medication
is not effective and asked her the reason for giving me a different one [...] I was
disappointed because she ignored me” (F-58, PI-23). The idea of God like power of the
physicians which extends to include the nurses might serve as an explanation to some of
the behaviours demonstrated by the nurses. In clinical practice nurses often use the
physician’s instructions to strengthen their position in their relationship with the
patients. “She said to me “because this one is better for you and the physician
prescribed this one” (F-58, P1-23). However, it may also be the case that nurses behave
in such a way in order to conceal their own lack of knowledge or avoid engendering
conflict with the patient. Therefore it appears that a prerequisite for decision-making is
the relationships between patients and health care professionals. Particularly, it appears
that the issue is the balance of power and control. Instead of having a paternalistic

approach to the patient and professional carer relationships, it is more facilitating to
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SDM if the relationship is open and equal so that patients have the opportunity to
express desires, concerns, information needs and willingness and opportunities to
participate in their care (Sainio et al. 2001). Further, there is a need for a context
receptive to change, addressing power and authority processes, and with appropriate and

transparent decision-making processes (Rycroft-Malone et al. 2004b).

Since the patients and their advocates raised the issue of participation in the decisions
concerning their health care, 1 felt that there should be a clarification of what exact
interpretations the patients and their advocates attributed to the term. The informants
identified key characteristics of SDM which confirmed the research findings from other
studies that preceded this one (Lemonidou et al. 2003; Coulter 2002; Charles et al.
1699). The concept of SDM, as understood by patients’ and advocates’, was experienced
as being informed, being able to have choices and maintaining a sense of control.
Moreover, the informants asserted that at least two informants -carer and patient- be
involved in the SDM, that both parties share information, that both parties take steps to
build a consensus about the preferred treatment or care, and that an agreement is reached

on the treatment/care to implement.

Patients with cancer related the inability to participate in the decision-making process
with poor information giving, lack of relevant policy and the staff’s attitude. Moreover,
the fact that patients feel that the lack of appropriate and sufficient information, is the
main reason for making them powerless in the decision-making process, has been
reported by Sainio and Lauri (2003). They performed a study in order to identify, to
what extent patients with cancer participate in decision-making and, to what extent
background characteristics, information obtained and relationships with staff, explain the
extent of patients’ participation in decision-making. Data were collected with a
structured questionnaire and qualitative interviews. With regard to decision-making
about nursing care, patients wanted to participate in decisions about activities of daily
living rather than those about technical issues such as choice of treatment (p254). They
concluded that it is necessary to make it easier for patients to participate in decision-

making; this can be achieved by informing patients more about such opportunities and
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by encouraging them to participate. Sainio and Lauri (2003) assert that the better
informed the respondents were, the more they took part in decision-making (p258).
These findings appear to support the findings of my study which suggest that patients
with cancer want to participate in decision-making and acknowledge the provision of
information as an important vehicle to achieve this. The response by a male patient, 44,
who said that “If I had more information I would be able to be involved in the decision —
making process” summarises their willingness to participate and the need for more
information to enable them to do so. Tattersall and Ellis (1998) also stressed the
importance of providing adequate information as a basic prerequisite of patient
involvement. Informants of a cross sectional survey of 250 Scottish patients with cancer
by Meredith ¢t al. (cited by Tattersall and Ellis 1998) highlighted the need for
information about their chances of cure and about side effects of treatment as a high
priority. The close link between the provision of information and the ability of the
patient to participate in SDM highlighted by Tattersall and Ellis (1998) has also been

siressed by both the patients and their advocates in my study.

The question of what information is appropriate and adequate for the patients in my
study; depended first and foremost on patients’ own perceptions. Therefore patients’
information priorities varied. However, as a general principle patients required detailed
explanations about the condition and its likely outcomes with different treatment
alternatives, medicine indications and side-effects, test results, diagnostic tests to be
taken. These findings correspond with the relevant literature that patient’s preferences
determine what kind of information should be provided (Coulter et al. 1999; Entwistle et
al. 1998).

Nurses’ response to being cared for in a nursiog environment which promeotes
shared decision-making

Naive Reading

Nurses were invited to respond to the views expressed, by the patients and their

advocates, in relation to the development of a nursing environment that would promote
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SDM as an aspect of the concept of quality nursing care. A naive understanding was

formulated of the nurses’ response to this main theme as follows:

Nurses acknowledged that patient participation in the nursing care through SDM is a
part of its quality and agreed with the patients who suggested the existence of such
connection. However, nurses acknowledged that the patients were not given
opportunitics to participate in SDM processes in relation to their nursing (or medical)
care. Nurses identified attitude, training, time constraints and policy issues as the
barriers for empowering patients through the promotion of SDM in clinical practice.
Finally, the nurses commented on those cases where the patients for various reasons did
not wish to be involved in SDM, or to assume responsibility for decisions concerning

their health.

Field Notes: During the narratives I noticed a disappointing mood on behalf of the
nurses when expressing their perspectives on this issue. Although I avoided making any
specific comments on my observations, soon [ realised that the nurses felt as if they were
trapped in an unpleasant situation. They wanted to empower the patients by involving
them in the care but felt powerless to do so. Presumably they felt this way because of
their limited power to influence clinical practice and their limited training and skills to
include patients in decisions.

Structural lilxp_nlic:gltion122

Through the narratives the nurses expressed their belief that “quality nursing care”
relates to the empowerment of patients through increased participation and specifically
SDM. The majority of the nurses supported the findings from the patients and advocates
narratives with provisos, highlighting the importance and need for patients to take a
more active role in their own health care. However, the nurses identified barriers and
facilitators for achieving increased participation of patients in terms of the nursing care

delivered to them.

A. Involving patients in SDM based on patient’s preferences.

What has been acknowledged by this study, is whether the nurses have made accurate

estimations on the patients’ real preferences on assuming or not, a more active role in

'2 See appendix C-Table 19
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their care. “What happens if the patient does not want to participate in such decisions?
[..]7 (M-27, SN1-3). The narratives show that nurses in practice, tended to overestimate
the willingness of their younger patients to participate in SDM strategies and
concurrently underestimated their older (chronological) patients desire to participate in
such strategies. It seems that their assumptions were based on their cultural values. As
was discussed earlier the collective nature of the Greek-Cypriot society, according to
which decisions for elderly patients are taken collectively; that is, the family, decides on
the care and treatment options for their parents. Therefore, in such cases the patient is
not given the chance to assume active role in his/her care, instead a member of the
family assumes this role on his/her behalf. In more traditional families this “rule” may
also apply to young adults. Other factors that seemed to influence the desire for an active
involvement in the care were the gender and the educational background of the patients.
Nurses claimed that male, young and more educated patients were more likely to want to
participate, rather than women and patients with lower or no education. In any case, it is
the responsibility of the nurse not to assume what the preferences of the patient are, but
to actually identify these through effective communication. An active role in care
should not be compulsory for the patient; it should be based on his/her preferences,

which the nurse is bounded to respect.
B. Nurses attitudes towards SDM

Barriers and facilitators for the implementation of SDM in practice have been reported
by the nurses, these were clustered under the category “nurses attitude”. Many nurses
probably think they already are doing a good job of educating patients and involving
them in decision-making, despite some growing evidence to the contrary. “Physicians
and nurses hold a certain view that they “know” what is best for the patient and want to
have complete control” (F-22, SNI-1). A few nurses seem to prefer a mare paternalistic
role which they are used to and genuinely feel that such an approach is better for their
patients. The motivation of the nurses to put SDM in practice was identified as a
facilitator whilst the potential threat that SDM will have on the nurses’ professional
autonomy was perceived as a barrier to its implementation. Further, to this perceived

risk, the belief that the nurses and other professionals know everything about the patients
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and are trained and experienced to take the best decision for the patient is also impeding

the implementation of SDM.

C. Barriers to implementing SDM

Nurses claimed through the narratives, that for the introduction of the SDM in nursing
clinical practise, it is important to make adjustments to the health care system (i.e.
nursing services division) and the specific laws'> pertaining to the nursing practice. As
a related barrier to SDM was the perceived lack of organisational support through
adequate training for the development of the necessary skills. “/t is difficuit to involve
the patients [ ...] not enough time or the support or the policy to engage them in this
process” (F-35, SNI-9). The nurses feel that the SDM implies a movement of
responsibility towards the patients, unlike the present situation, where the full
responsibility is with the nurse. As a result of this change, nurses fear that there will be
an increased risk of legal actions'?, Even though nurses seemed willing to increase
patients’ involvement, expressing positive attitudes towards SDM they stressed the need
for training, so that the relevant skills can be developed. They also acknowledged that in
practice this might mean that more time should be spent with the patient before reaching
a mutually accepted decision. Taking into consideration the workload that nurses are
expected to meet, in combination with the poor staffing levels, this can act as a barrier ta

the successful implementation of SDM in practice.

Comprehensive Understanding

“Every human being of adult years and sound mind has a right to determine what shall
be done with his own body”
Benjamin N. Cardozo (1870-1938)

I have included this quote by Cardozo in order to demonstrate and stress the importance
of the patients’ fundamental right to participate in decisions pertaining their treatment

and care. Nurses agreed that the patients should be given the option and the

123 Cyprus Nursing and Midwifery Laws Number 214/1988 — Number 30(1) 2006.
124 perceived increase in malpractice liability.
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opportunities to assume an active role in their care by making their desired choices. This
consecutively, is perceived as integral part of quality nursing care provided to the
patient. However, researchers such as Joffe et al. (2003) assert that confidence and trust
in carers and treatment/care with respect and dignity are more closely associated with
patients’ overall evaluations of their care than adequate involvement in decisions. The
active involvement of patients in their care, often referred to as participation and
autonomy'?’, is evidently related to the experience of increased satisfaction from the
nursing care received. A growing body of literature coincides with these connections
made by the nurses, the patients and their advocates (Suhonen et al. 2007; Sahlsten et al.
2007; Florin et al. 2006).

In order to gain a more in-depth understanding the findings were related to appropriate
literature. As with the patients and advocates where concept clarifications of what SDM
meant for them was acquired, the same clarifications were retrieved from the nurses. The
nurses provided a view of SDM based on the collaboration between the patient and the
nurse. Their descriptions can be related to the definition provided by Briss et al. (2004)
who consider SDM as a decision-making process jointly shared by patients and their
health care providers and which aim accofding to Howie et al. (2004) at helping patients
play an active role in decisions concerning their health, which is the ultimate goal of

patient-centred care.

The majority of the nurses expressed the opinion that their patients are generally
deprived of opportunities to participate in SDM. However, there were a few nurses that
expressed an opposing view in this issue. They asserted in the narratives that regardless
of the lack of policy and the time constraints they are up against in the clinical setting
they have given their patients some choices in relation to the nursing care provided. A
female nurse, aged 50, asserted that “Involving the patient in decisions related 10 his/her
health is not easy in the clinical setting, not with having the physicians opposing such a

development [ ... ], but the patients do not ask much of us, most of them simply want to be

'2 The fundamental right of a person 10 make choices for his/her health care is often referred to as
autonomy.
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informed...who would like to be in the dark anyway...l know [ would not want that’.
What these nurses identified as the real barrier to be involving patients in decision-
making processes is their own beliefs. “Les’s be honest...what we affraid the most is
overcoming our own beliefs...things have changed and there is no going back...it costs
us rothing to ask the patient what he/she prefers and provide the appropriate care based
on his/her preferences, breaking the routine is not the end of the world it is just the
beginning of a new one” a female nurse, aged 45, asserted. On the same topic a male
nurse, aged 35, emphasised that “It is time to start caring for the patients based on
his/her own preferences and at the same time getting them to be more involved, I have
been doing it in my practice and 1o be honest it feels great just lo see the patient be
satisfied with apparently small things {...[’. Reflecting back to the ethnohistory of
Cyprus and the narratives of the patients and the nurses, one realises that what the above
nurses managed to do and which separated them from the majority was to rise above
their hegemonic attitudes. They adopted a more patient-centre approach to care and
abandoned the paternalistic approach that is nounshed by the healthcare context in

Cyprus.

These nurses believe that their constant contact with the patients creates a positive
relationship based on trust that allows them to act as informative agents. This nurse-
patient relationship makes the patient, in some cases, to expect the nurses to offer them
the relevant information and opinions on what they should or should not do, or even let
the nurses decide on their behalf. Nurses seem to share the views expressed by the
patients and their advocates that, the main obstacles for the lack of SDM are the staff’s
mentality and the MoH policy which nourishes a rather paternalist approach to clinical
practice. Presently in Cyprus, there is not a relevant policy towards the introduction and
regulation of SDM in the public or private sector. This policy gap “allows” healthcare
professionals, including nurses, to decide for the patient without the patient
participating. They believe that changes need to be introduced in the policy, so that
SDM can be implemented in clinical practice with the launch of the NHIS. O’ Connor et
al. (2004) stressed the importance of related policy which should address the issue of

SDM in clinical practice. This fact together with certain characteristics of the Greek-
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Cypriot nurse, which were discussed earlier, stressed for the adoption of such policy as
to achieve the successful involvement of the patients in their care. Nurses in Cyprus are
increasingly faced with situations in practice regarding the prolongation of life and
withdrawal of treatment of patients with cancer and, in light of these developments; they
need the relevant policy and resources to be able to meet this challenge. On the same
topic, Breier-Mackie (2001), asserts that although nurses play a central role in the care
of dying people, they may still find themselves disempowered by medical paternalism or

ill-equipped in the decision-making process in end-of-life situations.

In the Greek-Cypriot context, the nurses expressed the view that time was one major
constraint to implement SDM in clinical practice. They believe that due to the excessive
workload that they are expected to fulfil and the poor staffing levels, it is difficult to
utilize the necessary time for enabling and engaging the patient to assume an active role.
Similarly, in the literature, time constraint was also cited as a barrier for SDM. Time
proved to be a major concern for health professionals across many different cultural and
organisational contexts (Schulman-Green et al. 2006; McGuire et al. 2005; Ford et al.
2003). However, Gravel et al. (2006) assert that recent evidence about the time required
to engage in a SDM process in practice is conflicting, indicating that the engagement can
be accelerated with the appropriate training of health care professionals and the

provision of effective decisions aids for patients (p21).

Another barrier to SDM whiéh was stressed by the nurses in my study was the need for
organisational support through nurses’ training. The importance of SDM competencies
has been stressed by Elwyn et al. (1999) who assert that it is almost impossible for
patients to participate in SDM, if nurses and physicians do not have the skills required to
involve patients in decisions. Lack of self-efficacy was mentioned by a growing body of
literature (Suurmond and Seeleman 2006; Naik et al. 2005; Bajramovic et al. 2004) as a
perceived barrier to the implementation of SDM. This suggests that strategies to
implement SDM in clinical practice will need “to include training activities targeting
health professionals™ which according to Elwyn et al. (cited by Gravel et al. 2006, p26)

it was possible. However, Gravel et al. (2006) assert that future implementation studies
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in this field will need to focus on improving knowledge of how competencies in SDM

can be sustained over time.

Through the narratives the nurses expressed the view that the patients’ real preferences
were not acquired in relation to their willingness to participate or not in SDM.
Moreover, it was revealed that many nurses were preoccupied as to the profile of the
patients that were willing and not willing to assume an active role in their care; a
preoccupation that was probably driven by their cultural background. These findings
support the findings of Florin et al. (2006) who concluded that registered nurses are not
always aware of their patients’ preferences and as a result tend to overestimate patients’
willingness to assume an active role. They assert that nurses do not “successfully
involve patients in clinical decision-making in nursing care according to their own
perceptions, and not even to the patients’ more moderate preferences of participation”
(p1498). A thorough assessment of the individual’s preferences for participation in
decision-making seems to be the most appropriate approach to ascertain patient’s
involvement to a preferred level of participation. The categorisation of patients as
preferring a passive role, collaborative role or active role is seen as valuable information
for registered nurses to tailor nursing care. The assessment of the individual’s
preferences for participation in decision-making however needs to be on an ongoing
basis as the willingness of the person to participate may vary at different times.
Therefore, issues such as how well the person feels, their understanding of the prognosis
as well as the stage of the illness are some of the issues that can potentially alter the
patient’s preferences. Similar findings came from Millard et al. (2006) who introduced
the notion of an “involving—non-involving continuum” which was used to evaluate the
behaviour of informants, based on their preferences to participate or not in their nursing
care. This continbum was based on five typologies of behaviour according to which
patients were categorised. ‘“‘completely involving”, “partially involving”, “forced
involving”™; “covert non-involving” and “overt non-involving”. Therefore, according to
Eldh et al. (2006), in order to provide conditions for true patient participation,
professionals need to recognise that the patients carry with them valuable and unique

knowledge which the healthcare professional needs to respect and considered rather than
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just inviting the person to participate in decision-making. My study’s ﬁndings'in relation
to the desire of some patient not to be involved in their care are supported by Robinson
and Thoms-on (2001) who assert, that while there is an increasing emphasis on patient
empowerment and SDM, evidence suggest that many patients do not want to participate
in decisions about their own care. It is important for the nurses to remember that
autonomy is a choice, not a command. Patients and families must be able to look to their
health carers for expert advice and guidance as they confront the myriad of decisions
involved with their treatment and care. Deber (cited by Robinson and Thomson 2001,
p36) discussed the obvious discrepancy between the strong belief in the importance of
patient autonomy and the existing literature that appears to suggest that many patients
may not wish to be active informants in making treatment decisions. The need to better
understand patient preferences for participating in clinical decisions 1s highlighted.
Robiason and Thomson (2001} assert that a number of empirical studies have suggested
that, even if patients wish to be informed about their condition and options for treatment,

they might not wish to be actively involved in making the treatment decision.

Patients being with and involving the family in the nursing care'?®

Naive Reading

The text was read several times to grasp its meaning as a whole and to formulate a naive
understanding of the text. Being with and involving the family in the care is perceived
by the informants as a meaning of quality nursing care. Through the narratives the
patients and the advocates acknowledged the importance of the family to the patient
valuing its’ contribution mainly on the physical and emotional aspect of the care. Just
the “closeness™ of family was reported in many cases as a reassuring and supporting

means, and made the patient feel being cared for in a familiar and safe environment.

'8 In Greek - / ikogenia vriskete komta kai anamigniete stin nosileftiki frontida ton asthenon — H
olkoyéveln Bpickstan Kavd Km GvaperyvieTal oty voorieutikng gpovtida twv aslevav.
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Field notes: Family plays an important role for the Greek-Cypriots especially when a
serious illness such as cancer has occurred. For someone not having a Greek-Cypriot
cultural background it would be beneficial to report here some of my observations.
Family members spend significant time with their patients where the visitation policy
allows it. In many cases they are involved in the care by addressing the patient’s every
day activities. Family bonds appear so strong that some relatives requested to be present
at the narratives, expressing this way their constant concern for their loved one and
protecting him/her against any harm that the interview might cause.

Structural Explicalionm

A. Being with the patient and emotionally supporting him/her.

A patient receiving quality nursing care means being with his/her family and receiving
emotional support by them. “To me quality nursing care is having my family with me
during these difficult times in my life” (F-58, PI-11). Informants acknowledged the
importance of family presence when being cared for, especially when receiving care in
the hospital. The family presence is recognised by the informants as a supportive
mechanism used to deal with the experience of being cared for and having cancer. The
family can offer the patient courage (tharos) and hope (elpida) to deal with the

experience of having cancer and its consequences.

B. Family supporting patient’s physical and informational needs.

The informants recognised that the family involvement in the care was materialised
though addressing some of the patient’s physical, informational and decision-making
needs. “f see the role of the family as complemeniary to that of the nurse for giving us
quality nursing care” (F-44, P1-13). Explicitly this care was focused on providing the
patient help with some of his/her everyday living needs, an aspect of the care for which
many of them had already assumed responsibility at home. Informants reported that the
family can work together with the nurses to help the patient with his/her physical needs
such as taking their medication, walking about and getting dressed. The role of the
family for providing information and supporting the patient’s decision-making during

the care, was also highlighted by the informants. Finally, they identified the need that

127 Sec appendix C-Table 20
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nurses should be working towards encouraging the family in assuming a more active

role in the patient’s care.

Comprehensive Understanding

Since this is hermeneutic phenomenological study, 1 considered it important to clarify
what the informants referred to when they used the term “family”. According to
Mcilfatrick et al. (2006, p295) assert that the term family has usually been deftned as an
individual of blood relationship, even though a broader definition would seem more
appropriate and is best defined “as those individuals considered as family by the
patient”. Therefore, the term family for this study included those individuals of blood

relationship, friends, and significant others that the patients considered as family.

The structural explication came as verification to the naive understanding of quality
nursing care being understood by the informants as being with and involving the family
in the patient’s nursing care. These findings coincide with the belief that patients’ illness
experiences can not be understood as individualised, socially isolated phenomena
(Mcilfatrick et al. 2006; Mystakidou et al. 2004). Rather, Thomas et al. (cited by
Mcilfatrick et al. 2006, p295) that “a serious illness such as cancer carries with it
considerable psychological and social consequences for the family, carers and other
close associates of the people with the disease”. As cancer also affects the family rather
than just the patient, the family may choose to assume a more active role in their loved
ones care; that is in the hospital or at home. However, in some closed societies such as
the one in Cyprus, family’s involvement in the care is not a matter of choice but it is
rather imposed on them as a silent cultural rule. Nurses’ being the product of their
society also share this belief held by their patients and expect them to need their families
nearby when being cared for. Despite evidence that these supportive relationships can
increase adherence to treatment and improve medical cutcomes Sayers et al. (2006)
assert that the impact of close relationships are likely dependent on the degree to which

the patient perceives a need for family involvement.
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My pre-understanding in relation to the role that family plays for the patient with cancer
was formulated by my cultural background. As has already been discussed in chapter 4,
the Greek-Cypriot society has many collectivistic characteristics which can be traced in
the value they attributed to the family institution. Family remains a powerful institution
in Cyprus; with its influence extending into every aspect of the people’s lives, including
health issues. Therefore, I anticipated that the informants would raise this issue as an
aspect of quality nursing care. 1 expected collectivist elements such as the SDM among
the family members and the patient, the presence of the family with the patient, and their

active participation in the care to be at the forefront of the informants’ views.

Speice et al. (2000) in a qualitative study with 19 focus groups (i1 patient and 8
provider) from 8 cancer centres in the United States concluded that family members are
an integral part of a patient’s cancer care, from the moment the diagnosis is delivered to
the conclusion of treatment. The researchers assert that there should be an agreement
between healthcare professionals, patients and their families as to the best way to
involve the family in the care (p101). Similarly, Mystakidou et al. (2004} assert that the
health care team-patient relationship is a triangle not a dyad, consisting of the health care
professionals, the patient and the family. They stressed that “each part supports the
relationship between the other two, and each is affected by what else happens in the
triangle. Ongoing open communication between patients with cancer and family
members is essential, both between each other and with healthcare professionals” (p9-
10). Healthcare professionals need to support patients and family members in expressing
their emotions by “letting family members know that emotional stress and behavioural
changes are not uncommon during illness, that these and other problems can be

overcome with patience and support” (Mystakidou et al. 2004, p11).

The results of my study highlighted that the patients and advocates recognised the
contribution of their family in making decisions related to their care. Family members
were often the link between the patient and the nurse when information was provided to
the patient. Their mediation assured that the information would be in a language

understood by the patient and based on this, the necessary decistons could be made.
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These findings correspond to the findings of Sekimoto et al. (2004), who performed an
interview survey at an outpatient clinic in Kyoto with 134 informants to test the
hypothesis that Japanese patients would wish to participate in treatment decision-making
if adequate information were provided, and the decision to be made was clearly
identified. The results showed that patients have positive attitudes towards participation
in decision-making when this is supported by adequate information giving. The study
highlighted the important role of the family in decision-making. Some patients involved
their families in decision-making, indicating their desire to receive support from their
families, in order to support their decision-making. Even though this study showed that
many patients wished to involve their families in decision making, “very few would

allow their family the final decision” (p5).

The informants, through the narratives, expressed the belief that the closeness with their
family and its involvement in the care, had benefits which primarily took the form of
physical and emotional support (coping mechanism). Bean et al. (1980) in a qualitative
study interviewed 33 outpatients receiving chemotherapy at the Temple University
Hospital’s oncology clinic in the USA. They concluded that the family is an important
coping mechanism for patients suffering from cancer. However, they also acknowledged
that the support patients receive from their family is not always without problems,
emphasising the fact that it is unrealistic to expect the patient with cancer to deal
effectively with the disease, when those around him/her are denying its existence.
Recently Pandey et al. (2003) in a pilot study investigated the views of 15 patients with
oral cancer in Trivandrum (India) in relation to their concems and their coping
strategies. Support by the family and significant others were perceived by the patients
participating in this study, as the second most common coping mechanism. Coping
refers to the thoughts and acts used by the individual to manage the intemal or external
demands, or both, that tax or exceed his/her psychological resources. The coping is
conceived as a dynamic process dependent on the person environment transa.ction and
needs of informal carers. Thomas et al. (cited by Mcilfatrick et al. 2006, p296)
conducted a 3-year multi-method study in the UK on the psychosocial needs of patients

with cancer and their main carers. The study obtained its data from 644 retumed postal
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questionnaires (carers n=262; patients n=382), 79 in-depth interviews with patients
{n=47) and carers (n=32) and 39 structured interviews with a variety of health personnel
involved in care services. The results indicated that carers were engaged in both care
work tasks and demanding emotion work. The latter was a crucial aspect of what
informal carers did, which included managing the emotions of the patient, as well as
their own. This revolved according to Thomas et al. (cited by Mcilfatrick et al. 2006,
p296) around “being there” for the patient; “being positive”, maintaining hope and

trying to maximise the sense of “life carrying on as normal™.

Nurses’ response to patients’ need being with and involving the family in the

nursing care

Naive Reading

The naive reading of the narratives concurs with the perspectives expressed by the
patients and advocates. Nurses seem to agree on the important role that family plays for
the patient and its realisation as a meaning of quality nursing care. Nurses considered the
support of the patient by his/her family members as beneficial not only for the patient
but also for the health care team and the family members. In terms of the potential
positive influence on the patient, he/she better adhers to the suggested treatments and
care, the patient has his’her family close, and finally nurses claimed that it was more
likely that these patients would have better health outcomes than those whose families
were not close to the patient or involved in their care. For the health care professionals
including nurses it is beneficial that the patient is more cooperative and adherent to care.
Furthermore, family members are involved in the care by actually providing physical
care and at the same time developing the bonds with their patient and get to spend more

time with him/her.
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Structural Explication'?®

The structural explication of the narratives was performed in order to examine the text
and explain what it said. Parts of the text that have a meaning of their own were
identified and excerpted from the text. The meaning units were compared with each
other, arranged and sorted according to meaningful connections. The content of the
meaning units was condensed, abstracted and organised into sub-themes, themes and
main themes. The nurse’s response to the need of the patient of being with his/her family

and involving the family in the care materialised in two themes and 8 sub-themes.
A. Nurses beliefs on family presence and involvement.

Nurses acknowledged the importance of the family for the patient and believed that
through their presence and involvement in the care, quality nursing care can be achieved.
“f...] providing quality nursing care it to involve the family in the care” (M-31, SNI1-6).
“Family and friends contribute to a better nursing” (F-51, WMI-18). 1t seemed that the
nurses shared the value that patients’ placed on the family’s contribution to the care and
moreover, think that this care compliments the care delivered by the nurses. “f...] they
fill in the gaps of our care” (F-51, WMI-18). The family’s presence was considered by
the nurses to be a form of involvement in the patient’s care since it appeared to have a
positive influence on the patient with cancer. “[...] giving them the chance to be with
their patient is involvement” (F-51, WMI-18). Finally through the narratives, nurses
expressed their belief that those patients receiving\sypport from their families and
friends appeared to have better health outcomes and bcttér\ﬁollaboration with the nurses.
“Patients tend to have better health outcomes, getting betrér\sooner [...] and be more

collaborative with us” (M-31, SN1-6)

B. Need for family presence and involvement.

Nurses acknowledging the benefits that family presence and support have for the patient

and therefore they encouraged through their practice the family’s involvement in the

1% See appendix C-Table 21




care. “We need them to be there instead?”, *'I encourage them to spend more time with the
patient, sometimes even oulside visiting hours [ ... [’ (F-45, WM-14). Family members
were urged to spend more time with the patient; however this was in accord with the
patient’s preferences. Some patients expressed the desire for not having their family
around, at least not constantly or outside the designated visiting hours. “Sometimes the
patient does not want to have them around [ ... | they also want some peace of mind” (F-
45, WM-14). The text of the nurses’ responses revealed that the family can facilitate the
communication between nurse-patient and the decision-making. “/...] not having the
knowledge to understand the medical or nursing vocabulary or having a reduced
comprehensive level rely on their relatives to be informed and take serious health
decisions” (M-41, WM-15). Finally, nurses’ narratives highlighted the importance of
family presence which allows the nurses to train the family in order to be able to assume
the caregiver’'s role, for when the patient will return home and assure the continuity of
the care. “It is his’her family that will assume the caregiver role, and for this to happen

they need training” (M-41, WM-15).

Comprehensive Understanding

One understanding of the meaning of quality nursing care, as disclosed through nurses’
narratives, is that quality nursing care 1s closely related to the presence and involvement
of the family in the care of the patient. My resuits add to the growing body of literature
that indicates that nurses and other healthcare providers, patients’ families, and patients
kave positive attitudes toward family presence. The connection between family presence
and involvement with quality nursing care has not been entrenched by the literature
although these findings come as a confirmation that incorporating family presence
supports both patients and their families (Timmermans 1997). The findings from the
structural explication were discussed in relation to the naive understanding, the context

of this study, specific literature and my pre-understandings on this topic.

Reflecting on my pre-understanding on the issue of family presence and involvement, I

realised that these derive from my cultural and nursing background. As a Greek-Cypriot
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1 was taught about the importance of the family in every aspect of the people’s lives
inciuding health. Family relationships can grow stronger when one of its members is
faced with difficult situations such as when diagnosed with cancer. Families are
expected to work together to get through such difficult situations. I as a nurse, but aiso
my colleagues have adopted this belief in clinical practice trying to take advantage of the
potential positive outcomes from involving family in the care; working therefore
towards a more family-centred approach to care. However, one should not ignore the
adverse consequences that the involvement of the family may entail. Drawing upon my
experience and the lived experiences of the nurses in this study there are times that the
presence of family members can be a nuisance and hold up the smooth running of the
ward. However, these incidents are isolated and the important role that the family can

play in the care of the patient can not be diminished by these.

Azoulay and Pochard (2003) assert that in intensive care units the patient is usually
unconscious and/or incompetent so that the relationship shifts to the family. Interactions
between nurses- and other caregivers- and families usually follow one of three models.
In the first model, “a member of the family receives information from the professional
caregivers but does not participate in decisions or physical care” (p545). In the second
model, the members of the family assume a more active role by communicating the the
patient’s wishes and values to the professional carers. In the third model, the family
members assume even more active participation in the care by actually providing
physical care to the patient and participating in decision-making. The researchers assert
that there is a need for the adoption of a family-centred care model and for better
communication between the patient-family-caregiver (p548). The nurses’, patients’ and
advocates’ text discloses that in the Greek-Cypriot context of the cancer care
departments, the interactions between nurses and families usuaily follow a combination
of the second and third model described above. This indicates the strong influence of the
family in the care of the patient that calls for a family-centred approach to care in

combination with a more liberal visitation policy.
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The findings from the nurses’ text showed that the nurses and the other informants,
being interviewed in my study, seemed to have a positive attitude towards the family
presence and its involvement in the care, favouring its application to practice. These
findings coincide with the findings from a survey by Duran et al. (2007) who described
and compared the beliefs about and attitudes toward family presence, of clinicians,
patients’ families, and patients. Surveys were completed by 202 clinicians, 72 family
members, and 62 patients. Even though, clinicians had positive attitudes toward family
presence, they expressed concerns about safety, the emotional responses of the family
members, and performance anxiety (p276). Duran et al. (2007) highlighted that “nurses
had more favourable attitudes toward family presence than physicians did” (p275).
Patients and their families had positive attitudes toward family presence (p277). Many of
the family members and patients in this study had prior experience with family presence,
a situation that might have influenced their positive attitude toward family presence.
This is an important finding which was not directly highlighted by the informants in my
study. However, based on my experience from working in several public and private
hospitals in Cyprus, family presence and involvement is a widespread phenomenon,
even if not always being endorsed by everyone. In another study, Meyers et al. (2000}
were the first to use the family presence protocol developed by the ENA (Emergency
Nurses Association) to study the experiences of nurses and other healthcare providers
and patients’ families (p32). In that study, 96 healthcare providers and 39 family
members who were involved in an episode of family presence, reported positive
attitudes toward family presence. Nurses expressed a more positive attitude than did
either attending or resident physicians, and believed that family presence helped meet
the emotional and spiritual needs of a patient’s family; empowered the family members;
helped the family understand the patient’s condition; gave the healthcare providers an
opportunity to educate the family, allowed the family to help both the patient and the
staff; and caused the providers to be more considerate of the patient’s dignity, privacy,
and need for pain management. These findings correspond to the findings of my study,
where nurses also commented on the empowering role that the family plays for the
patient. Family members often assumed a communication liaison role between nurse and

patient and supported the patient in making dccision in relation to their health. These
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findings are also supported by Ohlen et al. (2006) who performed a qualitative study in
Canada to explore how signiﬁcant others were involved in patients’ decisions. In total,
61 patients with early and advanced-stage breast and prostate cancer and 31 significant
others participated in semi-structured interviews. Using constant comparative analysis,
“four main types of decisional involvement by stgnificant others were identified:
creating a safe place for the patient to make a decision, “becoming a team”:
collaborative decision-making, moving the patient towards a decision, and making the
decision for the patient” (p1625). However, a hermeneutical study by Lindholm et al.
(2007) which investigated the perspectives of thirty-seven significant others about the
care on the basis of open, structured questions came to contrasting results. The
researchers concluded that significant others have not had any place or domain in the
nursing care provided for their loved one. Lindholm et al. (2007) assert that the role of
the significant others can take three different forms “participation in the outer room of
care as an observer, present in the inner room of care as a participant, or ignored in the
no-man’s-land of care.” (p176). No matter what their place is, the significant others feel
that through caring conversations and information gained in an ethical manner can come
to share the suffering that characterises a breast cancer patient’s situation. Therefore, the
researchers stressed that it is the nurse’s responsibility to encourage patients and their
significant others “to create a sense of communion as regards the battle against illness, in

which suffering is addressed” (p179-180).

In my study some nurses expressed a contradictory belief, claiming that some patients
did not favour family presence and involvement. “/f should not be taken for granted that
all patients want their family members around all the time {.. ] it is not uncommon to
have patients that simply want to be alone and when their relatives are with them they
gel irvitated and restlessness [ ... ] in these situation it is my duty 1o intervene and kindly
request from the visitors 1o leave” a female ward manager, aged 54, said. This finding
has at least three interpretations. First, some patients might not have a good relationship
with some of their family members and therefore, not favouring their presence in the
hospital. Alternatively, due to personal or family characteristics some patients may

become more emotional or more distressed when family members become involved in
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their care, due to their inability to handle the sttuation. Finally, some patients who are in
relatively better health may not feel that the family’é involvement and presence 1s
necessary-an interpretation also supported by Sayers et al. (2006). According to Sayers
et al. (2006) nurses and other health care professionals should pay attention to the
patient’s preferences before inviting the family to get involved in the care or be present
with the patient. “Patients who are in relatively better health may not feel that
involvement is necessary or welcome” (p317). Lewis and Rook (cited by Sayers et al.
(2006, p318) assert that “attempts to influence the patients’ health-related behaviours
have been shown in samples of older patients, to engender greater psychological

distress”.
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Epilogue

I do not agree with the word “conclusion” particularly in this kind of research, because it
sﬁggests a finality and surety about the exploration and interpretation of the
phenomenon under investigation. However, in hermeneutic phenomenology one can
never claim that the interpretation is complete or that the data have been saturated or that
he/she has reached the “absolute” truth. The word conclusion would not do justice to the
hermeneutic nature of this study. Instead I preferred to use the word epilogue. In Greek

the word epilogos'”’

stands for peroration of a speech. This word despite giving a
closure to the chapter it also allows for further investigation by the reader or the

researcher himself/herself

Patients, their advocates and the nurses provided their perspectives on the meanings of
“quality nursing care”. It seems that quality nursing care 1s desired by patients and
promised by nurses. The findings coincide with the findings of earlier studies that a
simple definition of “quality nursing care” does not exist highlighting its complexity and
ambiguity. Patient, nurses and advocates seem to agree with the most of the attributes of
quality of nursing care raised in this study. One way that nurses and patients described
“quality nursing care” was in terms of the qualities that the nurse needs to have,
signifying that the nurse is an imperative part of quality nursing care. Surprisingly,
patients appeared to be more able to define what s not quality of nursing care, rather

than what it ts. Advocates focused more on the policies and legal aspects of the care.

In terms of the individual narratives and the narratives of the patient group there were
differing elements which were observed during the analysis of the data. Whilst in the
individual narratives the patients raised concerns pertaining to thetr individual issues and
problems they faced when being cared for, in the focus groups narratives the informants
were more concerned about patients in general even if personal experiences were used
by the informants to support their claims. Due to the fact that the informants that were

included in the focus groups were the same as the ones that were individually

12 Etymology comes from epi- EPI meaning “upon, in addition” + logos meaning “word”
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interviewed, very little new information emerged in relation to the attributes of quality
nursing care. The reason for this was that the focus groups were performed in order to
achieve breadth rather than depth of the data that were retrieved from the individual
interviews. Therefore the informants were asked to comment on the attributes of quality
nursing care that emerged from the individual narratives and state whether they agreed
or disagreed with these. As it was expected the focus groups were more politicised, with
the informants criticising the Health Ministry’s policy for patients with cancer and the
provided cancer services. They provided personal examples {experiences) in order to
demonstrate some of the problems they had when being cared for. They also used
positive examples of how care should be in the clinical settings, acknowledging this way
that not everything is wrong with their care or the healthcare professionals that deliver
this care. Another observation made in the focus groups, is the fact that the informants
appeared united as one voice when it was requested of them to comment on their nursing
care. They apparently saw the focus groups and the research as a whole as a unique
opportunity to raise their voices and map their problems in order to get better cares in

the future.

We often try to be professional, focusing on the main picture and trying to analyse
everything on the basis of scientific explanations and interpretations;, however it was
seen from my study that it is often the little and simple things that count to and
appreciated by the patient. It is seemingly simple acts, such as being there, holding a
patient’s hand and listening that bnng such profound changes in comfort when one is 1ll.
Moving on to the next chapter what was found by this study to be important to the

patient was translated into guidelines of good practice.
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PART 4



CHAPTER 7

Produced theory and its practical application through guidelines for
nursing practice

Introduction

In this chapter, the implications of the work that has gone before are related to the
development of descriptive theory, explaining, based on the theoretical framework of
hermeneutic phenomenology and quality, the findings of this study. A practical
application of the theory is also provided through the development of guidelines for
nursing practice. The rationale of why aim at a practical level of the findings lies in the
fact that nursing is a practice profession, whose clinical focus, provides the ultimate
justification for research and scholarly work (Ferguson-Pare et al. 2002; Hoffart and
Woods 1996). Furthermore, Gadamer asserts that hermeneutic understanding includes a
unit of understanding, interpretation and application. Application is a “fundamental
clement of all understanding, for without application one can not speak of

understanding” (Lindholm et al 2007, p174).

In principle, the concept of quality nursing care might relate to practice in a number of
different ways. It might for instance provide a perspective from which to evaluate the
likely impact of policy changes; suggest new directions for practice development;
provide an organising framework for education; or prompt new research questions.
Against the background of the Cyprus nursing context and the current developments in
cancer care | chose to illustrate the professional relevance of the concept by proposing a
series of guidelines for practice, which 1 believe will likely be benefitial for nursing and
the patients with cancer under these circumstances. A brief discussion of the nature of
f guidelines is presented. This is followed by a description of the method by which the
guidelines were developed. Finally, the developed guidelines are introduced in order to

illustrate the general approach proposed by this study.
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Producing theory through philesophy

In the literature there are vartous definitions of what theory consists of, a fact that
reveals the complexity of the concept. Meleis (1997, p12) defined theory as “a symbolic
depiction of aspects of reality that are discovered or invented for describing, explaining,
predicting, or prescribing responses, events, situations, conditions, or relationships”.
Theory has been described by Streubert-Speziale and Carpenter (2006, pll) as “a
systematic explanation of an event, in which constructs and concepts are identified and
relationships are proposed and predictions made”. Chinn and Kramer (2004, p268)
defined theory as a “creative and rigorous structuring of ideas that study a tentative,

purposeful and systematic view of phenomena”.

Two types of theory, descriptive (factor-isolating) and prescriptive (factor-relating) have
utility for nursing (Meleis 2006; Chinn and Kramer.2004). Prescriptive theories include
“propositions that call for change and predict the consequences of a certain strategy of
nursing intervention” (Meleis 2006, p44). Meleis (2006) defined descriptive theories as
theories that “describe a phenomenon, an event, a situation, or a relationship; identify its
properties and its components; and identify some of the circumstances under which it
occurs” (p44). Since this type of theory has the potential to describe a phenomenon,
describe its effects as well as hypothesize why it occurs therefore, explanatory, relating
and predicting utilities can be attributed to descriptive theory. The latter characteristic,
adds a predicting component to descriptive theory, therefore by using this type of theory
one can predict when a phenomenon may occur as well as the circumstances under
which this phenomenon is not likely to occur. This is of particular importance to this
study and explicitly the phenomenon of quality nursing care, and the circumstances
under which it can occur or not. In the narratives the informants have identified these
circumstances as well as those measures that need to be taken so that these
circumstances can be achieved in clinical practice, therefore achieving quality nursing
care. Knowledge resulting from phenomenological enquiry becomes according to Van
der Zalm and Bergum (2000, p213) “practically relevant in its possibilities of changing

the manner in which a professional communicates with and acts towards another
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individuai in the very next situation he/she may encounter”. Therefore, the importance
of the produced theory extends beyond the Cypriot nursing context to also include the
international nursing context. The reasons for such claims vary but the two most
important are described here. The phenomenon of quality nursing care has been
interpreted using a different theoretical, conceptual and methodological approach and at
the same time the perspectives of patients, advocates and nurses were retrieved in
relation to this phenomenon offering a more holistic perspective. As a result, this study’s
outcomes challenge the existing interpretations on the term quality nursing care as well
as the circumstances under which this phenomenon occurs. The generation of new
knowledge in relation to phenomena, as in this study, appropriates the development of

descriptive theory according to McKenna (1997).

Hermeneutic phenomenology served as the methodological and philosophical basis for
this study and Ihde (1971) claims that its aim is the understanding of a phenomenon
through recognition of its meaning. There was an initial scepticism on the possibility of
producing theory through the use of hermeneutic phenomenology or simply
hermeneutics due to the differing notions regarding the nature of knowledge obtained
from this approach (Hesook and Ingrid 2005). This study however, avoided these errors
made by the precedent studies on the same topic. Therefore, the nature of the produced
knowledge and theory were clearly defined as well as their usefulness in practice was
clearly explained. Moreover, two important elements of hermeneutic phenomenology
which are considered as the frames within which knowledge of people’s everyday
experiences and practices (i.e. lived experiences) is gained through interpretation, that of
context and history were taken into consideration in the collection, analysis and
interpretation of the data. Therefore, the consideration of these elements and their
integration in this study coincided with the development of descriptive theory in precise

terms through hermeneutic phenomenology.
Hesook and Ingrid (2005, pl153) assert that the theory development from the

phenomenological perspective requires “a definition of descriptive theory that is

appropriate in the tradition” and the one proposed by Meleis has been identified as such
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by Van der Zalm and Bergum (2000) who assert that “the descriptive and interpretive
elements of the written textual forms could be considered descriptive theory in the
manner of Meleis’ definition”. Therefore, if one develops theory using a descriptive
focus to understand and explain human processes, one is developing theory that is
termed descriptive. A growing body of literature suggests that the nursing profession
should also strive to develop descriptive theory, valuing this way its importance to
clinical practice {McEwen and Wills 2006; Wilson 1995; Grossman and Hooton 1993,
Ingram 1991).

Plager (1994, p81) was sceptical about the predictive abilities of descriptive theory by
asserting that knowing as understanding in a particular context is limited in its predictive
ability. However, at the same time Plager (1994) attempted to reclaim the predictive
ability of descriptive theory by asserting that “gaining a better understanding of what are
the issues and concerns may help to anticipate future events for a person or family and

aid in an understanding of the significance the person or family gives them” (p81).

If one compares these textual forms intended to influence undersianding to Meleis’
definition of prediction, one recognises that they will not indicate when a
phenomena will occur and when it will not occur in an ‘if, then’ manner. However,
understanding the issues and concerns of an individual in a particular situation,
and the significance he/she gives to those issues and concerns, may help one to
anticipate future significant events, should similar situations occur with the same
person {Van der Zalm and Bergum 2000, p214).

What this study has managed to develop is a descriptive theory that does not claim to
predict phenomena in an “if, then” manner as Van der Zalm and Bergum clearly have
pointed out. However, with the identification of the attributes of quality nursing care and
the description of the circumstances under which it occurs by the informants in the
narratives, some predictability of the produced theory is achieved. The results of
hermeneutical inquiry according to Van der Zalm and Bergum (2000) also have
anticipatory and sensitising abilities. Therefore the theory that is been described here

should be read in the light of these limitations.
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A theory of quality nursing care

Even though it is difficult, as was discussed above, to produce a theory through this
specific philosophical approach, it is possible to describe a phenomenon, which in this
case is that of “quality nursing care”, hence, generating descriptive theory. Therefore
what is being attempted in this chapter is to put together the findings of this study in an
abstract way in order to reach an understanding of the phenomenon by identifying its
components; and identifing some of the circumstances under which it occurs as Meleis
asserts (2006, p44). The principles of hermeneutic phenomenology served as the basis
for this éttempt, and during this every effort has been made not to “betray” the
fundamental traditions of this philosophical paradigm and specifically the ideas of

Ricoeur.

Therefore, according to the lived experiences of the informants, seven attributes of the
concept of quality nursing care were identified, based on which this concept is
interpreted. The seven attributes include a) availability and accessibility issues, b) issues
of communication and emotional support, ¢) issues of information giving, d) providing
care by competent nursing staff, ¢) providing spiritual and religious care, f) issues of
shared decision-making and g) family presence and involvement. The study also
emphasised the influence of the cultural context on the conceptualisation of the
attributes. Therefore, ethnohistory holds a central place on the produced theory'*® and
here lies the reason why the lived experiences were interpreted in the light of the

ethnographic characteristics of the informants.

Based on the philosophical paradigm that underpins this study, I would comment that
despite the fact that this study has managed to clarify what the concept of quality nursing
care means for patients, advocates and nurses, it illustrated that a simple and universal
interpretation does not exist. 1t is evident that the informants found it a difficult task to
interpret this concept in just one sentence. They rather provided extensive descriptions
of what they perceived as quality nursing care and what this entitles. This evidence

highlights the importance of language as a principle of hermeneutic phenomenology. It

1% See appendix B — Figure 6: A Schematic presentation of the theory
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also stresses the importance of using simple language as close to the lived experiences as
possible. What can also be argued about the findings is that it brings closer to
understanding of quality nursing care than studies which have been translated in a
language different than that of the informants, something which was done by my
predecessors who provided simplistic definitions of quality nursing care, “violating™ in a
way the principle of language. Therefore, the findings of this study are presented in the

form of the interpretations that the informants have provided in the narratives selfsame.

Furthermore, 1 would like to speak about the over-conceptualisation of the term
“quality” in terms of nursing and more broadly in health care. It was shown from the
study’s findings that the informants hold different perspectives of what constitutes
quality nursing care and quality health care. Even if previous researchers have used
these two terms ofien interchangeably these turn out to have different meanings,
complementing therefore, the work of Oermann (1999), Oermann et al. (2000) and
Irrurita (1996) who stressed the difference between the two concepts. The informants
pointed out that quality nursing care is a specific concept which should include and be
evaluated based on those actions and responsibilities held by the nurse when caring for
the patient. This finding highlights the fact that nursing being a separate and unique
science halds an autonomous place in health care. A paradox however rises at this point,
while nursing being an independent paradigm can not be separated from the health care
as whole. Perhaps this might raise concerns; however, in order for the reader to grasp the
whole idea is to interpret these claims in terms of the principles of the hermeneutic circle
as this study has done. Therefore, nursing should be viewed as one part of the health
care which represents the whole. As Ricoeur asserts understanding occurs through the
dialectical movement between the parts and the whole, similarly understanding of
quality nursing care can occur in the light of the wider phenomenon of quality health

care, and as such should be interpreted.
The type of theory that was generated from this study, poses by definition certain

limitation concerning the status of the guidelines that were also produced as a way of

transforming theory into the clinical setting. Therefore, these guidelines are not
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predictive in nature; that is they can not guarantee that quality nursing care will be
achieved if every attribute of quality is addressed. However, what-is important is to
know and perhaps most importantly understand those issues and concerns of the patient
with cancer when he/she is being cared for. Knowing and understanding can enable the
health professional and specifically the nurse to act upon these concerns. What it is
aimed through the guidelines is to sensitise and inform the nurses on specific issues and

concemns in refation to patients which are based on empirical evidence.
The need for guidelines

The field of cancer care has grown rapidly in Cyprus in the last five years. However,
there was great variability in relation to the understanding of “quality nursing care”. It
could mean that nursing care was provided by competent specialised nurses, or that the
patient was cared for holistically, having his/her physical, spiritual, emotional and social

needs satisfied.

As the field grew, the need for guidelines to work toward eventually became obvious to
nurses. This is evident in the statement by the Chief Nursing Officer’s declaration that
nursing needs to be planned and evaluated using standards and guidelines (Tapakoude
2001). This field of nursing is at such an early stage of development, that nurses should
be planning a set of guidetines, to address and support nursing practice. Therefore, these
guidelines have been created as a response to the Nursing Division in Cyprus for
attaining quatity (Tapakoude 2001). These guidelines try to assure a higher level of
quality for a growing number of cancer care programs across the country, some level of
consistency among and between them, and a set of criteria against which programs can

compare themselves.

This dissertation has many of the classical characteristics of research that will not
influence practice: its presentation as a PhD thesis will reduce its accessibility to clinical
nurses, it is highly theoretical in nature, and its implications for practice are no.t readily
apparent. The guidelines presented here are an attempt to resolve this difficulty by

relating the research to nursing practice. It is evident in the literature that the gap
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between scientific evidence and clinical practice can be significantly reduced by
guidelines (Wallin et al. 2000; Duff et al. 1996).

Although there is clearly a need to address guidelines of nursing care in cancer care
departments, and despite the fact that research is often not related to practice, a critic
might still argue that the development of guidelines is inappropriate in a thesis that is
grounded in hermeneutic phenomenology. The critic might also argue that individuals
hold various perspectives of what constitutes quality of nursing care, and might
condemn the guidelines presented below for being based on one person’s interpretation
of narratives with a small number of patients with cancer, their advocates and the nurses.
However, the hermeneutical grounds of this study reject these criticisms. The
hermeneutical emphasis on the social, historical and contextual nature of knowledge and
understanding is reflected throughout the present study, in the assumption that the
quality of nursing care can not be reduced to a list of a-historical characteristics that can
be isolated, described, measured and manipulated. 1t should therefore be understood that
the guidelines are not intended as a formula, or as a “cause” whose “effect” would be the
automatic restitution of the quality of nursing care of the patients, as this view would
contradict the entire thrust of this dissertation. It is accepted that care must be taken
when extrapolating the findings of a qualitative study that incorporates the views of a
particular group of people, expressed at a specific time and place. However, the
guidelines also incorporate the findings of a substantial body of empirical literature, and

are firmly grounded in a philosophical tradition.

The nature of guidelines

The World Health Organisation defines guidelines as sets of steps which can be taken in
performing a task, or implementing a policy and the manner of so doing. Guidelines are
tools to assist in a process and towards an outcome (WHO 1998). This definition
coincides with one taken from the Oxford English Dictionary: a principle or criterion

guiding or directing action (QOUP 2002).
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The National Institute for Clinical Excellence (2007) defines guidelines as
recommendations for the care of individuals in specific clinical conditions or
circumstances — from prevention and self-care through primary and secondary care to
more specialised services. The European Commission based on Field and Lohr (1992)
recommendations also proposes a core definition for guidelines. They are defined as
systematically developed statements to assist practitioner and patient decisions about

appropnate health care for specific clinical circumstances.

These definitions however, raised concern as to the nature of this study’s findings and
whether these can indeed be labelled as “guidelines”. I am aware that clinical guidelines
in its traditional sense refer to systematically developed advisory statements created
according to validated methodologies and relate to evidence-based healthcare (WHO
2003; Field and Lohr 1990). Even though this was not the approach that | have taken in
this thesis, 1 can still claim that the end product of the study consists of a set of clinical
guidelines which aim at improving the quality of the nursing care provided to patients
even though not in their traditional/classic sense. My argumentation was based on the
fact that the end product of this study was methodically developed based on the
amalgamation of data deriving from different independent sources (empirical data), from
a thorough review of the literature, from a review of the current quality efforts of the
Cyprus Ministry of Health to attain nursing care quality and from a review of the
ethnohistoric background of the informants. Therefore, what has been achieved by this
study was the development of an explicit approach to specific areas of the nursing care,
which can be improved through simple actions suggested by patients, advocates and
nurses. In no case are these actions definite or absolute. These can be further developed
through clinical testing and by reviewing the views of the patients, advocates and the
nurses. This circular process has also been highlighted in the literature (EONS 2007;
WHO 2003).

Method by which the gnidelines were developed
The guidelines presented below are validated by the research that is described in the

earlier chapters of the thesis. The process of converting general recommendations for
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practice into guidelines developed in three phases. This study reinforced the importance
of “getting the basics right” and of improving the patient’s experience of being cared for
cancer. The wide participation of informants has enabled me to identify best practice and
to improve nursing care through acquiring the patients’, advocates’ and nurses’ views.
They agreed and described good quality nursing care and best practice. This resulted in

best practices covering seven areas of nursing care:

1. Receiving care in easily accessible cancer care services.

2. Being cared for by nurses who effectively communicate with them and their
families and provide emotional support.

Being empowered by nurses through information giving.

Being cared for by clinically competent nurses.

Nurses addressing their religious and spiritual needs.

AN O

Being cared for in a nursing environment which promotes shared decision-
making.

7. Patients being with and involving the family in the care.

It should be recognised that these practices are interrelated. For example, there are
elements of “being cared for in a nursing environment which promotes shared decision-
making " that link with “being empowered by nurses through information giving”. In the
second phase, the elements consisting of each of these best practices were retrieved from
the data explication process, highlighting the aspects of the care that the guidelines aim
at. These aspects specifically referred to problems faced by patients and their families
when being cared for cancer. They also referred to problems experienced by nurses
when caring for patients with cancer and their families in clinical practice. These aspects
consisted of not only the most highly reported elements but also those that were equally
reported by patients, advocates and nurses. Following, is a list of the various elements

of each of the best practices that cover the seven areas of the nursing care:
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Receiving care in easily accessible cancer care services

Qo

o]

o]

o]

Resources availability in cancer care.

Easy access to cancer care services.

Care provided independently of any geographical characteristics.
Accessibility takes into consideration the individual’s preferences and
ability to access the service so that the burden experienced by the patient
and his/her family members due to transportation issues can be avoided

and their presence with the patient promoted.

Being cared for by nurses who effectively communicate with them and their

families and provide emotjonal support

Q

o

Knowing and emotionally supporting the patient.

Effective communication can promote individualisation.

Avoidance of hermetic communication or “routine communication
agendas”.

Overcoming the belief that patients do not understand technical terms.

Avoidance to engage in meaningful communication.

Being empowered by nurses through information giving

o

O

Proximity and trust enables the patient to be informed by the nurse.
Promotion of person-tailored information,

Overcoming organisation and regulation restrains.

Addressing issues of power between health care professionals.

Providing meaningfu! information to the patient that is clear.

Overcoming the belief that the patients can not or do not want to cope

with information.

Being cared for by clinically competent nurses

o

o

Competent nurses have professional knowledge and technical
competence.

Clinically competent nurses meet paticnt’s physical needs.
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Competency extends to include qualities such as caring behaviours,
comforting, supportive and being there for the patient.
Competent nurses can promote the feelings of trust and safety.

Provision of more opportunities to gain specialty in cancer care.

Nurses addressing their religious and spiritual needs

]

o

Assess and respect patient’s religious and spirituals needs.

Address patient’s spiritual needs and make arrangements to also have
his/her religious needs met.

Continuity of spiritual life after hospitalisation.

The nurse with the priest’s support can meet the patient’s spiritual needs.
Overcoming negative perceptions and beliefs about priests visiting the

patients on the ward.

Being cared for in a nursing environment which promotes shared decision-making

]

o]

o]

Sharing professional knowledge

Respecting the patients’ knowledge and appraisals.

Empowering patients through promoting their participation in decision-
making processes.

Informing the patient to allow participation in decision-making,.
Advocating for policy to promote SDM.

Overcoming cultural barriers to implementing SDM.

Patients being with and involving the family in the care

O

O

O

o

Promoting family presence and its involvement in the care.
Family assuming a supportive role for the patient.
Avoidance of strict visitation policies.

Promote family-centre approach

In the final phase, the best practices along with their consisting elements that were

shown by the research to be associated with quality nursing care were amalgamated to

form the final guidelines for clinical practice. Through the given list of guidelines, 1
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illustrate the general approach and indicate the form that guidelines take. Explicitly,
guidelines are presented in tables. Each table is divided in three parts. In the first column
the guideline statement is presented, the second column represents the actions
recommended to the nurse in order to address the guideline and finally in the third

column the intended patient benefits are presented.
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Table 7.1: Guideline — Receiving care in easily accessible cancer care services.

The nurse deals with the
‘factors that fall under
his/her control in order to
facilitate access to cancer
care services;

identifies

those patients
belonging to the perceptive
categories and who might
have access problems.

takes measures so that the
hospital and the Ministry
of Health are informed
about the patient’s access
problems.

can arrange for the patient
to be referred to other
cancer centre, which he/she
can better access.

can arrange patient’s visits
to the hospital for
treatment in collaboration
with the patient.

Tho paritane
feels that his/her problem
accessing the service can
be known =~ to  the
management through the
nurse.

is given the choice to be
referred to a specialised
cancer centre which he/she
can access more easily.

influences the care
planning to suit his’her
ability to access the
service.
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Table 7.2: Guideline — Communicating with patient and families

The nurse establishes
healthy communication
with the patient and the

family.

setting up effective
communication channels.

applies non-verbal
communication skills in an
effort to communicate with
the patient and family.

involves the family in the
emotional support of the
patient through effective
communication.

is using  appropriate
language to convey
information to the patient
and family.

assesses  whether  the
patient 15  able to
understand the meaning of
the provided information.

does not limit
communication with the
patient based on a “routine
communication agenda”.

communicates with the
patient and his/her family
to better “know”’ them.

 Thopetene

values the ibeing
able to communicate with
the nurse.

values the non-verbal
ability of the nurse to
identify his/her unvoiced
needs, desires or worries.

receives emotional support
from his/her family.

feels able to speak to and
being understood by the.
nurse and vice versa.

has his/her ability to
understand technical terms
not undervalued or
overvalued.

has the opportunity to

freely ask questions or
clarifications from the
nurse.

feels comfortable to open
up to the nurse. His/her
personal characteristics are
conveyed to the nurse who
allows a more personalised
care to take place.
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Table 7.3: Guideline — Being empowered by nurses through information giving.

Guidelinel
The nurse adequately
informs the patient in
relation to his/her nursing
care.

-

l

evaluates  whether the
patient and family desires
to be informed and respects
their preferences.

informs the patient as part
of the nursing care plan.

uses person-tailored
information to match the
patient’s educational
background and individual
needs.

avoids  giving  limited
information which can be
vague and misleading.

can also seek information
from the nurse and not just
his/her physician.

receives meaningful
information and not simply
general information.

has his/her preferences
respected by the nurse.

influences the nature and
amount of the information
he/she receives from the
nurse. )
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Table 7.4: Guideline — Caring by clinically competent nurses

Guidelincll

The nurse caring for
patient with cancer is
clinically competent.

n

U | —

TN

demonstrates caring
behaviours. He/she is also
comforting and supportive
and being there for the
patient.

has the  professional
knowledge and technical
competence to care for the
patient.

develops his/her technical
skills and knowledge in
order to mect the patient’s
physical needs.

- /her phyca “

- Thepates

being satisfied by the

Nnurse.

feels safe when cared for

by clinically competent
nurses.
receives  support  and

comfort from the nurse
whenever he/she needs it.

experiences a  sincere
concern expressed by the
nurse when being cared
for.
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Table 7.5: Gnideline — Nurses addressing patients’ religious and spiritnal needs

nurse provides
spiritual and religious care
to the patient.

Shelnurses

plans and delivers the care
in accordance to the
patient’s needs.

addresses more than simply
the patient’s physical needs
but also his/her religious
and spiritual needs.

supports patient’s search
for existential meanings
within the experience of
having cancer and with
reference to God.

promotes priest’s presence
on the ward and works
together with him to meet
the patient’s spiritual and
religious needs.

is cared for in a holistic
way so that his/her spiritual
and religious needs are also
addressed by the nurse.

receives care as a human
being and feels that
attention is also given to
his/her mind and spirit.

can rely on the nurse and
the priest to have his/her
spintual and religious
needs met.
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Table 7.6: Guideline - Being cared for in a nursing environment which promotes

shared decision-making

(Cuideline

The nurse cares for the
patient in a nursing
environment which
promotes patient
participation in decision

making processes.

| oo

lihcinurse: i

evaluates the willingness of
the patient to participate or

not in  his’her care
decisions.

shares professional
knowledge @ —  he/she

informs the patient about
the treatments, medication,
diagnostic  examinations,
laboratory  results and
everything that is related to
the care.

takes into consideration the
patient’s knowledge and
experience in the decision-
making process.

provides the patient with
all the necessary
information which  will
allow him/her to participate
in his/her own care.

plans aspects of the nursing
care in collaboration with
the patient to better suit the
patient’s needs.

provides decision aids to
the patient in order to
facilitate SDM.

" BT elpaticn ¢ R
has | the oice

participate or not in his’her
care decisions.

to

is an active informant to
his/her nursing care.

has the information to
allow him/her take the
decisions that relate to

his/her care.

possession of knowledge,
experience and appraisais
are heard and utilised in
his’her care plan by the
nurse.
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Table 7.7: Guideline - Nurses being with and involving the family in the care

centred approach
nursing care.

to

resp the aient’s need
to have histher family
close.

promotes family presence
and involvement in the
care of the patient with the
implementation of a
flexible visitation policy.

respects the  family’s
willingness to be with and
involved in the care.

involves family in
information exchange and
participation in decision-
making.

when being cared for.

feels comforted from the

presence and emotional
support  from  his/her
family.

can take decisions related
with his/her care with the
family reciprocally.
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PART 5



CHAPTER 8

LIMITATIONS OF THE STUDY, RECOMMENDATIONS FOR FURTHER
RESEARCH AND CONTRIBUTION TO KNOWLEDGE

In this final chapter of the thesis I undertake an assessment of the limitations of the
research, and make recommendations for further work. The word “limitation” is
interpreted to mean “boundary”. Consequently, this section assesses both the strengths

and weaknesses of this research.

One of the strengths of the dissertation is its discussion of the implications of
hermeneutic phenomenology for the conduct and analysis of qualitative interviews. This
section provides a useful bridge between the theoretical literature of Thde (1971), Palmer
(1969), Kearney (2006) and others who discuss the principles of hermeneutical research,

and the methodological literature of qualitative analysis.

In keeping with the aims of qualitative research, the samples for this study were not
selected based on the need to generalise findings, but by the desire to achieve rich data
about the experience of being treated and providing care for cancer. However, the
samples were selected from all the major hospitals and cancer associations in Cyprus
providing, in a statistical sense, some representation. The generalisability of this study
does not derive from the representativeness of the sample, but from the concepts (such
as quality nursing care) and guidelines that may well be relevant to other settings and

patient groups.

A strength of this study was also the participation of two experienced researchers in the
construction and translation of the data collection tools and the data analyses procedures,
ensuring that the appropriate decisions were made, and that the research procedures were

correctly applied.

Finally, the research is unusual in that it relates the findings to clinical practice.

Although the guidelines that are presented in the previous section are unremarkable in
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themselves, they are valuable because they are grounded in and justified by a coherent

philosophical approach.

If an assessment of the limitations of this study were to be based on the normal standards
of positivist research (quantitative research), it would identify as problematic the small
sample size, that the sample is unrepresentative in a statistical sense, and that the study
lacks objectivity because it displays the influence of my perspective. However, these
criticisms are inappropriate in a hermeneutically grounded study that has, by definition
criticised, the basic assumptions of positivism. For the sake of completeness and clarity,
certain limiting features of the study are identified in the following list. Some of the
items on this list are the inevitable consequence of the hermeneutical foundations of the

research, whilst others can be attributed to the researcher.

* The guidelines do not represent a list of universally valid, a-historical principles
which will ensure the quality of nursing care in cancer care settings.

¢ | have both criticised and assumed the continuing existence of the institutional
pattern of care which is based on the bio-medical model of care.

e This study does not make the assumption that care is solely delivered by the
nurse. I have acknowledged the fact that care is a many-sided concept that its
provision also involves other health professionals and sometimes the patients’
family. It was my conscious choice only to explore the aspect of the care that
was provided by the nurses.

o The analytical procedures have been described in a rather tentative way.

¢ The research is non-reproducible.
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Recoammendations for Further Research

Three ideas for further research are given. First, it would be useful to develop more
practice guidelines of the kind that are described in chapter 7. These could then be

validated through application in the practice setting.

Second, it would be possible to take some of the ideas that are presented in chapters 6
and develop them in more detail. For instance, the meanings that spiritual needs have for
patients with cancer were discussed. Researchers have so far focused on the issue of
spirituality in more general terms rather than focusing on patients with cancer. Nursing
research which focused on the meanings of the spiritual needs for patients with cancer

would therefore be a valuable addition to the literature.

Third, it would be possible to explore the perspectives of family members that take upon
the role of the informal caregiver in relation to “quality nursing care” and other aspects
of the care highlighted in chapter 6. The study has shown that family plays an important
role when it comes to the care of patients with cancer and it would be beneficial to

investigate the burden that the role of the informal caregiver has.

Original Contribution to Knowledge

This piece of work is unique in many ways and innovative in others with substantial
contribution to the field. Through this study I have managed to provide interpretations of
the term quality nursing care (theory) as this was conceptualised by patients, advocates
and nurses. A meaningful communication on this issue implies a common understanding
of this phenomenon. 1t implies an essential meaning we must all be familiar with in
order to discuss “quality nursing care”. As the hermeneuntic nature of the study prevents
me from speaking about “consensus terms”, what 1 have done as a means to overcome
this barrier was to draw upon a shared familiarity with the world in which quality

nursing care takes place. This is important in order to use “definitions”, “concepts” and

“terms” that are equally understood by the patient, advocates and nurses. This way the
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nurse can better care for the patient and towards the same goals in relation to nursing

care.

The theoretical and methodological framework that was applied in this study, that of
hermeneutic phenomenology, was innovative for researching the topic under
investigation offering a new insight to the field. As part of this method, the “lived
experiences” of the informants were used as the primary source of the research data.
This framework allowed the consideration of aspects of the informants’ ethnohistoric
background in the interpretation of the research data and the amalgamation of these into
the findings. With the application of an innovative data analysis method inspired by the
Interpretation Theory of Paul Ricoeur but modified to suit the nursing paradigm which
has the person in its focus, the findings were not limited to textual interpretations but the
people in the play were also taken into consideration. The application of this approach to
the nursing research along with the explanation of every step of the research process,
offers a valuable example and an invitation to other nurse-researchers to apply this

philosophical approach to other nursing studies.

The review of the relevant literature revealed that researchers quite often have come up
with definitions of what constitutes quality nursing care whilst taking for granted several
assumptions about this issue. They often assume that patients and nurses hold similar
perspectives on this issue. Moreover the vast majority of the available definitions were
developed merely by seeking either the perspectives of the patients or the nurses unlike
this study where the nurses had the opportunity to respond to the opinions; concerns and
problems raised by the patients and their advocates at the time that these were expressed.
Therefore the materialisation of the findings derived through the discourse between the
informants - a process suited for the hermeneutic tradition. Another assumption made by
researchers is that the issue of culture of the informants is not important to the topic
under investigation and therefore not being considered in these studies implying that
these definitions are or can be a-historical or universally valid. This study however,
makes none of these assumptions and took these into consideration in the process of

developing the study, retrieving the research data and interpreting them.
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In terms of the guidelines that have been produced as part of this research, the nursing
care that is provided in cancer care departments can be improved. The most important
aspects of the care that were identified as problematic by the informants can be
addressed through simple measures which were prosposed by the informants. What is
more important is that these guidelines are characterised by their generic nature which

allows for these to be applied in settings other than merely the cancer care departments.

Finally, this study has brought to the foreground the need for returning back to the basics
of the nursing care we provide to patients. Issues which have for years being taken for
granted by the nurses, such as the importance of communicating with the pattent and
his/her family, were now validated against a wealth of empirical data deriving from this
study. It seems that we have been overwhelmed by a myriad of responsibilities and tasks
(often not even nursing tasks) that we have “taken-for-granted” the obvious/the intended
in relation to the care. We all know we have to do certain things for our patients but a lot
of time for various reasons we fail to do so. This study illuminates these aspects of the
care and offers possible ways to tackle the problems arising as a result of not adequately

addressing these aspects of the care.
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Chart 1: Percentage of specific cancers over total number of cancers in the 15 EU

countries
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Source: EUCAN, International Agency for Research on Cancer, 1997.
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Chart 2: Comparing healthcare spending in Cyprus to other countries
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Figure I: Irvines and Sidani “Nursing role effectiveness model”
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effectiveness model. Journal of Advanced Nursing, 38(1), p29-39.

Figure 2: The Quality-Caring Model
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Source: Duffy, J & Hoskins, L.M. (2003). The Quality-Caring Model: Blending Dual
Paradigms. Advances in Nursing Science, 26(1), p81.
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Figure 3: Fore-having (Vorhabe), ‘fore-sight’ (Vorsichi) and ‘fore-conception’
(Vorgnff) of the thing.
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Source: Demeterio, F.P.A. (2001). Introduction to Hermeneutics. Diwatao, 1(1)

Figure 4: Gadamer’s idea of ‘Fusion of Horizons’
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Figure 5: Patients’ preferences operate at a range of levels

|

|

Patient preferences operate at a range of levels

|

Decision Treatment Outcome
making preference preference
style
Shared, Side effects, Which,
directed, cost, timing,
advocacy benefits description -

Source: Bowling, A, & Ebrahim, S. (2001). Measuring patients’

treatment and perceptions of risk. Quality Health Care, 10(suppl 1): pi6.

preferences for

332



Care

ing

Schematic presentation of the Theory of Quality Nurs

Figure 6

Ethnohistoric influences

Quality Nursing
Care

333



Appendix B



Diagram 1: Cyprus Health Care System (Post-Reforms)
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Diagram 2: Public Hospital Organisational Chart
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Cyprus Nursing Chronicles, 7(3), p21
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Diagram 3: Private Hospital Organisational
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Table 1: Donabedian's Quality of Medical Care Model

Structure

Process

Outcomes

System characteristics

Technical style

Clinical end points

Provider characteristics

Interpersonal style

Satisfaction with care

Patient characteristics

Functional status

General well-being

Source: Donabedian, A. (1988).Quality assessment and assurance: unity of
purpose,diversity of means. Inquiry, 25, p173-192.
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Table 2a: National Health Expenditure

£ enar. £ mn
Avlluon 1998 1999 2060 2001 2002 2003 2004 Analysls

AHMOZIOZ TOMEAX 1148 1259 1372 151,27 1756 2154 2146 PUALICSECTOR

(1) Axobapores ercvBioeg 6,4 95 10,8 11,1 178 24,2 249} (1) Gross capital formation

(2) Aporfég enurdfiav 69,7 73,7 19,2 85,2 90,8 106,2 1083} (2) Compensation of employces

(3) Kowavikés aiopopiés xa mapoyts 9.8 98 11,9 126 155 166  158| (3) Social benefits

(4) EvBsipcon Avdioaon 268 30,3 32 37 448 62,5 593| (4) lntermediate consumption

(5) Aoutég tpiyovoes perofipaoeg 1,8 2,6 3 5.3 6,7 59 6,3 | (5) Onher current tranfers
JIAINTIKOZ TOMEAL @ 163,77 1694 1932 2056 2149 1134 12346 PRIVATE SECTOR @
Tpéygovorg Aanbves 15,6 163,7 1886 12004 2076 2161 2169 Curreot Expenditure

(1) latpéd o QUPUUKEVTIRG (1) Medical and pharmaceutical
npoidvia 50,1 514 588 63,1 656 68,5 71,0 products

(2) Gepumsuninég cquoxeués (2) Therapeutic appliances

. xm eomaopée 6,7 69 80 84 88 9,1 9.6 and equipment

(3) Yanpeoiec wrpdv, odovndtpoy (3) Physicians, dentists and other
KO Guviugiv ey yedpudvosy 759 779 398 955 993 103,7 1098 medical services

{4) Nogoxopewxt nepibaiyn 189 194 23,5 248 250 258  271| (4) Hospitai care

{5) Téhn ko cophicieg SuotTimpdroy 7.9 8,1 85 8,6 8,9 90 9,51 (5) Service charges on accidents
Kepaharouyikés Aaidveg 4,1 87 4,6 52 7.3 7.3 1.7 Capital 1avestments
ZYNOAQ AATIANON 2782 2953 3364 3568 3905 4388 4492 TOTAL EXPENDITURE
AKABAPIETO EIXQPIO GROSS DOMESTIC
NPOION 4.862,8 5.214,2 5.679,0 6.103,6 6.370,3 6.836,2 7.292.1 PRODLUCT
NOZOLITO AATIANON YTEIAZ PERCENTAGE QF HEALTH
ITO AETX.1N, (%) 5,7 57 58 5.8 6,1 64 6,2 EXPENDITURE ON G.D.P. (%)

Source: Cyprus Statistical Service (2005)
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Table 2b: Bed occupancy rate

[logoo 16 xaraifiyewg Méoog dpog mapepoviig
adavirv (%) (refpes)
Novoxopcio Bed occupancy Average length of stay Hospital
rate (%) (days)

2002 2003 2004 | 2002 2003 2004’
Fenxé Aspwwotog 81,3 80,4 95,5 8.1 8.0 8,7 | Lefkosia General
Apx. Maoxapiov I Asvxwaie 62,3 60,6 63,2 4.8 4.9 53| Arch, Makarios 111 Lefkosia
Tevixd AGpvanas Maxdpog 1™ T2 728 Th0 5,0 4.9 5,2 | Lamaka General Makarios ll
Teviwd Agpesot 16,6 758 81,5 4,8 4.8 50| Lemesos General
Tevikd Nbgpov 68,0 61,5 62,8 43 3,7 3.9 | Palos General
TENIKA NOXOKOMEIA 73.5 78 79,9 5.6 55 59| GENERAL HOSPITALS
ATMPOTIKA NOXOKOMEILA 31,7 377 30,1 5.4 6,0 5,2 | RURAL HOSPITALS

Source: Cyprus Statistical Service (2004)
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Table 3: Existence of history of specific health problem by sex and age category (male).

Nivaxa; 3a (ovw.). "Yrapin ¢ Iovopucd Toyxepuybvew Mpeflypbroe Yyetas kot Obhe xat Kavgyopta Hhuxlag
Table 3a (cont'd). Exhitenre or History of Specific Health Problems by Sex wnd Age Category

Aotpa | Alkrpria | Aupfrey [ Kovapdems| Yefpreon | Ewmidym/ |Eyscealud| XKpévio | Aplps- | Oavm- | Bimg | Koxaitns | Hmspavie/ | Xpona dried

Stlo/fuda Fppperia | cxnolde | Bpoyrindal wéSoa wSptain g Oovorcipalee |  worrdlilogn
SevAge Asthma | Allergy | Disbetes | Catarnet | Bypertension |Reart stiack]|  Stroke Chronic | Arthrosls | Osteoparosts | Ubcer Mulgnmms | Migmine | Corecie maxiery/
Bresckith Ttmear Hexde¢bey Depreszion

Avdgg/Males My | 15493 | 15203 LT3 30.691 2469 4562 150 | 12787 L 9325 2854 16510 13849
04 13% 1A ¢ 0 ¢ a 0 1545 Q 0 0 0 0 0
(¥ 3047 1977 [ 0 0 ] 0 ns Q 0 128 0 3 13
1014 2066 | 247 0 0 0 o [ 1.004 Q 0 0 0 34 18
1319 11 16% 0 0 0 ¢ ] %9 Q 0 [} 0 397 258
2024 1694 1.68% 16 0 [ o 126 bl 124 0 126 120 1154 M0
25.29 863 883 h77] 0 174 0 0 no 347 0 174 137] 911 1097
3034 by} 1477 140 9 0 0 0 Q3 142 0 464 0 1R 906
3339 5% 2221 $64 b: 1) b1 A3 ™ 269 284 0 280 0 1.665 (1))
044 966 1973 610 80 LM 16 126 163 241 0 638 0 1.886 1778
4549 kL 1009 42 0 1.698 363 0 95 469 0 958 0 1332 ]
5054 698 1853 99 i3] ENIT M8 848 503 LT ] 1534 218 1829 2097
5859 571 1692 2.508 642 3786 1,600 0 41 1069 s 836 358 731 651
6064 120 1335 2.536 569 4316 1330 M 66 1.501 146 LIy % 1.194 804
8369 $4 962 1.801 1282 3018 1.hé4 638 40 1613 101 640 418 1422 1184
7074 138 863 1.902 1418 1,666 102 B2 1 27 Mg 851 &87 506 861
1579 'y 634 1.551 2182 4161 1.061 73 748 1281 383 1069 m 519 &64
084 205 4 192 1413 1364 1A% w1 24 886 193 144 300 01 194
8%+ 3n 97 322 [ L] 858 204 m £28 761 0 218 0 108 26
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Table 4: Existence of history of specific health problem by sex and age category (female).

Mivexes 3a(ovv) Yeepin 14 leropucd Eoyxexppiver lipefinpdror Yydes xard O6io win Kargppla Huxlag
Table 3a (coot'd). Exbstence or History of Specific Health Preblems by Sex and Age Cakgory

Adtpo | Alkpric| Ao | Karapbumy| Yetgraen | Dmbdym/ |Enceciud| Xpona | Aplpe- Ogreo- B | Kowfen; | Hpwpavia/ | Xpdwe dryred/

Ot da 'Epgpoypa | canobln | Bpoyrinda) sitna adpaon L Movextya)ar|  wxedugm)
Sex/Age Achms | Allergy | Dishetes | Crtaract | Byperivpdon | Hesrt sttack|  Stroke Chronic | Arthrogls | Ostroparogh | Ulcer Malignant Migraine/ | Chronle snxkety/
Broachitis Tomear Headaches Depremsion

e /Femalked 19080 | 37089 124640 12004 39.533 anxn nun 13177 Bl ne3s 1L 15 4514 1141
04 887 592 [ 0 0 ) 0 50 0 0 [ [ 0 [
54 L7197 1.094 [ 0 0 [ 0 1.002 0 0 [ [ a [
1614 [Kix) 1238 1m ] [ [ ] 346 ] ] ) 103 2 123
1519 561 FAL]) 0 21 0 ] [ 434 1} [} ny ] ot 478
2024 1485 1.108 163 0 0 0 [ 24 [1] ] 13) 0 1594 1126
2529 130 215 ] [ ] 178 [} ns I 1] 356 151 un 2088
+ 3034 Le 1300 L] [} 138 124 [+] 757 48 L] p~1] 48 A2 130
15w 640 3175 273 0 in (R 136 o7 RIY] 130 53 338 3456 1.746
4044 1033 N 135 127 O 125 3 268 139 n n: 30 551 2008
4349 1136 4,749 775 0 1496 1 17 31 106 2 1393 29 415 1934
5054 1088 3an 1.263 140 1204 0 g 809 REiy. | 1204 e 924 4775 1193
5559 2030 2999 1.196 s 3938 3 m B4 3967 4R [N].<} 1083 1662 1813
60-64 586 2181 1353 476 5.76% "2 [R1) 1.261 4491 16683 L1469 “7 168 1408
6569 1260 1861 2050 1067 6092 [5:] 08 1.000 4468 4411 =4 09 1669 2434
0-74 944 2413 1054 py.-1} 6736 ™ 404 1.862 5275 4051 [ 33 2890 14
1519 1.067 1.798 1420 2.988 476 124 4N 1.083 4700 RELT) nr «0 78 2062
B0-34 9 673 936 2086 3268 7 Fre) an? Ln 1935 128 36 1305 08
85+ 128 128 91l 1.854 2019 612 0 121 2129 R)- 00 128 413 14}
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Table 5: Deaths by cause of death and sex 1997-2000

MINAKAE 64 (ouvipnie). SANATO! KATA AITA SANATOY' KAI ®YAO ,1997-2000

TABLE  64{cont'd), DEATHS BY CAUSEOF DEATH ' AND SEX, 1997-2000
1997 1998 199 000
KdSaucag
Antfa evérow Ci f
Code Dv. Awp. Tw. Iov. Awp. Tuv Itw. Avepn Mov. Iv. Aver [ ause of denth
Towl Maics Fom. Tow! Males Fem Towml Males fem. Tow! Maks Fem

1023 | Tpexmwooayticon 0 0 0 0 0 0 0 0 0 0 0 0 | Trypmosominsis

1034 | Tyorolojinom 1 I 06 o0 0 o6 0 0 ©6 0 0 0]schissomiasm

1025 | Adieg Aoyubdas ko zapammnxis Remsindes of certin infectious and
antives; 0 Q 0 0 0 0 9 4 5 1 0 1 | paresitic discases

1026 | Nooxldepaca 417 231 IBS 450 263 I87 447 242 205 411 156 160 | Neoplmims

1027 | Kexoffeg vedaiunopia yelkoog, Malignant neoplaem of lip, o
gathuato; xm edpuyya 0 0 0 0 4 4 0 6 5 I | cavity and pharynx

1028 | Koxcodife; vebadaopa woogdyov 3 2 1 3 2 1 3 1 2 2 2 0 | Malignani ocoplasm of ocsophagus

129 | Kaxodde; vedzigona oropdyos 17 11 6 18 11 T 16 W 6 10 6 4 |Malignantotopiasm of stomach

1030 | Kaxofifeg vebaaspa xdlow e Malignent aeoptasm of colon,
xpaxcrold 33 19 15 X 15 15 3 18 19 49 1 18 | rectum and enus

1031 | Kexofifies wodxlaopa fzmoog an Malignent acoptagn of liver and
evlorpm nxdy yoknedpoy xipoy 18 1 T 17 9 52 15 10 16 10 6 | intahepatic bile ducs

1032 | KemodfBeg sobaanya sayxpéaros W 13 7T LB Ot 1z 48 1 7 21 18 3 |Malignent neoplasm of pacrems

1033 | Kexofeg vedxheaa Apurye 4] 9 0 0 0 0 3 0 0 0 | Matignani peoplasm of lerynx

1034 | Koxofide; vedxdooya rpaydag, Matlignant ccoplasm of imchea,
Ppdryon au avetypova 63 52 " 81 63 16 & &£ 20 55 3 4 | bronchus and hmg

1035 | Kaxofhde; vobsiaapa Sépuarog 1 1 0 0 0 0 8 5 3 2 2 0 | Malignant metanorss of skin

186 | Kol wiadanya pewooss @ 0 338 3% 0 36 3% 0 3» 2 2 2 |Malignentneoplasm ofbreast

1037 | Kaxofifieg volxdaopua rparfilou Malignant peoplasm of cervix
wipag 13 - 13 5 $ 4 4 4 - 4 | atenss

1038 | KaxodiBes voixdaoya pun sofopojévay Malignant oeoplasim of other and
pepdv g pjrpag 0 0 0 0 2 2 2 - 2 | unzpecified pants of werns

1039 | Kaxofifie; vediaoja aobrxdy 1 - [} 12 12 10 10 9 - 9 | Malignent ncoplasm of ovary

1040 | KaxofiBeq vedalaopa xpaaredm 26 26 - 19 19 - M M O T I . | Malignan1 ncoplasm of prostate

1041 | Kaxofifes vedxhaopa xiomg [} 2 2 2 2 0 ] 4 4 7 5 Malignant nenplaem of tisdder

1042 | Kaxofle wiskaope spszopdion Maligneant neopiasn of ineainges,
s Giay tpunpibtoy tow kevipod bezin and other parts of central
vEDprKal Suotiipawg 0 0 0 k| 3 [ ¥ p.+) 17 24 9 t5 | oervous system

Tov v Ewa-cont d)

Source: Cyprus Statistical Service (2004)
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Table 6: Patients discharged General Hospitals by disease, sex and length of stay,

2003

MINAKAE 11 (oovirng). AOAVBENTEZ AZBENEIL AIT0 TA TENTKA NOLOXOMEIA KATA ADGENEIA, OYAO KAI AIAPKEIA IAPAMONHL, 2003

TABLE Ul {cont'd) PATIENTS DISCHARGED FROM GENERAL HOSPITALS BY DISEASE, SEX AND LENGTH OF STAY, 2003
KD-10 Aotz ooy Hpdpog voamphsiog
Patients dischrped Hospizal days
ey Kooy Mioog dpog
wpla "F‘m AcBbvon wn ¢flo Qb Zovewl  Negol oLt eapopovig Disease and s
K.Gﬂl Average
Co - Listof Bz- Td A D Tl feog
gory tlnm{u of sty
Saisporcs
BISBY  Mumoey Mycoxes
O k! 3 0 10 1) Tota
Avipe; 1 t 0 L 50 Males
Tovafre; 1 1 0 5 3 Fernaies
B30-BM  Eiovoln Mabria
Ol 1 H 0 6 30 Tout
Avdpes 2 1 0 [ 30 Maies
Twaics; 0 0 0 0 00 Pemiles
BSS  Adsuoviaon Leishmaniasis
Qg [ 1 0 4 40 Tod
My l | 0 4 10 Meles
Tovedxs; 0 0 0 0 00 Fenmales
B8  Epvocoxice Echinococcosis
Ol [ [ 0 b1 130 Toud
Avborg 2 2 0 7 15 Males
[ovofxeg 4 4 0 | 173 Females
AGS-AST, Mg haubde ko eapasids Other infections and parasitic
AB-A, ool diseases
ATLATT
AT BSR Bot,
BI5-BI9 BN,
Ohuxd n u | 13 49 Totd
Avdors, 19 19 Q 5 50 Meley
Tovaixeg 8 ] 0 18 48 Fenales
0 DS  Needopara Neoglasmas
Qhb KLy} 4t m B9 1 Totd
Arlpsy 188 th i n 0 Miles
Tovaiie; 158 L612 n 10819 16 Femals

Source: Cyprus Statistical Services (2004)
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Table 7: Patients discharged from Rural Hospitals by disease, age and length of

stay, 2003

THNAKAZ 12 (owima). ADOAVOENTEL ALGENEIL ATIO TA APOTIEA NOTOKOMEIA KATA ADOENEIA, OYAQ KAI AIAPKE[A IAPAMONHE, 2003

TABLE [2(mntd)  PATIENTS DISCBARGED FROM RURAL HOSFITALS BY DISEASE, SEX AND LENGTH OFSTAY, 013
ID-10 Asdlobfimg ol Hedpe ormciog
Pasierts discharged Hospital diys
E::;: oty oo s :
e Aobévag o il Olxd  Zovod Nl Db mopoponiy Discaxe 1nd s
G Linef e Toal ARy Ded  Toud :nee
Py o " dfy
caegories
AT Elyenk oo Typhos frver
et 2 1 0 1 35 Tata
b I 1 0 ‘ T Males
Tvabizg I I 0 3 0d Femls
BI§  OldamninkB Acatz bepatics B
Oinc I I 0 1 19 Totdl
Aupeg 0 0 0 0 09 Maks
Tovulies i i 0 1 12 Femaks
BIS, BITB1S ‘Al wpeval; qanrindi; Ober vira! beyetits
Qbocd i f 0 i} ad Tas
A 0 0 0 0 09 Maks
Tovabeeg I I 0 n pil Femles
ABLAST ANz worevelg eodévmg Ocher viral disenses
AB9.BO3B, s B B 0 50 18 Tad
BU7-B09,825, Ardoes 9 0 3 42 Maks
BB Twatizg 4 ' 0 1 ) etk
N o8 Neddopera Neoplnsa
Ohoch 3 2 § » s Tota!
Avlpz; “ o 4 p. T3 Miks
It | W H 1 » 64 Females
Ci§ Ko vebelaopo tov oropdyoy Maligrant neqplesm of Stomach
Oinch } } 0 16 53 Taal
Avdpeg 1 3 0 16 53 Makes
0 0 0 0 0 Femules
Cif  Kanffs vebrlooyn oo eiloo Maligrant cecplaem of ook
Qxt$ 4 ' 0 16 @ Tad
Avlprg 3 0 i 3 Makes
Tvab 1 ! 0 s 50 Fermks

Source: Cyprus Statistical Services (2004)
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Table 8: Expenditure on health services 1998-2003 in Cyprus

SUMMARY TABLE V. EXPENDITURE ON HEALTH SERVICES, 1998-2003
£ exar. £mn
Aviilvor 1998 1999 1000 2001 2002 2003 Analyshs

AHMOIIOE TOMEAZ 1148 1259 1372 1512 1754 2154 PURLIC SECTOR

(1) Axabépiome ensviiosg 64 95 10,8 1,1 17.8 242 | (1) Gross copital formation

(2) Apofiéc vnadinimv 69,7 737 79,2 852 90,8 1062 | (2) Compensation of employees

(3) Kowvancts awopopss kot napoyts 9.8 98 11,9 12,6 155 16,6 | (3) Social benefits

(4) Evdsipcon Avidoon 26,8 303 n2 37 448 62,5 | (4) Intermediate consumption

(5) Aomtg ptyovoeg perafifborig 1.8 2,6 i1 53 6,7 5.9 | (5) Other cwrrent trunfers
1AIQTIKOLZ TOMEAL 1444 1596 i80,1 1913 1999 2iLl PRIVATE SECTOR
Tpépovee; Aandveg 1403 1539 1755 1861 1926 2038 Current Expendlture

(1) larpueth om Qappaccutidg (1) Medical and pharmaceutical
npotivin 33,3 388 571 66,8 654 66,3 products

(?) BepansuTcés ovoxEvég (2) Therupeutic appliances
xai ebonhiopds 6,2 8,1 84 4.9 7.2 76 and equipment

(3) Ympeoieg wmpdw, obovantpov (3} Physicians, dentists and other
Ko guvapdy eneyyedpdrov 720 767 55 812 844 91.8 modical services

(4) Noosoxopewaxt; neplBaiym 261 273 M98 285 294 31,1 | (4) Hospital care

(5) Téwn ko1 copaleies Svarvgnuiran 2,7 30 a7 4,7 6,2 701 (5) Service charges on secidents
Kepalmovyuts Aandves 4,1 5,7 44 52 7.3 73 Capital Investments
ZYNOAO AATIANGN 2589 2855 3173 M5 3758 4165 TOTAL EXPENDITURE
AKABAPIETO ETXQPIO GROSS DOMESTIC
MPOION 48628 52142 56790 6.103,6 6.3703 6.801,7 PRODUCT
MOLOZITO AAITANON YTEIAZ PERCENTAGE OF HEALTH
ITO AEMX.N. % 53 55 56 56 59 63 EXPENDITUREON GD.P. %

Source: Cyprus Statistical Services (2003)
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Table 9. Structural explication for the main theme “Receiving care in easily accessible cancer care services”
Mo Unis 00 L Shetmmes Themes I Reis Theme

(Condmed) | ; |
A. “It is not easy for me coming here | A.l.Patients with cancer often have to | A. Geographical
[cancer care department] to take my | travel great distances just to get their | inequalities for
treatment which means that 1 have to be | basic treatment. availability and
admitted about every two weeks or earlier access to cancer care
sometimes when 1 am not well. You see ] | A.2.Lack of equity in access services

am not from this town [Nicosial, and I
have to travel from Paphos to come here | A.3.Centralisation of services is
which 1s expensive. The kind of treatment 1 | impacting access to care.

need or any other kinds of cancer care are
not provided in Paphos General Hospital. | A.4.Patients’ treatment sometimes
There have been times that 1 preferred to | postponed due to inability of the
go to the General Hospital and from there | services to meet the demand or due to
transferred to a specialised centre. [t is not | the inability to be present at the

fair, for us, | mean after all we do pay the | specialised centre. Receiving care in
same taxes as with anyone else, therefore easily accessible
why do people from Nicosia have a cancer care services

privileged cancer care, are we second
category civilians? (M-68, PI-15)

B. “Access to care is problematic in my | B.l.Reliance on family members | B. Family burden
point view. For us, the people living in | especially their children to take them | from  taking the

rural and urban areas it is very difficult to | for the treatments. patient for his/her
get any treatment for cancer when we get treatment and
sick, my fear is that will not be there to get | B.2. Psychological distress of the | assuming

treated. The closest hospital that provides | patient and the family. Some patients | responsibility for

such care is around 200 kilometres from | blame themselves for problems arising | other aspects of the
here and when you do not have a car this | in the family as a result of the frequent | care
can be a huge problem, and 1 do not only | treatments and their need for support
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mean a financial problem. Very often 1 ask
my children to take me there but
admissions and other arrangements need to
be made in the morning and this means that
they have to take time-off from work and
this can be very stressful for them, it is ok
in the first couple of times but after that
their bosses begin not to be so cooperative.
At the same time they also have to leave
their own families behind, and this is heavy
on my consciousness [specifically referring
to young children]” (M-65, PI-5)
“Something needs to be done. 1 think that
my family had enough, I do not know if
they can take it any more. They pay my
taxi to come here; they hardly see their
children when | am admitted and their
husbands are not so understandings
anymore. 1 do not blame them” (F-58, PI-
23).

C. “Coming here [in the cancer care
department] used to be easier than before.
Now that | am so dependant on my family
I rely on them to take me to the hospital,
among the other things they do for me. We
live so far from here that every time I have
to be admitted | spend most of the time
alone [meaning without her family], and
the visitation policy makes things no
easier, | am not complaining of the care or

and travelling (assuming patient’s care)

B.3. Work problems arise for the
members of the family.

C.l.Treatment for certain patients
means that they have to spend
significant time away from their
families.

C.2.Poor access to services and visiting
policies means that the family spends
limited time with the patient.

C. Family’s presence,
which is recognised
by the patient as an

important factor
during
hospitalisation, is

negatively influenced
by poor access.
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anything, but it makes me feel safer and
relaxed when they are around, they have
the way to keep my spirit up no matter how
bad things are” (F-44, PI-13). “Quality
nursing care is a difficult task for the
nurses, especially with patients with
cancer. Unfortunately, nurses sometimes
do no take advantage of the facilitating role
of the family in achieving this goal. The
family can act as a mediator between the
patient and the nurse, improving patient’s
adherence to treatment and his/her
cooperation with the nursing staff [...] (FG
with PA)

D. “I have cancer in my bones for almost
two years now, this has made me a
handicapped person. | need a wheelchair to
move and to come here is only possible
with the help of my family. There was no
planning so that other means of public
transport could be offered by the
government to the patients. Most care is
given in Nicosia and we are ‘forced’ to
come here [...] and why Nicosia in the first
place and not Limassol instead which is at
a junction of all cities? They opened the
cancer department in Limassol but the
range of care provided is limited....] get
the feeling that it something that was done
just for the people’s eyes [to relieve the

D.1.The Ministry ignores the essence
of the problems of the patients and their
families.

D.2.Poor planning negatively
influences the availability and access to
resources and Services.

D.3. Decisions are politically driven
instead of patient driven.

D. Political decisions
lack planning and
create inequalities.
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pressure off the Ministry of Health]” (F-57,
Pl-1) “The health sector in Cyprus is
suffering. | do not know about other groups
of patients but for us the patients with
cancer things are getting worse by the year.
There are not sufficient services available
to meet the increased demands. Instead of
doing things to solve the problem, last year
[2005] the minister [health] closed the
oncology ward in the Nicosia General
Hospital. Is this a reasonable action by the
Ministry? (M-66, P1-24) “Quality nursing
care can be and should be defined in terms
of the quality of the services provided,
however before one evaluates this, one
should first of all evaluate whether these
are available to the patients all over Cyprus
and can be easily accessible by them.
Unfortunately, the policy of the Ministry
and hence the government is to provide
cost-containment services which create
inequalities in relation to who is able to
receive cancer care (PA-FG)

E. “What quality are you referring to? That
the nurses and physicians do not have
medicines to give us? That we have to wait
for hours and sometimes even days just to
get a bed in order to be treated? That most
of us have to travel away from our cities to
get treated?” (M-21, PI-3, FG-1)

E.1. Patient argues that there can not be
quality of care without the provision
and access of care.

E.2. Stress the lack of resources, poor
availability and access to cancer care
services.

E. “Quality nursing
care” is interpreted as
being able to access
the cancer services
which are widely
available.
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Table 10. Structural explication for the nurses’ response to main theme “Receiving care in easily accessible cancer care

services”

(Sondenscd)

A. “l1 do not agree with the patients’ expressed
views on this matter. I can hardly see the
connection between the two [meaning quality
nursing care and- access]. Nursing care is
nursing care and its quality begins as soon as
the patient is admitted in the ward and the
nurse begins to care for the patient. That is, and
should be, in my opinion the starting point of
quality...and quality should be defined and
assessed from this point onwards” (M-31, SNI-
6).

B. “I think that access and availability as the
patients referred to it involve issues beyond the
control of the nurse, and the nursing profession
in general. And if you can not control these
1ssues how is it possible to be liable for them
or how can you be able to change them in order
to improve access and availability? It is a
matter simply out of our league. However, if
the nurse through her constant contact with the
patient identifies such problems or the patient
himself expresses such problems, then it is my
belief that she must take these concerns and
problems to the management committee of the
hospital so that actions can be taken at an

ISubEIthemes!

.l.isagreem with the patients

views

A.2. Nursing quality begins when the
patient is cared for

B.1. Nursing can not have power over
access and availability factors

B.2. Recognition of these issues through

patient  contact and  informing
administration
B.3.Access and  availability are

important for quality of care but not for
quality nursing care

B.4. Difficult to differentiate between
“quality care” and “quality nursing
care”

A.

plihemes]

Quality is
achieved through
nurses caring.

B. Beyond the
scope of nursing

Mainkhheme)

|
!
i
|

a'
L

and

Availability
access to services
are not related to

the concept of
“quality nursing
care”
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administrative level towards the solution of
these problems. From this point of view I
would say that nursing has the duty to help the
patient in the way I have described to you” (F-
45, WMI-14) “Access and availability are
important elements of the quality of care, it is
my guess that they speak about quality in a
more holistic way...] mean that the actions of
all health care professionals involved in the
care of the patient are included...on the other
hand nursing is a separate science and its
quality should refer only to those actions made
by the nurse as part of the patient’s caring. Of
course | am not only a provider but also a user
of the services therefore 1 can get into the
minds of the patients even for just a bit and see
what they were thinking when they made these
claims. The main reason I think is often their
difficulty to separate where nursing care begins
and where nurses can influence something with
their work, we are not expecting the patients to
know such details however, it is up to us to
inform them” (F-28, SNI-5)
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Table 11. Sirnctural explication for main theme “Being cared for by nurses whe effectively communicate with them and their
provide emotional support

families and

A. “Quality nursing care is...includes
many different things but for me being
able to communicate with my carers is
perhaps the most important. Otherwise is
like being treated by “mute” carers. To
consider nursing care as quality then
communication needs to be healthy, this is
my measure against which 1 value nursing
care. However, trying to communicate
with the nurses or the physicians in this
ward is not the easiest thing. Everything
in this ward are characterised by a level of
...mysticism"". Many times during my
treatment 1 had questions regarding my
disease, my medications and my care in
general, however, when 1 tried to clarify
these the answer [ got was “not now | am
busy”, or “l can not explain this in simple
words so that you can understand” and
even when they find some time for us they
speak in a “foreign” language that we are
unable to understand [...]” (F-57, P-1).

B. “Yes there are problems with
communicating with certain nurses;
however | do not want to make any

@S ubBiieies!

A.l.Patients referred
nursing care in terms of being able
to have a healthy communication
with their nurses.

A.2.Bad communication is due to
the nurses’ belief that most patients
are unable to understand technical
terms.

A.3 Nurses according to the patients
seem to “hide” behind the ward
routine and the lack of time to
justify their behaviour of poor or
ineffective communication.

B.1.Nurses rarely listen to the
patients and this restrains good
communication.

to ) ql

A. Communication

although a constituent of
quality  nursing  care
remains hermetic

B. Communication tends to
be one-sided.

Mainkliheme)

Quality

nursing

PV In Greek — Mvotixonafiera, Mvoticomra

354




generalisations because not all the nurses
are the same and some of the nurses have
been lovely so far. 1 believe that bad
communication is quite often when
attempting to move beyond what | call the
‘routine communication agenda’. What 1
mean is that nurses rarely listen to
us...they can hear us speaking to them but
they do not necessarily listen to us, thus
the communication tends to be one-sided”
(F-58, P1-23)

C. “[...] The nursing staff is really
wonderful and many times 1 found myself
in situations where they knew what 1 was
feeling at those particular moments
without even saying anything. However,
what | appreciate the most is that when 1
am “down” or feeling “blue” the nurses
can pick up these silent signals and act
upon it, they do their best to engage me
into a conversation or do something eise
just to take my mind away of my illness
and the worries that come with it. They
can even involve my family in this
attempt, 1 do not know how they can do it
but what 1 know is that it emotionally
comforts me [...] That is why [ would say
that good communication is [...] an
important element of the quality nursing
care” (M-57, PI-14, FG-1).

D, “Communicating means the ability to

B.2.Sometimes nurses intentionally
avoid getting into a deeper
communication with their patients.
They seem to have adopted a typical
{superficial) communication method
which rarely exceed.

C.1.Verbal and Non-verbal
communication skills are valued by
patients and the family.

C.2.ldentifiying voiced and
unvoiced patients’ needs and
implementation of strategies in order
to help the patients.

D.l.Communication allows the

C. Good communication
skills are valued by the
patient and the family as a
means to improve care.

D. Through

care is about being

able to
communicate with
the nurse about

health and personal
issues
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reach out for the other [...] Speaking to
and being understood, without this
essential component [...] nursing care can
not be complete or of high quality. Nurses
need to communicate with the patient and
know him/her, know about himv/her and
care for him/her specifically and not based
on standardised ‘routine’ ways. It is
equally important that the nurses establish
good communication with the patient’s
family as well, because family may also
need support and can also be an important
source of support for patients with cancer
and the nurse should work on this to the
patient’s benefit. If the nurse does not
have the abilities to unveil through
communication the patient’s feelings,
particularities, concerns and silent or
unvoiced needs then he/she can only care
for the patient in a “raw” and “cold”
manner, which of courses will reflect on
its quality [...] (FG with PA). -

nurse to know the patient’s world of
experiences and feelings.

D.2.Knowing the patient allows the
nurse to care for the patient based on
his/her individualised needs.

D.3.Establishing good
communication with the family.

communication nurses can
better understand the
patient and the family.
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Table 12. Structural explication for main theme “Being emp

. B VieaningitinitSE

f _ (Comdemesd)

A. “Spending 24 hours a day around nurses
allows me to have a ‘special’ relationship and
a better communication with them. I can trust
them and [ expect of them to inform me and
be honest for anything regarding my health.
[...] Quality of care is partly to keep us
informed and it’s their job for doing so. The
physician is around only for a few minutes
during the day and almost never at night and
in order for nurses to be there for us they must
be in a position to provide such information”
(F-58, PI-11, FG-1) “Quality is achieved
when the patient is informed and there many
reasons why | think this. For example an
informed patient is more likely to share
decisions responsibilities and also be an
active participant in his/her own care. With
the provision of information the patient is
empowered and he/she can influence decision
making [...]"(FG with Patients Advocates)

B. “I can not be sure if the nurses do not want
or they are allowed to provide such
information [disease related], perhaps the
hospital or even the physicians prohibit them
for doing so, [...] Usually I get the sense that
the nurses definitely know more than they tell
us [...]" (M-21, PI-3, FG-1).

ESuntiticincsu
‘Quality nursing care is scen
as informing the patient.
and

A.2.Proximity constant

contact with the nurse creates a |.

trusting environment that promotes
better communication.

shared
through

A 3 Participation in
decision-making

information giving.

B.1.The hospital disables nurses

from adequately informing
patients.
B.2.Information provides

physicians with power over the
patient.

enables
sharing.

information

B. Organisational
culture and lack of

policy.

owered by nurses through information giving”

[

Empowering patients
through information

giving
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C. “But, er, some members of the staff
[nurses and physicians] do not take you into
their confidence and hardly give you any
meaningful information or when they give it
to you, you are lucky if you understand a few
words. Either they think you are stupid or else
not interested” (F-21, Pl-6, FG-2)
“Information is not enough for us. Yes they
give us some information, but in my opinion
it’s only on a need-to know basis. As a Greek-
Cypriot is in my culture to want to
crosscheck'* the information provided to me
taking nothing for granted, and the nurse is
the most reliable and accessible source to do
this” (M-65, P1-22).

C.1. Assumption that the patients
are not Interested or able to
understand disease related
information.

C.2.Tailored information to suit
patient’s educational background,
cultural orientation, and general
level of comprehension.

C.3.Patients intentionally request
information from the physicians
and the nurses so that they can
have a clearer and “truer” picture
of their situation (health status).

C. Nurses beliefs and
attitudes.

132 Crosscheck — In Greek — diagtavpdve
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Table 13. Structaral explication for nurses’ response to main theme “Being cared for by narses who effectively communicate

with them and their families and provid
) MeaninglUnits S

i (@ondensed)
A, “Communicating with the patients has
not been the easiest task in my nursing
career [...]. 1 do not speak for all my
colleagues but I strongly believe that we
pretty much sitting in the same spot. You
see the problem is that {...] we have not
received any formal or any other training
on how to develop our communication
skills, therefore 1 solely rely on my
experience and what 1 have learnt from
others, unfortunately I can not claim that ]
am always engaging in a good
communication with my patients or even
their families...the problems are there and
....] perfectly understand the patients
when they complain about bad
communication. However, bare in mind
that what the patients perceive as bad
communication might be a weakness on
either side to receive or send the intended
message whether this is some disease
related information or simply a feeling”
(M-35, WMI-12)

B. “[...] There are times that providing
adequate information to-patients can be
psychologically harmful for them. What

A.lLack of training for

developing communication skills
during or after their nursing
education.

A2In Cyprus the nursing
education curriculum does not
comprise training on

communication skills.

A.3.Nurses are struggling to attain
and maintain good communication
with the patients.

B.1. Nurses hold such beliefs that
only selective information should
be given to patients.

considered by nurses

¢ emotional support and being empowered by nurses throagh information giving”

| ﬁzﬁ)mﬁ'}aﬂ%@”““m} WH Miefm Thems

[" T Thones
communication skills
education which is

a

burdensome aspect of the

carc.

B. Nurses” beliefs
informing the patients.

on

The meaning of
quality nursing care
is related to
effectively

communicating and
informing the patients
on every aspect of
their care.
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you do not know will not heart you [...]
and not knowing that you suffer from
cancer can sometimes be beneficial for the
patients and help them to get better if they
think they suffer from something else, not
to bring up that many times information
can be misinterpreted. Cancer in Cyprus is
a feared disease, often dealt with as curse,
punishment, and sin that leads to death.
Superstitions on this matter are difficult to
change [...] The families in most cases
prefer us not to tell or give any specific
information to their patients, believing
this way that they are protecting them, this
is more frequent, absolute I would say,
when the patient is a child or an elderly
person” (F-31, SNI-7) “Many times in the
past 1 tried to inform patients and their
relatives on their care and
treatment...however, what I had to face
was negativity from some patients and
relatives to receive such information. It is
so burdening choosing what to say or
what not to say and when is the best time
to do this...[ have given it up now... most
patients prefer to “stay in the dark” and let
me care for them as | think is best...so I
go along with this, which makes my job a
lot easier (M-37, SNI-10)

C. “The patients comments make me feel
as if we are the accused and we have to

B.2.Information may not be
understood 1n the correct way or it
is perceived that they do not want
to receive any information about
their disease.

B.3.The collective character of the
Greek-Cypriot family operates as a
“protective”  and  “filtering”
mechanism.

C.1.The lack of related policy on
informing the patients makes the

C.Policy  restraints
informing the patients.

to
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provide  excuses for the bad
communication and the poor provision of
information. When the patients complain
of poor provision of information related to
their disease, diagnostic tests, lab results
or any other aspects of the care their
complains should be directed to the
Ministry [of Health]. They make policy
and have control over the hospitals. The
current policy or protocols do not allow as
giving any specific or detailed information
to the patient, something that only the
physician is allowed to do. Physicians are
strict about this aspect of the care and
therefore we have to stick to the rules,
even if sometimes we do bend them to the
benefit of the patient. However, we do
refer the patients to the physicians when
they need any disease related information.
Protocols should be adopted on how and
what to inform the patients about. Let’s
not forget that we are not physicians and
therefore some treatment options and their
effects might be unfamiliar to us” (M-50,
WMI-13)

job of the nurses difficult.

C.2.There is need for protocols in
clinical practice.
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Table 14: Structural explication for main theme “Being cared for by clinically competent nurses”

A. “For me “quality nursing care” is by
definition a competent nurse caring for you.
A competent nurse is the one that knows
what she is doing. Most of the nurses in this
ward, give you a sense that their
knowledgeable and skilful when they care
for you...that is taking your vital signs,
checking the iv drip, giving your medication
preparing you for the many diagnostic tests
that we have to go through. Being treaded in
here several times enabled me to pick up on
the things that really matter for me.... |
remember when | had to do a dangerous
procedure...the nurses were so well-
informed and understanding...They felt
about me...were there and knew what to do
to help me Dbuilt my confidence
level...however this did not happen from
the beginning of my care...it took time...
This is what the nurses do all the time” (F-
21, P1-6, FC-2).

B. “Capable nurses are those who have the
professional knowledge to offer high quality
nursing care. They have the experience to
do the ‘right” things whenever and
wherever. The ‘right’ things are starting the
1Vs or drawing blood without having to

nurse’s competency are linked.

A.2. Competent nurse is the one
that “knows what she is doing”.

A.3. Successfully performing the
nursing procedures.

B.1. Meeting patient’s physical
needs.

B.2. Carrying out nursing
clinical procedures and helping

the patient with daily living

e

“Caring by skilled and
knowledgeable nurses

B. Competent nurses
address patient’s physical
needs through professional
knowledge and technicat
competence.

Being cared for by
clinically competent
nurses
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puncture us fen times, observing the
chemotherapy or dressing the wound
....Important are not just these technical
staff.. helping you out of the bed, taking
you to the shower, bringing you that extra
blanket when you are cold are all of equal
importance [...] sometimes talking to them |
do not mean only about treatments, diseases
but rather more personally can be all that |
need [...]” (F-42, PI-16, FG-1). “Coming
here makes me feel relaxed and safe having
the nurses caring for me... Doing all those
things to deal with my problem...] know that
they will be there when 1 need something,
or have a question about my treatment, or
medication...How not to feel safe in this
sort of environment? | am only sad for those
cases when the nurses fell short of my
expectations, and these cases are countable
on the fingers of my hand” (M-62, P1-7).

C. “Competent nurses are the key to quality
nursing care. When they have the relevant
knowledge and technical skills can
efficiently meet all the planned or
unplanned needs of the patients. However, a
common problem in Cyprus is having
general nurses treating patients with cancer,
most of the times without any additional
training or experience. This may lead [...]
1o patients experiencing several problems,
like unsuccessful needs assessment and

activities.

B.3. Clinically competent nurses
promote a feeling of safety
among patients.

C.1.Quality nursing care
depends of competent nurses
delivering the care.

C.2.Limited opportunities for
gaining specialty in cancer care
in Cyprus.

C.3.Non-specialised nurses may
be ill-equipped to care for the
patient with cancer.

C. Limited availability of
cancer specialty nurses.
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poor satisfaction or inability on behalf of
the nurse to provide the patient with specific
information on cancer and cancer
treatments. The problem is that at the time
such training 1s not provided either by the
state or any other private organisations.
Sometimes nurses working with individuals
with cancer experience such burden and
burn-out that forces them to leave their jobs
or ask for transfer to other wards. Those
nurses that have specialty in cancer care
have gained their qualification privately
[...] paying for their additional education
overseas, due to the limited opportunities
for scholarships or grants [...]"(FG with
PA).
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Meaningdtnits|
A. “l could not say it better myself. The
patients and their advocates raised an
important issue here [caring for people with
cancer by specialised staff]. | am a general
nurse and sometimes 1 find my training
lacking to help me deal with a difficult
situation. I have only been working in this
cancer department for a year and 1 must admit
that it is not easy to emotional or psycho-
social aspects of the care...Deal with the
patients or their families, feels like walking
through a minefield'” ... Getting the technical
skills was necessary of course but not so
difficult, getting to know the patients,
supporting them emotionally, learning how
they behave and how you should react,
satisfying their social needs, and how to
promote trust however, proved to be the most
difficult aspects of my work....I am still
working on these, but is hard without support
[meaning from the hospital]....Perhaps if 1
can achieve this then 1 could say that 1 am
offering quality nursing care to my patients”
(M-31, SNI-6)

B. “[...] It is patural that a clinically

A.1.Clinically competent
nurses are a prerequisite for
quality nursing care.

A.2 Nurses expertentially
become skilled at technical
competencies however; it is
more complicated to know
the patient, emotionally
support him/her, and offer
reassurance.

A.3.In their efforts to deliver
clinically competent nursing
care, nurses do not have the
necessary support.

B.1.Caring clinically

by

L - Themss H Maingliheme
| L _

!

!

A. Clinical ompetency
includes more qualities
than technical skills.

B. Competency promotes

Table 15: Stroctural explication for norses’ response to main theme “Being cared for by clinically competent nurses”

Er____ ——

[}
_d

Quality nursing care as

clinically competency
which includes
technical and

interpersonal skills and
knowledge.

133 A Metaphor often used to describe a difficult and tricky situation where the person does not know what to do and he/she must be extra cautious
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competent nurse can promote the sense of
safety among our patients. Everything we do
and how we do it'and how we behave gives
them the feeling that we are doing our job as
best as we can and most importantly in the
appropriate way, This makes them feel safe
[...]. Trusting us on the other hand is a more
difficult task to achieve which does not
happen overnight but only after several
encounters with the patient. Through these
encounters the patients “submif” us in little
“tests” that evaluate whether you can be
trusted or not. We are required to develop
good communication and interpersonal skills
through training and experience...The patient
wants to see a nurse that has a real interest in
him/her, has someone to talk to other than
his/her family, to offer support....That’s when
a trusting relationship is developed which
positively influences the quality of the care. A
clinically competent nurse is able to meet the
voiced and unvoiced needs of the patient in a
holistic way which is what the patients hope
for and expect from us” (F-54, WMI-20).

C. “Our Ministry and the hospital did not do
what was necessary to staff the cancer care
departments with specialised nurses who are
also trained to address the psycho-social and
spiritual needs of the patients. Training in the
School of Nursing as well as continued
education programs should expand on these

competent nurses  helps
patients to feel in safe hands
when cared for.

B.2.Gaining the patient’s
trust requires certain
qualities from the nurse.

B.3.Clinically competent
nurses can care for the
patient holistically.

C.1.Training from nursing
school and continues
education programs does not
promote clinically
competency.

C.2. A clinical competent

the feeling of safety among
patients.

C. Barriers to caring by
clinically competent nurse.
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aspects of the care and not cover them
superficially. Despite this lack of training for
most nurses, ! strongly believe that they still
manage to offer quality nursing care to
patients. When their training is not sufficient
to support the patient, then the nurse should
be abie to engage other professionals in the
care (i.c. priest, psychologist). Clinical
competency 15 not only about the qualities
that you have but it is also the ability to
collaborate and coordinate the team in the
best interest of the patient; and doing this you
need the necessary training” (M-55, WMI-
17).

nurse shonid also receive
training for the development
of coordination and
collaboration abilities.
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Table 16: Strnctural explication for the main theme “Nurses addressing patients’ religions and spiritnal needs”

VMeaningilnitShl

|

A. “] have asked to see a priest....Is
something that I have the need to do, to
confess, communc and pray to God and
Jesus Christ for everything to be fine...Of
course 1 do not expect the nurse to be
religions as 1 am and care for me
religiously, but what she can do and I am
expecting her to do is to provide the
means to get this kind of care in here
[hospital]” (F-68, PI-21, FG-1). “[...]
When I felt that everything was hopeless,
I did not care whether I received physical
care by the nurses or not, prayer was then
the only thing that was essential to me and
which kept me from going insane. The
nurses and the priest were there for me
helping me to come closer to religion, to
God. Praying, reading the Holy Bible
took my mind off the constant thought
that everything came to an end and that
death was inevitable. I am sure now that it
gave me hope and optimism for the future
[...] I could not find any better words to
describe quality nursing care than what
the nurses did for me™ (F-68, P1-25, FG-2)
B. ‘When I pray it feels like 1 talk with

A.1.Caring for the patient
religiously is considered as
quality nursing care.

A.2.Need for prayer, confession,
commune.

A.3.Patients rely on nurses to
have their religious needs met.

B.]1.Need to

A. ddesi igio
needs.

B. Addressing spiritual

MAingliheme

Nurses
patients’

addressing
religious and
spiritual needs
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God, I can express my fears and worries.
In my state [referring to cancer] 1 can only
request for His divine intervention for a
miracle to happen....the priest helped me
to understand the meaning of life...why
we come to this world and where we go
after death...all these have helped me a
lot...Since we talked and better realised
these things 1 feel a spiritual peace (M-58,
P1-9).

C.“Everything is so so “sterile” in this
department. | get the feeling sometimes
that the nurses do not like the sight of the
priest coming to the ward [...] sometimes
| have to ask them several times before
they notify the priest, and when he is here
staff makes him feel unwanted [...] as if
he disturbs the ward tranquillity [...] that
his presence was related to death or
nearness to death, something that could
provoke fear and upset. This is not fare for
me and for the other patients wanting and
needing to meet with the priest. Through
his words 1 saw life in a different way,
saw what Gods plan about me really was,
he gave me a sense of relaxation, a
spiritual “ease” that no one else managed
to do” (F-21, P1-6, FG-2)

D. “I hate it when the nurse acts as if all
patients in the ward are the same. She
does the same things for evervone, acting

communicate/connect with God.

B.2. Understanding the meaning
of life and death nurture the
spiritual quest of the patient and
bring spiritual peace.

C.1. Negative perceptions about
priests visiting the ward.

C.2. Ward tranquillity is
disturbed.

C.3. Priest’s presence connected
to death or nearness to death.

D.1.Nurses should care for the
patients based on their individual
needs.

needs.

C. Barriers to the
presence of priest on the
ward.

D. Holistic care that
takes into consideration
religious and spiritual
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like a robot [...] she ought to know that
we are different with different needs [...]
All needs however are important and all
needs demand satisfaction, some to a
lower degree and some to a higher one
{...} for me is important to have my
privacy to pray without disruptions, speak
with my priest or read a religious book,
seeing my family and | expect her to do
what is necessary to also have these needs
met, is this not what quality nursing care
really is? the nurse should be able to
acknowledge these and  respond
appropriately” (M-21, PI-8, FG-1)

D.2 Respect the religious and
spiritual needs of the patient.

needs.
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Table 17: Structural explication for nurses’ response to the main theme “Nurses addressing patients’ religions and spiritual

needs”

| (Comdsnestl)

A. “lt is a priority to meet his/her
physical needs as best as we can, based
on our knowledge, training and skills.
However, I do not believe that this
aspect of the care [meaning spiritual and
religions care] is or shonld be a part of
our job. 1 think that there are other
people more specialised, such as the
priests, better trained and prepared to
provide such care for the patient and the
family” (F-50, WMI-16).

B.“Spiritual Care...? If you are referring
to issnes related to the religion then I
think that we do anything possible to
meet their needs. 1 do not mean
personally care for them religiously
because 1 wounld not know how to but
making the necessary arrangements to
allow this care to take place, might that
be informing the priest to wvisit the
patient or allowing time for his/her
religions needs [...]”" (M-39, WMI-11).
C. “Hmm...(smiles). We are lucky if we
can meet the ‘more’” important needs of
the patients. We have to make sure that
the patient is clean, fed, and he is given
his medication and his chemotherapy,

_ . 1 —
A.1.Physical needs are seen as a

priority by the nurses.

A.2.Spiritual and religions care is
not acknowledged as part of their
nursing care.

A.3.Nurses rely on others to provide
spiritual and religions care to the
patients [i.e. priest]

B.I.Nurses misunderstand the term
spiritual  care. Spirituality and
religion were used interchangeably.

B.2.Indirect satisfaction of religions
and spiritual needs.

C.1. Nursing reliance on the bio-
medical model obstructs  the
satisfaction of the religions and
spiritual needs of the patients.

jlthemes
A. Norses’ beliefs on
spirituality

B.Nurses conceptualisation
of spirituality.

C. Restrains for spiritual
and religious care.

|
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taken for his diagnostic tests or
treatments [radiotherapy]. By the time
we do all these, there is not enough staff
or time for anything else [meaning
spiritual and religious care]” (F-25, SNI-
2) “I think that spirituality and religion
is part of the holistic care. To be honest
though we did not rcceive cnough
training [...] When I was in the nursing
school very little if any time was
devoted to spiritual care, This calls for
changes to the curriculum, as for nurses
to be better prepared. For us this training
should be continued” (M-37, SNI-10)
“The truth is that patients’ spiritual
and/or religious needs are not formally
included in their care. | know that these
needs are essential for the patient and
should be addressed through specific
nursing interventions; however it is up
to me to find the ways to satisfy them.
Unfortunately, this only happens with
few nurses who have the knowledge
[...]. Nursing assessment of patients’
needs is dominated by the medical
model, which is onented primarily
towards the physical needs, which does
not promote any spiritual and religious
care”(F-28, SNI-5)

C.2.Not enough time and staff to
provide such care.

C.3.Lack of adequate education.
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Table 18. Structural explication for the main theme “Being cared for in a nursing environment which promotes
_shared-decision-making

»

. U _eani 13- 9] ] I E S|

A. “Quality nursing care is all about choices

to be made in collaboration with your carers
and [Not participating in decision-making] is
for me a negative aspect not only for the
norsing care but for my health care in
general. Things are simple to me, it will only
take the health care professionals some time
to provide us with more information that
will allow me and the other patients to be
involved in the decision ~ making process”
(M-44, PI-i8). “No I was not given the
opportunity to participate in decision-
making even though | wanted to...No one
bothered, to explain to me what exactly 1
was about to do or what medication 1 was
about to take....Last night I had nausea and
asked them to give a specific medicine that |
take at home, nurse X [name omitted] said
no you can not take that one take this one
that 1 am giving you....] told her that for me
this medication is not effective and asked
her the reason for giving me a different one,
she said to me ‘because this one is better for
you and the physician prescribed this one’, I
was disappointed because she ignored me
[...] as if they knew me better than myself”
(F-58, P1-23)

-

O Sob-Gemss

Al Decision-ming ‘.

the quality nursing care concept.

A.2. Lack of opportunity to
participate in decision — making
processes and this is seen as a
negative aspect of care.

A.3. Difficult to participate
without appropriate information.

A.4. Lack of respect towards
patients’ knowledge and
appraisals.

Barriers
patient involvement
in shared decision-
making.

10

1 IMaingliheme)

Creating a nursing
environment to
promote  shared-
decision-making
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B. “I do not think that this [shared-decision-
making] is possible given the fact that the
mentality of the staff [physicians and nurses)
is so hard-headed. They do not think that we
are able to participate in the decisions
regarding our lives, sometimes they give you
the impression that we are idiots or
illiterates” (F-58, P1-20, FG-1) “l do not
know what policies they have around here
[hospitals and Ministry] - however 1 was
never given the opportunity to take decisions
about my problem. To be honest....l doubt if
1 or any other patient would ever have this
chance. | mean is a deeper thing, is about the
impression that the physician and the nurse
know best...until this situation changes
regardless of what the policy would be our
participation in the decisions will be
minimal to none” (M-42, P1-10).

C. “Clearly at the moment there is not a
policy that regulates the involvement of
patients in the decision-making process. As
a result patients’ influence in these decisions
is usually minimal to none. Physicians and
other health care professionals provide in
most cases insufficient and inappropriate
information that fail to create a complete
picture of the whole situation, which
removes their ability to take a correct
decision about their own health....Anyway
there are no audit processes through which

B.]. Nurses and physicians are
brassbound.

B.2. Nurses and physicians do
not have faith (and
underestimate) in the patients
being capable to take an active
role in health related decisions

C.1. Reluctance on behalf of the
health care professionals to
empower patients through their
participation in decision-
making.

C.2. Insufficient or inappropriate
information hinders participation
in shared decision-making.

B. Nurses’” and
physicians’
hegemonic attitudes.

C. Lack of policy to
promote shared
decision-making.
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health care professionals can be evaluated if
they are doing what they supposed to in
involving patients in shared decision-
making” (FG with PA).

D. “l agree with my colleague and 1 would
like to add that our society has allowed this
approach to patient care. 1t is not something
new but something that was generated in the
people’s minds through the years. The icon
of the health care professionals as ‘Gods’
was and unfortunately remains perhaps the
most difficult barrier to overcome in the
effort to introduce shared decision-making,
and as a result it is considered as granted
that the health care professionals should be
taking all the decisions” (FG with PA).

D.1. The Greek-Cypriot society
through salient messages accepts
this situation in patient care.

D.2. There is an icon of health
care professionals as ‘Gods’
who know everything about the
patients.

D. Cultural issues.
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Table 19. Structural explication for the nurses’ response to the main theme “Being cared for in a nursing environment which

_promotes shared-decision-making”
Migariyg Uinfts
(@ondensed))

A. “Things are not black and white....
There 1s an important issue that 1 do not
know if it had been brought up. What
happens if the patient does not want to
participate in such decisions? | am saying
this because often 1 have offered the
patients the choice to do or not do
something [meaning bath, take meals, and
choose a particular time to take a walk]
but they left the decision to me....of
course this does not apply for all the
patients. Young patients tend to request
for more participation in their own care
and they have the right to...but what 1 do
is not described in any policy and it is up
to me if 1 want to do it or not” (M-27,
SNI-3).

B. “l agree with the views expressed by
the patients, that rarely they have the
chance to take an active role in their care,
and be more autonomous even though it
should be their right. Usually if not
always we make the decisions for the
patients making the assumption that they
do not want to participate. We have been
trained to be able to make these decisions
and think that is our right and obligation

|
|

A.l. Nurses give choice to patients
however, some patients do not take

this opportunity and trust the nurse to
choose for them.

A.2. Respect patient preferences to
participate or not in their own care.

B.1. Motivation of health
professionals to put shared decision -
making into practice even if problems
are identified for this effort.

that shared
threat to

B.2. The perception
decision-making is a
professional autonomy.

B.3. The belief that the nurse has the

A. Involving patients in
SDM based on patient’s
preferences.

B. Nurses attitudes

towards SDM.

Quality nursing care
relates to being cared

for in a nursing
environment  which
promotes shared-

decision-making.
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to” (M-54, WMI-19). “I do not mean to
blame anyone...however from what 1
have been seeing is that health care
professionals [referring to physicians and
nurses] hold a certain view that they
“know” what is best for the patient and
want to have complete control....This
reflects on what we can do for the patient
‘| to include them in their care decisions.
This is the reason why the patients are not
given these choices...of course as nurses
we spend a lot of time with the patient and
we try to give them some choices in
relation to their daily activities...again
however, the ward routine limits the
choices” (F-22, SNi-1)

C. “Quality nursing care relates to the
patient increased involvement in his care.
This may be shared decision-making or
other strategies to increase their
participation. However, it is difficult to
involve the patients in the decision-
making process. [...] sometimes there is
not enough time or the support or the
policy to engage them in this process.
Personally, T am reluctant to involve my
patients in SDM simply because | do not
have the skills and did not receive the
training to do it properly. ! prefer not to
take the risk...giving the patient no choice
is the safe...trouble free way to care [...]

knowledge and experience to make the
best choices for the patient.

C. 1. Before patients can participate in
decision-making, nursing staff needs
the relevant law to be adjusted.

C.2. In the clinical setting there is little
time to engage the patients in the
decision-making.

C.3. Lack of training required to
involve patients in decisions.

C. Barriers
implementing SDM.

to
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The necessary information need to be
supplied to them and at the same time the
law should offer the nursing staff cover
over decisions that are taken in
collaboration with the patient” (F-35,
SNI1-9) “Speaking with my colleagues,
especially the older ones, 1 get the
impression that the Ministry and policy
are the scapegoats for every problem that
nursing is facing in Cyprus. Shared
decision-making is one of these problems.
The real reason for the difficulties in
involving patients should be searched in
the nurse’s behaviours and explicitly their
resistance to SDM. They see SDM some
kind of threat to their practice, 1 guess
they are used to making all the decisions
for the patient. They need training and
support to be able to successfully involve
the patients in decisions. Is the key to this
problem [lack of participation in decision-
making process]. It [policy] does not
allow providing certain important
information which would allow the
patients to take such decisions. Without
things changing in relation to policy, I do
not see the way that things could change
otherwise” (F-54, WMI-20).
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IMeaning{Units}
(Condensed) S
A. “To me quality nursing care is having
my family with me during these difficult
times in my life. Being there for me is the
most important thing that gives me courage,
and hope for the more difficult times to
come and overcoming these. I mean
assuring me that everything will be ok...that
1 will get over this [...] Please do not
misunderstand me, [ am not complaining for
the care that the nurses give me, but the
family is by nature closer to me, and this is
something that a nurse can never do. (F-30,
PI-12). When | am in the hospital T need a
familiar and friendly face, a smile and a
“sweet” word (glikia lexi) [...] You know
just a boost or a support if you like....
(Small pause) to help me get through the
day...one day each time. Is it much to
ask?”(F-58, PI-11, FG-1). “Undoubtedly,
family is the primary support that we can
hope for when caring for patients with
cancer. Most of the patients have good
relationships  with their families and
therefore they benefit from their support
[...] Simply their presence can be positive
for the patient” (FG with PA)

B. “I see the role of the family as

|

Table 20: Structural explication for main th

;

|

A.l. Quality nursing care is
connected with having the
tamily close when being cared
for.

A.2. Family members give the
patient hope and courage.

A.3. Family as a supportive
mechanism.

B.1. The family helps the patient

TR

I —

A. Being with the patient
and emotionally supporting
him/her.

B.

Family

supporting

eme “Patients being with and invelving the family in the care”

[ """ C Shibedlomes

Patients being with
and involving the
tamily in the care
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complimentary to that of the nurse for
giving us quality nursing care and that is
why | believe that they should work
together for our benefit. Let’s face it there
are not enough nurses around all the time to
care for us; this is where the family steps in
to also care of us in any way they can.
Besides this is what they do at home every
day, 1 do not see the reason why they can
not do it here as well in collaboration with
the nurse. My husband helped me to get
dressed, take my medicine and helped me to
walkabout especially the first days after the
operation; otherwise the nurse would be
making these for me The nurses should
realise the benefits and encourage family’s
involvement. (F-44, PI-13, FG-2). “I need
my wife and children to be here with me
and they have to be here to care for me even
if this means just to give me a glass of water
when | am thirsty [...] My children are
educated and better understand the medical
language and explain everything to me and
together we decide what to do. The nurses
do not always understand this and become
strict with the visiting hours, not allowing
them to stay longer or even at night.
However, some of them bend the rules and
allow them to stay outside visiting hours
and sometimes try to involve them in the
care, doing little things at the beginning and

with his/her
needs.

everyday living

B.2. Involvement in the care and
collaboration with the nurse.

B.3.Family assuming role in
communication with the nurse
and the  physician  and
participating in decision making.

patient’s  physical
informational needs.

and
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then becoming more involved. | am happy
that I have them near me (M-68, P1-15).
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Table 21: Structural explication for nurses’ response to the main theme “Patients’ being with and involving the family in the
nursin

care”

A. “[ agree that part of providing quality nursing care
it to involve the family in the care. Family and
friends are of course important to the patient and
specifically for his/her health condition. 1 have
noticed that those who have the emotional support by
their friends or family tend to have better health
outcomes, getting better sooner than thase who do
not have this kind of support. [...] This support
makes the patient feel calm and be more
collaborative with us”. (M-31, SNI-6) “l am
confident that the family and friends contribute to a
better nursing, they fill in the gaps of our care;
Therefore is important that we as nurses identify the
significance of family and do more to get them
involved-when 1 say get them involved 1 do not
necessarily referring to specific things that they
would be doing, to me giving them the chance to be
with their patient is involvement” (F-51, WMI-18).

B. “We do not have a problem from having them
around, we need them to be there instead. On the
contrary | have the opportunity to establish or
strengthen my relationship with the patient and
his/her family. Hence, I encourage them to spend
more time with the patient, sometimes even outside
visiting hours, but this is not always possible. 1f they
want to get involved in the care then I give them the
chance to be involved. It is more up to the patient in

A.llnvolving family
friends is part of the quality
nursing care.

A.2. Family’s contribution
compliments the nursing
care.

A.3.Positive influence
health outcomes and
relationship  with  nurses
when receiving support from
family.

on

B.1. Family members were
urged to spend time with the
patient.

B.2.Patient’s and family’s
desire for family presence

and involvement varies.

B.3.Nurse-family

and | A. Nurses beliefs on

jlihemes

L

family presence and
involvement.

B. Need for family
presence and
involvement.

Nurses agreed on the
relatedness of family
presence and
involvement with
quality nursing care.
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he/she wants them around. Sometimes the patient
does not want to have them around all the time; |
guess they want some peace of mind. However, if we
identify that the patient needs his wife, children or
friends we try to satisfy this need any way we can
[...] its human nature. When times are tough, we
want to be with family and friends.” (F-45, WM-14)
“Some of the relatives arc quitc skilful and
experienced helping the patient since they are the
ones who care for him/her at home as informal
caregivers. Often they want to help in the hospital as
well; doing the more practical things for the patient.
Perhaps this makes them feel needed and helpful;
they also feel that they are caring for their patient by
being close to him/her.” (M-30, SNI-4). “Family is
important to patients but also is important to us for
many reasons. | see the family as an empowering
force for the patients. | say this because with many of
our patients not having the knowledge to understand
the medical or nursing vocabulary or having a
reduced comprehensive level rely on their relatives to
be informed and take serious health decisions [...]
Once the patient has gone home, it is his/her family
that will assume the caregiver role, and for this to
happen they need training. Being with the patient and
involved this training can take place. Family can help
us to deliver better care to the patient by solving
these problems” (M-41, WM-15)

relationship influences
family involvement.

B.4. Family facilitates
communication with the

patient and decision making.

B.S. Family training
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Appendix D



1. Patient consent form

MIDDLESEX UNIVERSITY
SCHOOL OF HEALTH AND SOCIAL SCIENCES

INFORMANT CONSENT FORM-PATIENTS

Centre Number:
Study Number:
Patiant Identification Number:

Title of Project: Quality Nursing Care: patients’ with cancer perspectives and the
nursing response '

Name of Researcher: Mr. Andreas Charalambaus

Please initial box

1. |1 confirm that ! have read and understand the infarmation sheet
dated .....cccccoviiieviv e eveieeeennnfor the sbove study and have had the O
appartunity ta ask questians.

2. | l understand that my participation is valuntary and that | am free ta withdraw at any
time, withaut giving any reasan. O

3. | | understand that sections of any of my medical notes may be looked at by
respansible individuals from Middlesex University where it is relevant ta my taking
part in research. | give permissian for these individuals to have access to my a

records.
0
4. | 1 agree to take part in the above study.
5. | I prefer ta be interviewed alone. O

Namae of Patiant Dste Signature

Researcher Date Signature

1 copy far patient; 1 copy far researcher
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2. Patient information sheet

MIDDLESEX UNIVERSITY

SCHOOL OF HEALTH AND SOCIAL SCIENCES
HEALTH STUDIES ETHICS SUB-COMMITTEE

= Study title
Quality Nursing Care: patients” with cancer perspectives and the nursing response.

» Invitation paragraph
"'Dear patient you are being invited to take part in a research study. Before you decide it
is important for you to understand why the tesearch is being done and what it will
involve. Please take time to read the following information carefully and discuss it with
others if you wish. Ask me if there is anything that is not clear or if you would like more
information. Take time to decide whether or not you wish to take part. Thank you for
reading this™

=  Purpose of the study
The aim of the study is to investigate the views of patients with cancer as to explore their
experiences and needs in term of nursing care in Oncology Departments. In the light of
the patients’ views, the nurses’ and key informants’ views will be explored according to
the quality nursing care. The study is expected to be completed by the end of 2006.

*  Why have yon been chosen?
The research participants have been chosen purposively taking however, into
consideration certain aspects of their care in order to present a sample that will include
the various patients’ categories. The research sample will be 25 patients, selected from
the three hospitals. Additionally, when the interviews will be completed, 2 focus groups
with the patients will be performed, one in each town (Limassol-Nicosia) and one focus
group with the key informants.

= Do you have to take part?
It is up to you to decide whether or not to take part. If you do decide to take part you will
be given this information sheet to keep and be asked to sign a consent form. If you
decided to take part you are still free to withdraw at any time and without giving a
reason. A decision to withdrawn at any time, or a decision not to take part, will not
affect you or your treatment in any way.

"  What will happen if yon take part?

If you are willing to take part, you will be interviewed if selected. It is important that
your answers are honest and objective. If you are chosen to be interviewed, this will take
place at your own room (oncology units) or at a specially prepared room if privacy can
not be secured. However, you must be prepared to be available when the interview will
take place. It is expected that the interview time will not exceed 45 minutes. Coffee and
refreshment will be available during the interview. The researcher is expecting from you
to sincerely provide answers and comments on the issue. The research method I will be
using is hermeneutic phenomenology (qualitative research).
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®*  What do yon have to do?
In the event that you are chosen to be interviewed or/and to participate in the focus
groups, then you will be expected to be available when the interview/focus group will
happen. You are expected to be sincere with your answers and comments.

* What are the possible disadvantages of taking part?
There are no disadvantages of taking part in this study. The opinions and answers of
each participant are confidential and will remain confidential during and after the study.
All the records (e.g. tapes) will be destroyed when the research will be completed.

* What are the possible benefits of taking part?
There is no intended benefit to you from taking part in this study.

s  Will my taking part in this study be kept confidential?
All information that is collected about you during the course of the research will be kept
strictly confidential. Any information about you, which is used, will have your name and
address removed so that you cannot be recognized from it.

s  What will happen to the results of the research study?
The results of the research will be published in the "’ Cyprus Nursing Chronicles™. If
you are not a subscriber of the above magazine a copy of the results can be obtained
from me upon request. Explicitly, 1 assure you that you will not be identified in any way
in any publication\report.

®*  Who has reviewed the study?
The Health Studies Ethics Sub-committee (HSESC) of Middlesex University (J.K.) and
the Ministry of Health (Cyprus) have reviewed this study.

» Contact for further information
Should you have any queries prior, during or after the study please do not hesitate to
contact me:

Andreas Charalambous (Cyprus Nursing School}
Tel. 99693478
Email: AC671(@mdx.ac.uk, a.charalambous(@hotmail.co.uk

The researcher wishes to express his sincere thanks for taking part in this research study.
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3. Nurse consent form

MIDDLESEX UNIVERSITY
SCHOOL OF HEALTH AND SOCIAL SCIENCES

INFORMANT CONSENT FORM-NURSE

Centre Number:
Study Number:
Nurse |dentification Number:

Title of Project: Quality Nursing Care: patients’ with cancer perspectives and the
Nursing Response

Name of Rasearcher: Mr. Andreas Charalambous

Please initial box

1. |} confirm that | have read and understand the information sheet
datad ... for the above study and have had the O
opportunity to ask questions.

2. | I understand that my participation is voluntary and that | am free to withdraw at any
tima, without giving any reason. 0

3. | | agree to take part in the above study.

Name of Nurse Date Signature

Researcher Date Signature

1 copy for nurse; 1 copy for researcher
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4. Nurse information sheet

MIDDLESEX UNIVERSITY
SCHOOL OF HEALTH AND SOCIAL SCIENCES

HEALTH STUDIES ETHICS SUB-COMMITTEE

. Stady title
Quality Nursing Care: patients’ with cancer perspectives and the nursing response.

= Invitation paragraph
“Dear colleague you are being invited to take part in a research study. Before you decide
it is important for you to understand why the research is being done and what it will
involve. Please take time to read the following information carefully and discuss it with -
others if you wish. Ask me if there is anything that is not clear or if you would like more
information. Take time to decide whether or not you wish to take part. Thank you for
reading this”

= Purpose of the study
The aim of the study is to investigate the views of patients with cancer as to explore their
experiences and needs in term of nursing care in Oncology Departments. In the light of
patients’ and advocates views, nurses’ perceptions will be explored in relation to quality
nursing care.

®*  Why have you been chosen?
The research informants have been chosen conveniently taking however, into
consideration different professional backgrounds (e.g. level of study) in order to present
a sample that includes the various nurses’ categories. The research sample will be 20
nurses, selected from the three hospitals.

* Do you have to take part?
It is up to you to decide whether or not to take part. If you do decide to take part you will
be given this information sheet to keep and be asked to sign a consent form. If you
decided to take part you are still free to withdraw at any time and without giving a
reason. A decision to withdrawn at any time, or a decision not to take part, will not
affect your job in any way. What needs to be made explicit here is that a decision to take
part will not provide any form of benefits to you or your working status.

=  What will happen if you take part?

. If you are willing to take part, you will be interviewed if selected. It is important that
your answers are honest and objective. If you are chosen to be interviewed, this will take
place at the hospitals, at a specially prepared room. However, you must be prepared to
be available when the interview will take place. It is expected that the interview time
will not exceed 40 minutes. Coffee and refreshment will be available during the
interview. Again the researcher is expecting from you to sincerely provide answers and
comments on the issue. The research method 1 will be using is hermeneutic
phenomenology (qualitative).
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=  What do you have to do?
In the event that you are chosen to be interviewed or to participate in the focus groups,
then you will be expected to be available when the interview/focus group will happen.
You are expected to be sincere with your answers and comments.

*  What are the possible disadvantages of taking part?
There are no disadvantages of taking part in this study. The opinions and answers of
each participant are confidential and will remain confidential during and after the study.
All the records (e.g. tapes) will be destroyed when the research will be completed.

*  What are the possible benefits of taking part?
There is no intended benefit to you from taking part in this study.

=  Will my taking part in this study be kept confidential?
All information that is collected about you during the course of the research will be kept
strictly confidential. Any information about you, which is used, will have your name and
address removed so that you cannot be recognized from it.

*  What will happen to the results of the research study?
The results of the research will be published in the “Cyprus Nursing Chronicles”. 1f you
are not a subscriber of the above magazine a copy of the results can be obtained from me
upon request. Explicitly, | assure you that you will not be identified in any way in any
publication\report.

*  Who has reviewed the study?
The Health Studies Ethics Sub-committee (HSESC) of Middlesex University (U.K.) and
the Ministry of Health (Cyprus) have reviewed this study.

=  Contact for further information
Should you have any queries prior, during or after the study please do not hesitate to
contact me:

Andreas Charalambous (Cyprus Nursing School)
Tel. 99693478
Email: AC671(@mdx.ac.uk, a.charalambous@hotmail.co.uk

The researcher wishes to express his sincere thanks for taking part in this research study.
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5. Ethical Approval from the Ministry of Health and the HSESC

't

H Awixnon vou Dopéa xm ohar or Tuvepydres Exouv evpepwdel via 1o TEPIEXOHEVO ToU EpEUVNTINO0
Epyay pe ThAo €H eqapuoyh Tng avonainang TwY VOOTAEUTWY K Twv CTBEVGY weg BEITES THOIOTRTAG
tppohlﬁdg ac oykohoyicés HOVGEECS KOl CUNQUIVIIODY VO CUHPETAOYOUY OF QUTS,

Apleﬂﬁs Taurdtnrag
Huepopnvia : 23.0 2e0u
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School of Health and Social Sciences
The Archway Campus

Furnival Building

10 Highgate Hill

London N19 5LW

Middlesex
Andreas Charalambous UﬂlVQfSlty

Research Student

16" March 2005

Dear Andreas,

Re: Quality Nursing Care: the oncology patients’ perspectives and the nursing
response.

Thank yoﬁ for the response which adequately answers the ethics committee's queries. On
behalf of the committee, 1 am pleased to give your project its final approval. Please note
that the committee must be informed if any changes in the protocol need to be made at
any stage.

I wish you all the very best with your project. The committee will be delighted to receive

a copy of the final report.

Yours sincerely

g

Professor (I)Rena Papadopoulos
Chair of Ethics Sub-committee (Health Studies)
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1. Patient narratives

To explore the lived experiences of patients with cancer in cancer care departments in
relation to quality nursing care.

INTRODUCTION

Hi, (Ms/Mrs/Mr) (NAME), my name is Andreas Charalambous. Would it be alright if
you could tell me about your experiences in relation to the nursing care you have
received in (SITE OF CARE)? | am working on a study with cancer care departments to
try to find out about the kind of nursing care patients are getting.

INTRODUCTION OF THE PIS AND THE CONSENT FORM TO THE PATIENT
*(Adequate time is provided to the patient to study the information sheet)

Before we begin, I want to tell you that you do not have to answer my questions, though,
if you do not want to, and_you can stop at any time. Your doctors and nurses will still
give you the best care possible whether or not you decide to participate in this study.
This interview will be confidential, that is, your name will never be linked to your
answers, but your answers will be combined with the answers of other patients to give
useful information that might be beneficial to patients in the future. Your answers will
not be shared with your health care team.

[s there anything that you would like to discuss before we begin our conversation?
Is it OK if I stant?

Yes..oooon. I {(continue)
No.............2 (can] come back another time that would be better for you?)
DEMOGRAPHIC DATA

I would like to start with some questions about your personal information.

Gender:

Marital Status:

Age:

Which district do you live?:

Occupation?

Level of education?

When where you first diagnosed with cancer?

Is this the first time you are aursed in this department? Yes/No If
the answer is NO How many times have you been nursed in this
department in the last year?

9. Days of stay/treatment in this cancer care department:

10. What is the diagnosis for your illness?

WA AR LN =
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NARRATIVE OPENING QUESTION

I. What does the concept “quality nursing care” means to you?

NARRATIVE STEM QUESTIONS (in random order)

1. Wha{t comes to your mind when you think of the term “Quality nursing care”?
Looking for beliefs and values.

Looking for cultural elements.

Looking for personal meanings.
Relate quality with issues such as ‘meeting physical needs’, ‘holistic care’ etc.

2. During your stay in the department what were the most important needs that you
expected nurses to evaluate and meet?

* Looking for various needs that patients expect nurses to address, such as
psychological, physical etc.
= Relate various needs with the term of ‘quality’.

3. During your treatment were you given the opportunity to participate / be involved in
decisions pertaining your care and treatment?

Opportunity to participate in decision making

Whether the patient was offered a choice of care options

Patient information and education

Possible disappointment from the patient for not participating in decisions

4. Can you give me an example of Nursing Care that you received or witnessed others
receiving such as a family member, friend or a neighbour when you thought “this is
good Nursing Care”- Based on your example, what would you say is “Quality Nursing
Care”?

= Look for factors which contribute to quality.
* Looking for personal meanings.
= Looking for descriptions and examples

5. Overall would you consider yourself pleased from the Quality of Nursing Care you
are receiving in this department? Could you please justify your answer?

* Looking for personal opinions/experiences.
» Looking for factors that negatively or positively influence of nursing care.

» How important is satisfaction with nursing care for patients.

6. Please describe one incident from which you were satisfied from the Quality of the
Nursing Care you received in this department (Giving the reasons for your answer).
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* Looking for factors that positively influence quality of nursing care.

* Looking for factors such as the healthcare facilities condition (structure).
» The total nursing hours provided per patient (structure).

* Patient information and education (process).

* Length of stay (outcome).

= Holistic care (process).

7. Please describe one incidents from which you were not pleased from the Quality of
Nursing Care in this department (Giving the reasons for your answers).

* Looking for factors that negatively influence quality of nursing care.

* Pain management (process).

s Assessment and implementation of patient care requirements (process).
» Responsiveness to unplanned patient care needs (process).

= Ratio of nursing staff per patient (structure).

= Nurse qualifications/skills (structure).

*  Complications during treatment (outcome).

8. Would you say that the nursing care offered by the nurses can be improved? If the
answer is YES. In your opinion what needs to be done in order to make the nursing
care better?

* Personal opinions related to structure — process — outcome issues.
= Need for more information about their care.

9. Is there anything else you wish to discuss which relate to the quality of nursing care
you have received and which we have not talked about?

=  Whether the patient wished to change anything regarding his/her care.

* More participation in decision-making.

* Patients’ views should be taken into account in decision making, both at the level
of individual care and in issues of management and policy.
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2. Nurse narratives

To explore the lived experiences of nurses caring for patients with cancer in cancer care
departments in relation to quality nursing care.

INTRODUCTION

Hi, (Ms/Mrs/Mr) (NAME), my name is Andreas Charalambous. Would it be alright if I
asked you some questions about the nursing care you provide since you have been
waorking in this oncology department (SITE OF CARE)? 1 am working on a study with
cancer care departments to try to find out about the quality of nursing care patients are
receiving in these areas.

INTRODUCTION OF THE NIS AND THE CONSENT FORM TO THE NURSE
*(Adequate time is provided to the nurse to study the information sheet)

This is a voluntary interview and therefore, you do not have to answer my questions, if
you do not want to, and you can stop the interview at any time. Your decision to
participate or not in the study will not have any positive or negative effects on your job.
The interview will be confidential, that is, your name will never be linked to your
.answers, but your answers will be combined with the answers of other nurses and
patients to give useful information that might be beneficial to patients and nurses in the
future.

Do yon have any questions?
Is there anything else that you would like to discuss before we begin our conversation?

Is it OK if I start?

Yes ........... I (continue)
No..or 2 (can I come back another time that would be better for yon?)

DEMOGRAPHIC PATA
I would like to start with some questions about your personal information.

1. Gender:

. Marital Status:

. Age:

. Which district do you live?

. How many years have yon been working in this cancer care department or
in another cancer care department?

. What is your rank?

. What is your general educational background?

. What are your nursing qualifications?

h bW b
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9. Have you received further training or education in cancer care nursing?
10. Which and where from?

NARRATIVE OPENING QUESTION

1. Patients and their advocates think “quality nursing care” in terms of:

The availability and easy access to cancer services as related to quality nursing
care.

Communicating well with the nurses and receiving emotional support from them.
Principles like autonomy, participation in decision making, and being adequately
informed.

Receiving care by competent nurses.

Holistic caring which emphasises the spiritual and religious needs.

Family closeness and involvement in the care.

What is your response to each of these perspectives expressed by the patients?

NARRATIVE STEM QUESTIONS (in random order)

1. What comes to your mind when you think of the term “quality nursing care™?

Looking for beliefs and values.

Looking for cultural elements.

Looking for personal meanings.

Looking for any similar responses with those of the patients (aide memoir)
Relate quality with issues such as ‘meeting physical needs’, ‘holistic care’ etc
(aide memoir).

2. Based on your experience in this department what were the most important needs that
patients expected you to meet?

In your opinion which of these needs were best addressed by you?

In your opinion which of these needs were less addressed by you?

Do you address the patients’ needs based on which they considered as the most
important?

How do you evaluate the importance of patients’ needs?

3. Patients in their narratives argued that ‘they rarely or never have the possibility to be
involved in the decision-making process regarding their health related issues’.

What is your response to this statement?
What are the reasons that inhibit patients to participate in the deciston-making
process?
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» The hospital policy provides the opportunity to the patients to participate in
decision making?

*  What is opinion on the policy’s guidelines regarding shared decision-making and
the role of the nurse?

= Patient information and education.

* What are the consequences of this aspect of care - possible disappointment from
the patient for not participating in decisions, low satisfaction?

4. Family and significant others are considered by patients one of the most important
support mechanism they have during their course of illness. Nevertheless, based on
patients’ views and their advocates, they are not involved in their care as much as the
patients and their family would like to.

=  What is your response to this statement?

= What are the reasons that prevent family members to be involved in the care of
their loved ones?

* Is the hospital policy facilitating or inhibiting such an involvement — visitation
policy?

5. What methods are used (if used) by this organisation to assure the provision of quality
nursing care to patients? Do you believe that these methods are effective in action or do
they face some challenges? If so, which? Can you provide some possible responses to
these challenges?

* Quality improvement processes and policies.

=  What is reported regarding quality of nursing care?
= How is reported and to whom?

= How is this information used?

= Nurses accountability.

6. Would you believe that the level or the nature of the education and training that you
have received was sufficient in order to address the patients’ needs specifically and
provide quality nursing care more generally?

= Does this organisation or the Ministry of Health provide you the opportunity for
further training or education in cancer care nursing?

= Opportunities to develop clinical skills.

= ldentify any personal and professional development needs which may help
nurses to add to their skills in order to be able to respond in more effective,
efficient and sensitive ways.

11. Is there anything else you wish to discuss which relate to the quality of nursing care
and which we have not talked about?
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3. Patients focus groups

Location: Limassol General Hospital and BOC Oncology Centre
Duration: 1-1:30 hours
Questions

In the narratives some of you and others not taking part in this focus group have
described “quality nursing care” in various ways and in the following random terms:

* Needs satisfaction — focus on spiritual and religious needs.

v Receiving adequate information.

v QOpportunity to participate in decision-making.

»  Family closeness and involvement in the care.

Communicating well with the nurses and receiving emotional support from them.
Sense of safety.

Nurses proximity.

Nurses’ competency {medico-technical skills).

Availability and accessibility of cancer services.

Would you agree that these terms are appropriate to define “quality nursing care™?

Another term used by patients to define *“quality nursing care” was shared decision-
making in health care decisions.

»  Why shared decision-making is important to you?
» |n what way would you like to participate in your health care decisions?
»  How could we as nurses assist you for this?

In relation to the needs that you expected nurses to gratify during your treatment, you
have reported the following:

=  Physical needs — related to daily avtivities

= Spiritual needs.

= Religious needs.

» Emotional needs.

» Needs related to treatment (i.e. information giving, decision-making,
participation).

» Social needs — family and significant others closeness and involvement in the
care.

Do you believe that the nurses tailored your care in such a way in order to meet your
individual needs or rather on a more general approach?
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Did the nurses give more emphasis on a particular category of needs that you did not
consider as so important during your treatment and if so why do you think this?

Since the aim of this study is to improve the quality of the nursing care provided to
patients with cancer and based on your experience from the nursing care you have
received over time, how could we improve the journey of patients with cancer through
nursing care in cancer care departments?
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4. Advocates focus groups

Location: Limassol
Duration: 1- hour
Question

In the narratives the patients have described “quality nursing care” in various ways and
in the following terms:

= Needs satisfaction- with a focus on spiritual and religious needs.

= Being informed by the nurses.

* Being given the opportunity to participate in decision-making.

» Communicating well with the nurses and receiving emotional support from them.

» Nurses’ competency (medico-technical skills) which promotes a sense of safety
when being cared for.

= Availability and accessibility of cancer services.

» Family closeness and involvement in the care.

Would you agree that these terms adequately define “quality nursing care” or there are
more aspects of the concept that the patients failed to identify?
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Abstract

Researchers and educators are increasingly implementing qualitative research methods
to investigate issnes of concern and interest. Hermeneutics has risen as an option for the
qualitative research paradigm particularly after the 1970s. The precedence of the
sciences that have applied hermenentics as their approach to investigation is provided
with special reference to nursing. In the nursing science, hermeneutics have been used
extensively as a qualitative research method to investigate a variety of issues, throngh
the lived experiences of the participants. In this paper we introduce important aspects of
the philosophy of Paul Ricoeur and we discuss the reasons why we have applied this
approach in our study titled “Quality Nursing Care: perspectives of patients with cancer
and the nursing response”. The arguments that are presented here can be generalized to
fit other areas of Nursing Science. Through this paper our aim is not only to familiarize
the reader with Ricoeur’s work but also to arrive at an appreciation of his philosophy as

a methodoiogical approach for future nursing research.

Key words: Hermeneutic Phenomenology, Ricoeur, nursing research, Ricoeur’s
Interpretation Theory.

Hermenentics in Nursing Science

Thompson (1) asserts that from the 1970s onwards there has been an increasing
reference to hermeneutics in the methodological literature of the health sciences. Prior to
this date, the discussions of hermeneutics were most commonly found in such
disciplines as continental philosophy, theoiogy, and literary criticism. Hermeneutics has
emerged as a philosophy that redefines the scope and nature of the health sciences (2, 3,
4). Hermeneutics is recognised as a philosophy that snpports an approach to health
research which focuses on meaning and nnderstanding in context. This methodological
literature is part of a movement among practitioners and scholars in applied disciplines

who have become dissatisfied with positivism as an adequate philosophicai grounding.
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As a consequence of the steady growth of interest that occurred in the 1980s,
hermeneutics has emerged as a philosophy whose relevance extends beyond the

humanities to the practice disciplines, and even to the natural sciences themseives (1)

The methodological and philosophical views of hermeneutics provide according to
Finch (5) a ‘new direction for study not only in philosophy but also across many
disciplines, including nursing’ (p 253). Through hermeneutics, the essence of beliefs,
values and commitments can become known and clarified. This philosophical stance
provides the explanations or perceptions which supports an individual’s beliefs and
provides the explanation of meaning. Finch (5) asserts that ‘Each person brings to the
hermeneutical moment a storehouse of pre-understanding derived from human
experiences. Sometimes labelled as baggage of past experience, this pre-understanding

provides the ‘know-how’ to deal with life’s everyday events’ (p 253).

A considerable precedent now exists for the concurrence of hermeneutics and health
research. Database searching of research published shows that researchers in the
disciplines of health sciences and particolarly nursing have taken this approach: Walters
(6), Cronin, (7), Lindseth, and Norberg, (4), Whitehead, (8), Fagerstrom et af, (9),
Drapper, (10), Little, (11), Walsh and Kowanko, (12), Robertson, (13), Reed, (14), Finch
(5), Wiklund ez al., (15) Koivisto et al., (16} LeVasseur, (17).

The hermenentics of Paul Ricoenr

‘{For hermeneutics] it is... to seek in the text itself, on the one hand, the internal
dynamic that governs the structuring of the work and on the other hand, the power that
the work possesses 1o project itself ontside itself and to give birth to a world that would
truly be the ‘thing’ referred to by the text. This internal dynamic and external projection
constitute what I call the work of the text. It is the work of hermenentics to reconstruct

this twofold work’ (18, p. 17-18).

For Ricoeur, following Gadamer, we can no longer define hermeneutics or the theory of

interpretation in terms of the search for the psychological intentions of another person
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which are concealed behind the text, and if we do not want to reduce interpretation to the
dismantling of structures, then what remains to be interpreted?’ (19, p. 141). The answer
according to Clark (20) is a Heideggerian one; the interpreter should aim to inhabit and
understand the mode of being projected by the text ‘For what must be interpreted in a
text is a proposed world which I could inhabit and wherein 1 could project one of my
own most possibilities. This is what | call the world of the text, the world proper to this
unique text....Through fiction-and throngh poetry, new possibilities of being-in-the-

world are opened up within everyday reality’ (19, p. 142 as cited by Clark)

The philosopher Gadamer’s major contribution to philosophical hermeneutics is to have
provided it with a general theory of human understanding. Ricoeut’s vital contribution to
the discipline is in his having drawn from this ontology of understanding methodological
conclusions of direct relevance to the practice of the human sciences. In doing so, he has
also addressed the key problem in the philosophy of the human sciences that Gadamer’s
hermeneutics tends to leave unresolved, namely, the problem of the relation between

explanation and understanding (21, p. 326).

Ricoeur in his philosophical approach attempted to bridge ontological and critical
hermeneutics which up to his time were considered incompatible. This incompatibility
was based mainly on the genuine differences between the two. However Ricoeur
proposed ‘an altemative that aimed at unifying the most convincing aspects of them
both’ (22, p. 9).

Hermeneutics is the theory for which Ricoeur is most celebrated (23). In his early work
Symbolism of Evil, Ricoeur saw hermeneutics merely as a method of interpreting
symbols. However, he subsequently refined hermeneutics into a theory of interpreting
discourse as a whole, including, but not confined to, the symbols which any discourse

contained (24).

Ricoeur (18, 25) asserts that the process of interpreting texts does not involve the
realisation or understanding the intentions of the narrator, but is to understand the

meaning of the text itself; that is the directions of the thoughts that are opened up by the
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text’s elusive meaning.” According to Wiklund et al., (15) what is opened up, or
appropriated, is the disclosure of possible ways of being in the world. Understanding of
the text is to follow its movement from the manifest description {(what the text says) to
what it talks about. ‘When following the text beyond the situation and the intentions of
the author, and beyond the reader’s situation, the text discloses possible modes of being
in the world that can be appropriated (15, p. 115). Philosophically, this process of
appropriation has its foundations in Gadamer’s concept of tradition. Ricoeur (19} asserts
that ‘the action of tradition [effective- history] and historical investigation are fused by a
bond which no critical consciousness could dissolve without rendering the research itself

nonsensical’ (p. 76).

According to Geanellos (26) it is ‘through participation in the tradition in which we live
we gain a sense of the familiar and of belonging. Tradition is not alien; it is something
into which we have grown, something we have appropriated through engaged living’ (p.
114). Ricoeur (25) as with Gadamer perceives appropriation as to “make one’s own”
what was initially “alien” which is the aim of hermeneutics (p. 185). According to
Ricoeur (25) the process of interpretation comes to a closure ‘when reading releases
something like an event, an event of discourse, and an event in the present time’ (p.
185). The result of this process provides the interpreter with a new perspective of things
which allows him or her to view the world differently. Ricoeur (27) in his work ‘On
interpretation’ explains ‘that the condition for understanding and self-understanding is
the linguistically mediated tradition to which we belong, the whole treasury of symbols
transmitted by the cultures within which we have come, at one and the same time, into

both existence and speech’ (p. 192-3).

Ricoeur asserts that interpretation allows actualisation of the meanings of a text and this
occurs through appropriation (19, p. 185). ‘By ‘appropriation’, 1 understand this: that the
interpretation of a text culminates in the self-interpretation of a subject who thenceforth
understands himself better, understands himself differently, or simply begins to
understand himself” (19, p. 158). Therefore the understanding of the text allows the

interpreter to expand his horizons (i.e. to know him or herself). That according to
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Geanellos (26) ‘presupposes that we can distance our selves from our pre-understanding
(distanciation) in order to perceive new meaning (appropriation)’ (p. 117).
‘Diastanciation’ and ‘appropriation’ stand in a dialectical relation to one another and

culminate in understanding (15, 26).

Ricoeur (19) addressed the difference between text and discourse, referring to these
differences as distancing. The four principles of distancing are (a) the transcription itself
and the meaning of the written word, (b) the relationship between what has been written
and the intent of the person who wrote the text, (c) the meaning of the text beyond its
original intent as well as the author’s original intent, and (d) the new interpreted
meaning of the written word and the audience. As described by Allen and Jensen (3, p.
245) the hermeneutical circle of interpretation moves forward and backward, starting at
the present. 1t is never closed or final. Through rigorous interaction and understanding,
the phenomenon is uncovered. The interpretive process that underlies meaning arises out

of interactions, working outward and back from self to event and event to self.

Ricoeur (28) points out that Distanciation is not a quantitative phenomenon; it is the
dynamic counterpart of our need, our interest, and our effort to overcome cultural
estrangement. Writing and reading take place in this cultural struggle. Reading is the
‘pappaxko’ (pharmako), the remedy, by which the meaning of the text is ‘rescued’ from
the estrangement of distanciation and put in a new proximity, a proximity which
suppresses and preserves, the cultural distance and includes the othemess within the

ownness. (p. 43).

Wiklund et al., (15) comment that by ‘working within the text, distanciation as the
dialectic counterpart of appropriation is possible’ (p.117). The nature of the text holds
within itself the foundations for distanciation as its characteristics objectify the text in
several ways and give it a life of its own: it focuses on the ‘what’ of the text, rather than
the empirical context. What Ricoeur attempts with the process of distanciation is to
remove the authorial intent; that is according to Geanellos (26) ‘the idea that the
meaning of a text resides only with its author’ (p. 113). The way in which the text is

constructed to create the narrative will explain something about the text’s meaning for
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the reader. The meaning of the text, its sense, becomes more important than its
reference, thus distanciation is not a methodological concern, a technique, but rather it

‘is a constitutive of the phenomenon of the text as written’ (28, p. 44).

The process of distanciation enables the interpreter to approach the text with an open
mind and thereby appropriate its sense through the use of the explanations the text
provides the reader with. Those explanations are directed towards a structural analysis of
the internal relations of the text and to an analysis of deep structures that could be
expressed as metaphors. The meaning of a text is its ‘reference’, but this is neither the
psychological intention of the author nor an empirical state of affairs in the so-called
‘objective’ world (‘ostensive reference’). The true referent of a text is what it is ‘about’,

what Gadamer calls die Sache, the ‘matter of the text’ (19, p. 202).

Ricoeur calls this the ‘world of the text’. He defines it as ‘the ensemble of [non-
situational] references opened up by the text’ — as when we speak of the ‘world of the
Greeks’, meaning thereby not an empirical reality but a particular understanding of the
world. The ‘intended meaning of the text’ is the ‘world” that it discloses; the projecting

of a wotld is ‘the process which is at work in the text’ (19, p. 164)

According to Soderberg (29) Ricoeur replaced the term ‘reference’ for the term
‘refiguration’. He writes about prefiguration, i.e. our pre-narrative world of lived
experience; configuration, ie. the sense narrated; and refiguration as equivalent to
reference (30, 31). Fodor (32, p. 208) means that the terms referent and reference
‘project a notion of the world as something static, fixed, given, whereas refiguration
"more adequately captures the dynamic connection between human action and human

being-in-time, revelation, and tranformation’.

Kearney (21) asserts that Ricoeur argued that the attempt to understand the specifically

3

human must, in the final analysis, assume the form of a narrative: ‘...that human
phenomena — texts, action — cannot properly be understood until the results of the
explanatory approach have been integrated into a wider, interpretive understanding. (19,

p- 8 as cited by Kearney)
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The identification by Ricoeur that the narratives comprise the best approach (along with
metaphors and symbols) to investigate people’s lived experiences has informed our
decision to implement this technique in this study as a means to collect the research data.
Ricoeur (28) acknowledges that the person's lived experience retrieved through the
narratives cannot directly become another person's experience. However, what can be
transferred from one person to another is not the experience as expetienced, but its
meaning. Ricoeur (28) asserts that ‘the experience as experienced, as lived, remains
private, but its sense, its meaning, becomes public’ (p. 16). The argument made here by
Ricoeur describes the essence of this study; that is to make ‘public’ the meaning of the

lived experiences of the patients with cancer and of their nurses.

Hermeneutic Phenomenology and Nursing Research

When the purpose of research is to search for the understanding of phenomena in the
world of caring, it is necessary to reflect on ontological and epistemological concerns
before choosing a methodological approach (15). In this process of choosing the most
appropriate methodological approach as Wiklund et al., (15) assert, the researcher needs
to wonder not only about the ‘phenomenon under study, but also about the relationship
between explanation and understanding and whether the research method is consistent

with the particular view of human nature that nursing imposes’ (p. 1).

Nursing tends to view the person as one who is constantly interacting with the
environment, interpreting impressions and ascribing personal meaning to his or her
experiences (15, p. 114). The nurse researcher behaves in a similar way and therefore to
claim that nursing is an ‘objective science with one universal truth’ (as Ricoeur asserts
(23) is untenable. Here lays perhaps the most radical move, in the development of
Ricoeur’s theory, that of objectifying the text. Ricoeur removed the idea that the
meaning of a text resides only with its author, which allowed ‘researchers to move
beyond the notion that only one understanding is meaningful or correct; that of the

research participant’ (26, p. 113). Therefore, this implies that the researcher has to take a
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stance not only on the question of what knowledge is, but also on the appropriate way to

attain that knowledge within the context of research.

We have implemented a hermeneutic phenomenology approach, inspired by the
interpretation theory of Paul Ricoeur (25) in order to explore the perspectives of
hospitalised patients with cancer on the quality of the nursing care. The decision to
choose the hermeneutic phenomenological ideas of Ricoeur for this study was mainly
based on four fundamental aspects. Firstly, Ricoeur’s theory of interpretation, avoids the
Cartesian subject/object split, thereby making it useful for the researcher seeking to
explicate intersubjective knowledge. This aligned with our aim to seek to explore the
issue of quality of cancer care holistically, focusing both on the experiences related to
the body and mind of the patients and nurses. Cartesian thought clearly divided mind
and matter, observer and observed, subject and object (33). Descartes (34, p. 97 as cited
by Goldberg) argued ‘there is a great difference between mind and body, in as much as
body is by nature always divisible, and the mind is entirely indivisible.” (34, p. 447).
This was appropriate for our identity as researchers that belong to the holistic nursing
approach, which aims to overcome this Cartesian mental-physical split (35).

Secondly, Ricoeur asserts that ‘interpretation is the hinge between language and lived
experience’ (28, p. 66). This is especially so with research interviews (i.e. narratives)
and focus groups where lived experience is expressed through language then transcribed

into a text and interpreted.

Thirdly, Ricoeur’s hermeneutic approach takes into consideration the values, beliefs, and
culture (i.e. historicity as Ricoeur calls it) of the specific context of the participants (and
of the researcher) which are essential elements that need to be explored during the data
collection and interpretation processes. Culture and its important influence on the
interpretation of text might create a conflict of interpretations and therefore the selected
approach needed to be able to address this potential problem. Hermeneutics explore the
conflict of interpretations, because the possibility of ‘very different, even opposing
methods’ of understanding is a fundamental aspect of our experience as interpreting

beings (36, p. xiv-xv). The different modes of understanding and expression led Ricoeur
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(28) to integrate in his work the creativity in language, and especially the semantic

innovations of metaphor.

Finally, Ricoeur rejected the idea of bracketing allowing to the researcher to adopt a
more active role in the interpretation process bringing into the study his/her experiences.
Therefore, rather than suspending our preconceptions in this study, we were active
participants in the interpretive process and not mere passive recipients of knowledge.
We re-immersed ourselves into the participant’s world by reflecting on our past and
professional experiences with cancer patients. 1t was deemed impossible and less fruitful
to the results of the study to position ourselves outside of the problem under study. This
view is strengthened by Benner and Wrubel (37) who argue that researchers come to

their studies with their own history, understandings and expectations.

The analyses of this study’s narratives about being treated or providing care for cancer,
focus on the meaning of lived experience, i.e. that each narrative contributes one
person’s perspective of the phenomenon. Therefore, according to Soderberg ef al., (38)
the focus of analyses moves from the psychological understanding of the narrators (the
utterer's meaning), to the meaning of their lived experience expressed in the text (the
meaning of the utterance). What is analysed ‘is what the text is saying and what it talks

about’ (28, p. 74).

Every decision taken by the researcher should be a reasoned one, reflect the theoretical
framework of the methodology employed and be made explicit to others (39, 40). All
research methodologies hold ideas about the nature of truth and reality, based on
alternative epistemologies and ontologies. Researchers must be conversant with these
and apply their interpretation of the theoretical framework to the research methods

adopted (8).

The value of using a qualitative research methodology such as hermeneutics is
embedded in the subjective and often emotional nature of the issue under study. The
qualitative paradigm, with its emphasis on description, understanding and interpretation

is appropriate for our study which aimed to investigate the quality of nursing care from
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the viewpoints of patients with cancer and that of the cancer care nurses themselves (41).
Hermeneutics has the ability to describe the human experience as it is lived and explores
the full nature of the phenomenon (42). It is through hermeneutical inquiry according to
Van De Zalm and Bergum (43) that practising nurses have the opportunity to find
meaning in and understanding everyday situations with patients, to discuss and
communicate their understanding with others, and as a result, to change their actions or

the actions of others in subsequent situations on the basis of that understanding.

Conclusion

Reflecting on the research questions, the aims and objectives, the desired data, the
liferature review and the methods of research as a whole, hermeneutic phenomenology
integrates all the necessary elements for conducting a successful qualitative study based
on the lived experiences of the participants. The philosophical approach proposed by

Ricoeur is considered to offer a deep, interpretive understanding of human experience.

In our study it seemed appropriate to explore the experience of the patients with cancer
and the nurses involved in their care with the intent not solely to describe their
experience, but to actually interpret it. 1t is believed that interpretation is required in
order to understand human action (44). We believe that the basis of Ricoeur’s
philosophy is appropriate for nursing and the future nurse researchers can if they so
choose take into consideration Ricoeur's work in their attempt not to reach for ‘the one

universal truth’ but the ‘many truths that the text hides’ as Ricoewr was fond of saying.
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(B) Charalambous, A., Papadopoulos, R., Beadsmoore, A. (2006). Quality Nursing Care:
patients’ perspectives and the nursing response {preliminary report). Earopean Journal
of Oncology Nursing, 10(3), p220.

Introduction: Cancer remains a major cause of morbidity and mortality within Cyprus
affecting one in four of the population. Alongside the nature of cancer has changed
dramatically in recent years, including shorter inpatients stays, an increasing older
cancer population and significant improvements in treatments outcomes and
effectiveness. Despite the recent changes to service delivery, little attention in terms of
the quality of health services has yet been focused on cancer patients and nurses. In light
of these factors, the need to focus the exploration of the experience on those involved in
the delivery and receipt of the care and its’ potential value to nursing practice within the
cancer care setting is important. Patients with cancer are better informed than before and
have increasing expectations from the health care system. The pressures of this most
educated, consumer-oriented generation will soon be felt in health care as they age and

also begin to manage care on behalf of their parents.

Materials and methods: When searching for understanding the intricacies of the
peoples’ experiences, hermeneutic phenomenology presents itself as a useful
philosophical approach, hence methodology, used for this research. Twenty-five patients
and 20 nurses were purposively selected and interviewed through semi -structured
interviews. The patients’ opinions were validated through two focus groups. The key
informants’ opinions of the Cyprus Cancer Patients Associations were also explored
through a focus group. The data analysis in this hermeneutic study was carried out in

three stages: thematic analysis, analysis of exemplars, and the search for paradigm cases.

Results and discussion: The results indicate that patients stress the need for
participation in the decision- making process, better communication with the carers, and
holistic care emphasizing the increased need for emotional support. In terms of how

patients define ‘quality nursing care’ they focus on issues related with the completion of
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their needs, safety, trusting and qualified personnel. In terms of what they believe about

cancer strong cultural themes emerged such as religion.

Conclusion: Safe conclusions can not be drawn at this point as the research study is yet
incomplete. In the near future where all the interviews will be completed the nurses will
be challenged to respond to the patients’ opinions and areas of concem as part of an
effort to generate possible ways of improving the satisfaction of the patient from the
nursing care. However, the need for establishing better communication channels with the
patients offering them all the necessary information that will enable them for shared-
decision making is a problematic area where carers need to implement strategics as to

improve the patients’ experiences of the nursing care.

(C) Charalambous, A., Papadopoulos, R., Beadsmoore, A. (2007). Quality Nursing
Care, the perspectives of patients with cancer and the nursing response. European

Journal of Cancer, 5(4), p422-423.

Background: Cancer remains a major cause of morbidity and mortality within Europe
of the 25. In Cyprus, a recent member of the European Community, cancer is affecting
one in four of the population. Alongside the nature of cancer has changed dramatically
in recent years, including shorter inpatients stays, an increasing older cancer population
and significant improvements in treatments outcomes and effectiveness. Despite the
recent changes to service delivery, little attention in terms of the quality of health
services has yet been focused on patients with cancer and nurses. In light of these
factors, the need to focus the exploration of the experience on those involved in the
delivery and receipt of the care and its’ potential value to nursing practice within the
cancer care settings is important. This study came as a response to the current climate
and it aimed to produce a National Service Framework for Cancer Nursing Care for
patients with cancer underpinned by a theoretical model of what quality of nursing care

is according to the Cypriot context.

Material and Method: In hermencautics, the primary source of knowledge is the lived

experiences of the participants (Ricoeur, 1981). Therefore, when searching for
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understanding the intricacies of the peoples’ experiences, hermeneutic phenomenology
presents itself as a useful philosophical approach, hence methodology, nsed for this
research. Twenty-five patients and twenty nurses were purposively selected and
interviewed throngh narrative interviews and focus gronps. The key informants’
perspectives of the Cyprus Cancer Associations were also explored through a focus
group. The data analysis in this hermeneutic study was carried out with a modified

version of Ricoeur’s [nterpretation Theory

Resnlts and Discussion: The results indicate that patients stress for comprehensiveness,
recognition, need for participation in the decision-making process, better communication
with their carers, patient-centred and holistic care emphasising the increased need for
emotional support. In terms of how patients define ‘quality nursing care they focus on
issues related with the satisfaction of their needs, safety, proximity, trusting and being
cared by qualified and competent nurses. In terms of their beliefs in relation to cancer,
many cultural and social themes emerged such as religion, stigma, taboo and prejudice.
Nurses on the other hand in their views on quality of nursing care’ focused more on the

physical needs of the patients and the technical aspects of the care they delivered.

Conclusion: The data analysis allowed the identification of certain practices that
improve the quality of the nursing care provided to patients with cancer. From these a
National Service Framework was structured. Furthermore in the light of the views of the
patients and nurses on what constitutes quality nursing care’ a theoretical framework

was established.
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Ilepiinyn

Avtd 10 GpBpo eivan pépog puag mMOwWTIKNAG MEAETNG Tov avarfglnke amé To
SamoriTioTikd KEVIPO Y TNV £pevva OTOV TopEQ NG vysio Tov mavemompuiov Tou
| Middlesex. O otdyo¢ ™mg perémg Arav va gpeuvnBei 10 e ¢ Tapoyi TOWTIKTG
ppovridag oTig vanpecieg kapkivov e Kiumpou. Avtd 1o pbpo meprypaeer ev cuviopia
o Cnmipate ™G TapoYNg MOWTIKAG QPOVTIdag omdé TG VOOTAELTIKEG VLAMPECTIES
KapKivov 6T TPEXOY Kumpakd mhaiclo. Or dwapopéc petasd mg ‘modmrag mg Long’
Kot TG ‘Tapoyi TOWTIKNG VOOTIAELTIKTS PpovTidag’ culnTtouvial TPospépovias GTov
avayvoTn 10ug Bepeltdderg Aoyous Yo Toug omoiovg avtoi o1 8o Gpotl dev mpéner va
ovyyvoBaiv. Méom g Biloypagikig avaokOmnong Kal T@V CUUTEPACUATOV TIS
HEAETNG, OPLOUEVEG OTPATNYIKEG MOV UROPOLV Vo QVIWWETONIgOLV 10 {Mmua g

TOOTNTAG OTIS VAT PECIES KUAPKIVOU TTPOTEIVOVTOL.
Abstract

This article is part of a qualitative study which was undertaken by the Transcultural
Centre for research in health of Middlesex University. The aim of the study was to
investigate the issue of quality nursing care in the Cyprus cancer care services. This
article briefly describes the issues of ‘quality nursing care’ and cancer in the current
Cypriot context. The differences between ‘quality of life’ and ‘quality nursing care’ are
discussed offering to the reader the fundamental reasons why these two terms should not
be confused. Through the literature review and the study’s findings, certain strategies

that can address the issue of quality in cancer services are proposed.

Ersaymyn

O xopkivog tapauéver i oTjpavtiky aitic voonpomntag ket fvnopomrag oty Konpo
Kal £xe1 TpoodiopoTel wg onuavtike {ijtnua dnuéotag vyeiag mov emnpedlel Evav oToug
téooepig umd Tov mAnBuopud (Ymovpyeio vyeiag, 2003). TNMapdriinka pe ™ OO TOU

Kapxivou ov £yl ahhdEel eviuTwolakd ta tehsutala Ypovia, £xel emiong nepropicsi o
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YPOVOS TUPUUOVIG Tav UoBevav, evd ot UTNPETieg vYEing BPIOKOVTUL TAPR UVTINETWTES
ue éva avEavopevo minBuopd atdpev pe kaprivo (xvping eéatiog g avénone tov
npocdoKkyov g nakiag). Emapoobeta, £xouvv emrevylel onpuuviikég PEATIOOELS OTIG
exPaoeig kat Tv arotekeopaTikotTa Twv Bepaneiwy (Pearce kat cuvepydteg, 2001).
Evtoitolg, mapd tig npoo@ates ariiayég otV Tapoyl| vIMpPEcLHV, Aiyn Tpoooyn anod v
amoyn TG MOIOTNTUS EXEL OTPUYEL OTOVS YOPEIC TAPOYNG VINPECIOV (VOGNAELTES) KU
T0Vg ¥pnoteg vmmpeownv (aoBeveic pe kupkivo). Aaufavovrag vroyn avtodS TOLg
mapyovieg, 1 ovaykn ve otpagesl 1 Sgpedvnon NG EpmEping EXEIVOY  TTOV
neprhapPivoviar otnv apoceopi (voomientég) kv ™y mapuraBn (aobeveic) g
ppovtidag kot ™mg mbavig adiag ™G oV TPUKTIKY TEPITOinoNg pEoa o £va mhaiclo

Y v pOBLuon ™G TepoYiS AOWOTIKAG GPOVTIBNS KapKivoy Eival CHEVTIKY.

H Kbnpog éxel éva piktd cvommpa vyslovopikg nepifaiync, omov ov acbeveic kal 1o
KOwo dwrnpovv 1o dikaiopa EMAOYNG avapueca otov dnuooio Kot Tov 1I8unTIKG Topén
e v Aqyn gpoviidag (TToivveikng, 2006). Exeivol mov emiéyouvv va TAnpodoovy yia
TG vanpecieg aov Oa Aafouvy pe ™V wapodo Tou Ypovou embupoby va EVuEpdOVOVTaL
TEPICOOTEPS VIt THV Tpaypaniky afic ko TV TOWOTTA THG LANPECLAG TOV TPOKELTAL VL
AGBouv vy Ta ypMpatd Tovg. Lmv Kompo 1 TALoyneia Tov vANPESIHY TOV aQopohv
™mv @poviida aobevev UE Kapkivo TPOCYEPETAL GNO TO KPGTOS UE OMOTEAEOUO TO
HEYQRADTEPO TOCOOTO TWV aOBEvdV Vo YPTICIUOTOIONV TIG KPUTIKES VINPECIEC Yt TV
vooTAtia Toug. O kvping AGYog aUTOD TOU PAIVOUEVOL Eival 0L TEPIOPICUEVES UTPEDIES
mov eival whEoueg 010 TAQIOW TOU WBWTIKOV TOUER OCOV QPOPU CLUYKEKPINEVES
GOLVELES OMWG Eival 1) TEPITAOKT) 1ATPIKT] KAl VOONAEUTIKT QPOVTIde TOV amaiTeital ond
toug aoleveig pe kapkivo (AleCavdpvon, 2005). Avtd aneikovifer v mieon petakhd
TOL WIWTIKOV Kat dnuooon Topéa oty Kimpo kar Tt auth i) katdotaoT vrovoel. Ta mo
TPOCPUTU UNMOTEAECUATA (UTNG TG KATACTAONG MTAV 1) UETUTOMON KUTUPTIOUEVIOY
VOGTAELTOV ad Tov 10TIKG oTov KpatTike topéa mov dmuwovpyei éva TepdoTio
npoPinua EAdewyng mpoowmkod 1O omoic Géter oe kivbuvo TN Ogpancia TV
cuykekpipéveoy opnadov acbevv (Kapakatadvn, 2005; Topipov 2005). H oum

VOGTMAELTOV TPOG TOV KPATIKO TOPER EXEL OXECT] KLPIMG PE TIG EAKVOTIKOTEPES CUVHTIKES
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gpyaciag mov mpoc@épovion (my. Koldtepeg moBoroywkéc amolaPés, koldiepeg

gvkapieg mpoaywyng, aictnpa acedielog).

To vynAd eninedo g emogng e TO KPATIKG cUoTMA Tapoxfic @povridag, To
avEavopeva emineda @opoloyidg, Ta amoteAéopata g 6T Tag pédovg g Konpou
omv Evponaix ‘Eveon, kot 1 ektevic oulnmon yia ) vopodecia Kol To pepovepéva
dikoubpote TV atopmv (ke Kot ETEKTOCT) TOV 0cbEvdV) £YOUV KATOGTAGEL TOV
lconpldxé minBooud evipepo Y TOV TOMO TOV UYEIOVOUIKAV URNPECIOV ROV TOU
TupExovtal, 1o eninedo ndpwv mov Eodevovtal 1 Tpénel va Eodevtoly, Kot To eriredo

OLOTNTAG NG Ppovidag mov AapPdvovy and Tig VAN PEGIES TApPoYTS PpovTidac,

Ave&dpmro and ta yeyovota avtd, o CRmHa TG TapoynG TOWTIKNS @pavTidag dev £yat
ov(nmBei pe onowdnnore cuotuatiké Tpdémo oy Konpo. Avtiv v nepiodo oty
Kbmpo, dev vrdpyst o ebvikn otpamyikn n onoie va avripetonilst to (Amua e
TOPOXNS TOWTIKNG voonAevtikig opovtidag. To (Rmua ™g mowwmrag avipetoniletal
OTIHEPT OTADG GG 1WATPIKT] avNoLYic amd TO VOIGTAPEVO KU TO. LEANOVTIKG TPOYPAUUATA

avantvéng tov Yrovpyeiov Yyeiag (TTohvveikng ko Kaddg, 1992).

Evtoitotlg, oe po mooonikr| épevva mov €xel mpaypotonomdel oty Kompo ko éyel
ovpnephaPel TG xupwtepeg OyKohoyikég povades amd Ttoug Xopuddumoug xat
[oraotavpov (2006) éxer Bpebel dn 1 oot TG voomAisvTikig mepiBaiymg yevikd
KOl 70 CUYKEKPIUEVE QUTY TOV LANPECIOV KAPKIVOU Omacyorel Tovg aoDevels, Tig
OIKOYEVELEG KOL TOVG QiAOUG TOUS. AVTH 1 avnovyic £K HEPOLS TOL KOWOU £XEL 08N YHOCEL
ot Mo peyaAn 10wtk mpwrtoPoviia dote vo kabigpwBoiv Srigopor ghvdecpol
KapKivov 610 vnoi ce pie apocndBein va pomOnBel n Todmra ™S Tapoync epovTidag

G& TOpUd NE KOPKiVO TOGO OTO VOGOKOLELD 060 KAl OTNV KOWOTNTO.,

H oav&avopevn avaykn kot ot peimpévol mopor £xouv QEPEL TNV TTOLOTIKY ATUXH TNG
ppovtidag oto mpookfvio. Ot yprotes TV vInpecidv vyeloag gival meplocdtepo and
TOTE EVIHEPMUEVOL YEYOVOG TTov 00MYEl KOt o8 avEnuéveg mpocdoxkiss. Or méoeg avtig

™G MO HOPPOUEVTS KOl KATUVAAWMTIKA-TPOCUVUTOACHEVIC YEVIAS GpyLoay Vi YIvovTol
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mo owdnté; ong vmnpecieg vyeioag dedopévouv 0T yepvouv kor apyilovv va
dwxepilovianr v @poviide twv yovéwv tovg. H epapyuai kot natepvaiiotiky oxion
petaty g vampeoiag ko tov aoBeviy Tpémel va BWMOEL TOMO GE IO VYELOVOUIKT|
nepiBaiyn n onoia Ba avayvepiletal wg Paowkd avBphmvo dikainpa Kat ot acbeveis Oa
aviipetonilovior g avefaptnieg OvIOMTEG, ME TS VULMNPECIEG  vyelag  va
SO HOPPGHVOVINL YI0 VO IKAVOTTOO0LY TIS GVAYKES TV 0BEVRY, TMV OUKOYEVELDV Kl

v ppoviiatav toug (Department of Health, 2004).

H mopadocakt] @povtida obnyeitn wg eml tw mheioto and tov oyedaopd twv
VOOOKOUEIWY KOl T1¢ dwdikaoieg @povtidag kat nmepibuiymg, éva yeyovog mov £xet
yoepaxmprofel og pua pun oxedwaopévn repmétala tov acBewy (Kingston Hospital,
1993). Yndpyer pe xatdypnon g e€ovoiag mov nepopilel m duvatdtnta tov aobevn
VO GUPUETEXEL 0TS OToQace e v nepifaiym ko @povrida tov / mg. H Pektioon
™G eumepiag ov aobevii 6to vodokopeio eivan  Bepehddng apyy micw and v
£10ay®yy tov Opou «motdTNTa Qpoviidag pE emikevipo tov aobevr) —patient centre
quality». H mowmrta €xg peracynpenictel péow g idPfaong tov ypdvov and
povodiaotan évvowrt o pe Svodidotatn Evvola Toviloviag yie TNV avaykn Tapeywyng
EVOG KQWOTOHOV OpOv OV MEPAYETOL antd TNV avayKn va e£€Taotel 1) dvodidotatn o
mM¢ mowdtnTag. Avtog o opwopdg Pocileton oy Pifhwoypagic mov uvmoatnpilel to
Yeyovog 0t o acBeviic Bu mpénel va amoterel TO KEVIPO TOV CLOTHURTOS VYEOVOUIKTG
nepibaiyne. H aAkn nroyn g mowdtntag, aut tov voonAsvti-npopnBeutn propei va
kabdopotel and Tov Opo «modTNTA @POVTIdNG e EMIKEVIPO TOv VOONAELT —patient

centre quality»,

Avackémnon ™ BiMoypuging

Otav kanowog emBupei vo e&epeowijoel tov kKOGHO TOV aobevi) TPOKEIPEVOU VoL TOV
katavoniogr vrd o Pabdtepn Evvown, vdpyer duokokio va 1o mEPYPAYEL YwPic TN
HEL@ON TOV TEPIEOpEVOL TOL oTo TAaigw evvoidv (Ericsson, 1997). O Von Wright
(1995), emonpaivel 0T a Swotpefropévn ewdva g TpaypankoTTag epeavileTm
gv xdmowg mpoomabel vo emtiyel peyodvtepn axpifewe and ot n @oon TOUL

powopévov emipénel. ‘Evag olvBetog xoopog dev pmopei va eEnynbel pe axpifeig
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opovg. Mnopei povo va yivel katavontdg oe éva evpihtepo mhaico. Mio perétn mov
oiebNyOn and wov Ericsson (1997), £6ee 6n1 vmapyer évag koopog gpovtidag. Avtog o
KOGNOG QaiveTal 810¢opeTikdg amd v SidoTacT] Tov achev Kol TV VOO AELTH, OOV O
KOGHOG TOV aobevn Sexmpilel WG KOGUOG ON6G GTOUE OV VROYEPOVV. AVTI 1) TPOOTTIKY
emPePordver to yeyovdg OTL M MOWTNTAE TNG VOSNALLTIKHG @poviidag eppnvevetal
dlopopeTikd petalh TV VOOAEVTOV KoL Twv acbevdv, Seixvoviag pe avtédv tov pémo
011 10 8Y0 pépn dev cvppepilovion Tig ibieg avnovyieg kat TpotepordTnes. [pokepévov
va TpocPepdei 1 avayKaia TO0TIKY GPOVTIdA, 01 VOSNASUTEG MPETEL VA SOVV TIG AMOYELS
Tov acBev) vno o Pabdrepn évvola kol pe yvopova TV povadikdT T 7oL
xopaxkmpiler k@be aobevny (Ericsson, 1992). Zvvedntomoodpe tdpa nepiocitepo amd
noTé 0T 1) KAVIKY] GOKNOT KOl Ol KAIVIKEG anopaoels dev pmopoiv va Pacifoviar povo
omv emotnuovikt) yvoon. Eival anopaithto adhd un wkavomomtikd. Xpedletar va
eoayBovv emmpocleteg napauetrpol €101 @OTe OTIS anoPhoelg va hapPavoviar vdym
ka1 avtd mov Béhovv o1 acbeveig kat eival evepyerikd yia avtovg. O xpovog eivar apkett
apipog £101 dote va eykatorepbel n eyoiotikn mpocéyyion mov viobeteitan oy povo
and Tovg voonisutég arrd amd dAiovg emayyeipatieg vyelag 6n1 ‘pvawpilonus ta rdvta

OYETIKA pE TOVG QOGEVEIS Kal TIC AVAYKES TOvS .

Metd and mv avackoénmon g oyetiknis Broypagiog éyve mpopavég 6TL vdpyst
ELAEY TOOTIKAV PELETAV TOV VA S1epELVODY OMOTIKG TIG VT WELS KOL TNV EUNELpic
EKEIVOV TOL EumAfKOvVTol OTNV Tapddoon kat TRV mapoiaBn TOV VySlOVOpIK®OV
vanpeoubv. O1 vnapyovoeg peréteg £xovv digpevviioet To {ATNHE TG TOOTNTOG 0RO Ia
povémievpn yovio Kol pE T xpnowomoinon g wavomoinong g Pdon Ma Tig
HETPNOELG TOVG, GMOTUYXEVOVIAG VA GMEIKOVICOLV TNV OAICTIKY] VO TOV QUVOLEVOD
(Macilfatrick ko ovvepyareg, 2003 Mackay & Risk, 2001 Redfern & Norman, 1999
Oermann & Huber, 1999). Emniéov, o1 nepiocdtepes HehiTes Yia TV TOWOTNTO TNG
ppovridag nepropiloviar amd 1o yeyovdc 6m dev mapéyouv TV svvololoyikt] avdiven
TOV OPICHOY NG «MOWOTIKNG VOSAELTIKNAG @PovIibacy evid Ta AMOTEAECHATA TOV
LEAETMV LTOVOOUV OTL EPELVOVV TNV «MOLOTNTO. TNG VYELOVOUIKTG EpiBaiymo» yevikd
Kol Oyt v «mowdtnta voonAevtikig @poviidac» ewikd. Evrovtoig, m €dlAewnm

dievkpiviong Tov kKabopiGHoY Kat TG 0poroYING 68 OLTEG TG §PEVVEG TPOCKPOVEL EMAVH
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ot duvatdmre va perpnBodv o1 mpaypaTikéG ekPACES KAl 10 OMOTEALCHATE TNG

mowwmrag (Langton kat cuvepyateg, 2003).

Ooov agopd mv gpovtida acbevov pe kapkivo émov {ntiuata 6mwe n oW TR NG
TAPEYOHEVIG PpovTIdOC, TOV GEPAGUOV OTIS MPOTIUAGELS TOU aoBevi) KoL TNG EVEPYNS
CUHHETOYNG TOV OTIC amopaoelg fepaneiag eival apylkig omovdadtntag. O pdiog g
VOOTIAEDTPG  €ivel  amouTnTIKOS  Kou  Lagpyel e ovEavopevn  avaykny  vd
avtipetoniloviar ov acHeveic ®¢ ocvvepydteg ka g avebdpmta avipomva ovid.
Yrdpyouv moAhd TeKpmpopéva  otoreie  mov vmoommpilovv TV OTpUTNYIKY
CUVEPYUOIUS avapesa o voonAenTi-acBevi v mapoyn mOTIKNG @poviidag acHeviov
pue kapkivo (Sowden wai cuvepydrteg., 2001 Coulter kav cuvepydrec, 1999). H
duvatém e Twv acbevdv mov ndcyouy UE Kapkivo va eAEyEouv TA GUUMTAMHATA NG
vOoOL Kal 1) S1aTHPNomn EVOS IKavomomTikov Pabuot movmrag {wng eivan meploplopévn
AOY® EAAEWYMG TG amapait)TNg yveong, g kabodfynong, kal Tmv odnyiev and toug
TpoundevTEC TV VIMPESIAV NG UYEing Kol WBiTEpR TOUG VOOMAEVTEG, 0L Omoiol
cuvnBag anopedyouv ™ petafifacn g evdovng i ) Bepancia kar v QpovTida
otov idlo tov acBevny (Le Var, 2002). Ilepioootepo onuaviikd opmg givat ot idot ot
acBeveic va mpoeToactoiy yua va avaidafouv évav evepyd poro ot Bepancia toug
(Couiter, 2002).

AWKPivovTOg TOVG OPIONOVG TNG «TOIOTRTA THS (WS> KOl TING «maordtnra THG

VOONAEVTIKIS QPOvVTISac»

Na va givar e@ikti) 1 avripetanion Tev ymudtov mg mowdTnTag £ivat oNUAVTIKG
Katapynv va dicukpvicBouv ot S0 KoL OpIoUoL IOV Elval GXETIKOL LE TNV PpovTidn
aTopmv e kopkivo. O mpoTog apopd MV «mowwmta ™S Lono tev aobevav kal Tov
@POVTISTAOV TOUS KUl 0 SEDTEPOC APOPE TNV «IOWTNTA TNG VOSAEUTIKIS GPovTidac» o
onoiog mMpoceEpeTonl amd TG VINpeoiec vyeiog. TloAd ocuyxvd avutég ot dVo mTvyég
ovyyvlovtal peta&d Tovg Kut Pmopel va ypnoonombody akoun Kol ©¢ TRUTOCTHES
Evvolec. AvTd £xel w¢ anotérecpa ol dvo évvoleg va yavouv v axpifif Tovg onpascia

KOl CUVETMC KUl TOV TPAKTIKOV EQUppoyov toug. H «rowdmra g Lwne» oty
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vyelovopkn mepifalym avaeépetar ovvd o Khviky évvolr, kot oto mapehdv £xet
peTpnfei pe Opovg KAt TPOTEPULOTNTEG IOV GREKOVILoUY TEPIOOOTEPO TIG UMOYELS TGOV
NATpOV nopd exeiveg TV acBevav (Oermann, 1999). Evtovrow, «n nowmta mg {ong»
B0 Enpene va avapEPETOL TEPLOOOTEPO OTI; TPOGHOKIES KOt TIG AVTIANYELS TOV 0oBEVY
KOl TOV QPOVIITTAV TOUG CYETIKA pe v @povtida. H devtepn arvym g modmrtog
OYETILETON pe TV TOLOTNTA TNG VOCTIAELTIKNG GPOVTISUG Kon gaivetol OTL dev vrdpyEL
Kapio ovvaiveon 0oov agopd tov kobopioud tov 6pov. H aodeewr g Evvalng «tng
MOWOTNTAGY Kol TOL vaepueyéboug Tov otodyov mov emPBAAAETOl ENMAVE OTOUG
emayyeipatieg vysiag £yl kbver mg mpoondfeeg va kabopiotei n évvowr Waitepa
SVOKOAEG KOl TOADTAOKEG EV( 01 VIAPYOVTEG OPIOHOL AVIRVEKAODY OTIS MEPLOCOTEPES
nepwmTdcelg v BEon tov exdotote gpevvny. Enopévag o xeBopiopog g «nooTikg
VOOTAEVTIKNG PPOVTIONG) OV cuGTIVETHL E6® TPénel va dwPactel Vo To PuG aVTOV
TV TapapéTpav. Topeova pe 116 Redfern xoar Norman (1999) «eivon 1 anodotikdémia
™S VOONAELTIKTG PpovTidag, 1 omola Bewpeiton wg évag cvvovaopds ond afieg xat
OEIKTEG TG KATAGTUONG TNG VYEINS, HECE O0TO MAQITLO NG dwtpnong 1 g Pertimong
™¢ vyeiag tov agBevipy. Puowd, i rowdTTa TS Leng Kot | TOWOTHTA TS VOONAEVTIKTG
epovtidag eivon AOYIKG OTEVA GUVBEBEMUEVEG EVVOIEG: 1 TOLOTNTO TNG VOCHAELTIKIG
QPOVTIBEG OV TPOCPEPETUL QMO TIC VINPESIES LYEIRG TPEMEL VO AVIOVOKARTOL GUECH
oTIg gunepieg mowoTTag {wng Tov ypnot, Kol aviiotpoea 1 rowwmte ™C (NG TV
rpnotev 8o mpénst va emmpealer nig arlayég ong vampeoieg vyeiog. H nowwmra mg.
VOOTAELTIKNG QpovTidag oyetifeton npdTiote pe v doun Kol TG Hadikaoies TV
VYEWOVOUIKAY oapepPacemv evid M mowomta g Lang aviumpooanedsl ApONOTY TV
éxfaon, ypnowonowdvigs mm yamooo g aflohdynong vyswovouikic nepiboiyng mov
aonymonke o Donabedian (Monroe & Oliviere, 2003).

I@avég oTpatny ki Yia enilven Tov mpofiquarog
ILmv oyenkn Broypagia £xouv avayvepiabei dwtpopor Adyol mov eampedlovv v
TOPOYN TOWTIKOV VLANpecwdv oTovg acBeveig ko o omoion oyerilovion pe m

peTABallopevn sroy| 0TO CLOTHNOTA UYEIOVOUIKNG Tiepifalymg os OAo Tov kbopo. Ze

auTh) TV petoforAiopevn emoxr 1 Evvold TG EVOVVANMONG TV aglev@v E10GYETAL 0T
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OLOTIHOTO VANPESIOY LYeing AapuPdvoviag T pop@r] CUMMETOXNS Twv aoBevdv of
ddgpopeg nruyéc g Bepanciag ko ppovridoag toug (Wensing & Elwyn, 2002). Yro
autiv TN popen, 1 dvvatdmTa EMLOYTG Kol 1 auTovopia otovg acbeveig kabiépwoay
pa Paon péoe 010 mapdderypa g eEATOMIKEVUEVS QPOVTISag. AvTi 1 OTPOTYUC
emdim&e va Bepanedoel TG TpakTIKES EKEiVES 01 omoigg Paciloviatl oTig oTEpEdTURES KOL
TPOCUVATOACHEVEG TTpoc TV epyacia npooeyyicews. O Woodward (1998) vrnoompile
om 01 voomAeDTPIEg YperdlETal VO EMIKEVIPOOOVY TNV GPOVTION OTIC £EUTOMKEVNEVEG
AVEYKEG, ATOYEIS KUl IPOTIUTOELS TOV agbevav avayvopiloviag Tig povadikég epnelpieg
TOV aTOpHOV, Ol ontoieg Bewpolvicl MG KEVIPIKGG OKOTOS NG KAVIKHG drwkufépvnong
(clinical governance). Zopgove pe toug Wensing & Elwyn (2002) npénel va anotekel
NBikd ko voukd kavdve ot aobeveis vo evipHepOVOVTOL KOl Vi CUUUETEXOLY TNV
vyelovoIKY mepiBoaiyn) toug, TovAdyioTov wg pEpog eAdoTe KaBoplouivev TpiTUILY

Kol @G va opopévo Badpd.

H ovpperop) tav aoBevév kal tov kowod oty mepoyl ¢poviidag oyetileton pe mmy
owkodounon oxéoewmv epmotocivrg pe toug avBparovg (DoH, 2003). H emruyig
CUHYIETOY] CUVERAYETUL p peTaTomon dvvaung émov ot avlpwmol aviipetonifovial
¢ 1wdHTHOL gTaipol TPOg Toug MevBVVTEG Kal TOovg GAAOLG emayyeEApaTie Vyeing. A¢'
£v0g, oVTO oNUAIVEL TNV IKAVOTNTU TGOV avOPOTMY VI COUUETEXOVY LE EVOV ONUAVTIKO
TPOTO OtV EPOvVTidN TOLG, KoL GQ' ETEPOV, Y TOVG EMUYYEAUATIEC VYEWOVOUIKTS
nepiBaiyne onpaivel 6TL propovv ve akoboovy kal vo arokpfodv oTig avaykes Tov
kowov. Eropévag, 1 ovppetoy) tov acevav kail Tov KOwov oTnv mapoyT) ¢povTitag
yvivovian {otikng onpacies yw v Beitioon ™ ROWIMTAS TOV VYEWOVOMIKOV
VINPECLOV, KUt popolv va rapacyedovv eukapieg yio va eEaopaiicbei 0t o1 aobeveig
givar  oe  Bfom va cvopufalovv ot Eva  QAcHO TV SPUOTNPOTATOV -
COUTEPIARUPUVOREVOD TOV TPOYPUULUATIOHOD TWV VE®MV LANPECIAV, TNG KATAPTIONG
TPOCOTIKOV KUl TNG EKTRIBEVOTG, KAt TG avanrTLENG TV RANpoPopLdY. ZTOUG a.0BEVEiC
npénel va dofodv eukapieg ovpperoxnc omv dwdikaoia Ayng amogdoewmy enewdn
gival EUREIPOYVALOVEG 0TI AqyN TG vyelovopkTlg nepiBodymg kol eneldn BEAovv Tig

TPOTIHNOEL, TOVS Vo yivovtal cefuaatéc. Yno avtiv m popen, ot acbeveic £xovv évav
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kaBopioTikd poio va dpauaticovy OV AVATTUEN TOV DYELOVOUK®OV UTNPEGLAV

(Sowden ken cvvepydreg, 2001).

H ovppetoyn tav aobBevov o¢ ovvepyatdv kat oy oAt ¢ Tabniikdv TopeAnITtd@v
ot VInpecies vyelng mpobimoBiter opiopévec wwavomteg o Ohec mg mMTUYES NG
avBpamvng cuurepigopag. Topgova pe tov Eriksson, (1997) ato yvesiohoyikd topéa,
o aclewg mpéner va éyel koA katavénen g aocbéveiag kar Tov Guecwov Ko
QVOPEVOLEVEHV CUVETELOV TNG LTOV OPYaVIKO Topéd, 0 acbevic npénel va dwdéter v
wavoTTo va eA£YEEL TA GUUTTTONOTA TS VOGOV, v OMOTPENEL KOTAGTUCEL, Kpisewc,
Kol va propei va avayvepilel xal va ¢pnoponolel Tig katdAAnAes KOVoTIKES VAT|pETiec.
210 ovvaoOnpatikd topéa, o acBevng tpénel va £xel T SuvatdémTa va npocappoletan
ong ypriyopa peraforiipeves cuvOnikes, va CUPUOPQOVETOL P Tig BEpamEvu Tk aywy£g
Oepameiog kot va dExetal TOLG TEPLOPICHONS oToV TpoOTo LmNg St povTag OpmS Tig
kaOnuepvég Tov Aettovpyieg, cvpurepriapPavopévev TOV KOWOVIKGV Kol va givan
wavog va ek@pdlel ta ovvaisBipatd tov / g (Dodd ko ovvepydteg, 2001). ‘Evag
avEavopevog 0ykog firfoypagiag oxorialel 6Tt aVTEG O TUPRUETPOL AVIITPOCHTEVOVY
g arday) otov tapadocukd kaBoplopd tov pérov Tou aodeviy (Kim kar cvvepydrec.,

2004 Dodd kot ouvepydrteg., 2001 Goel kar cvvepydtec., 2001).

Avt) 1 perém €dwoe emions £LEAON GTOVG TPOTOVGS LE TOVS OMoioug To eBvoIoTOPIKG /
raoypagikd vrofadpo Tov coppetexoviav (voonievtic ko acBeveic) empéace v
SNAPOPPMON TOV GVTIANYEDY TOVS O OYECT LE TOV KOPKivo kal v towwmta. H perém
acyoinfnke pe o cuykexpuévn vk opada, avm tov EAAnvokunpiov aclevov xat
emopéveg 1o eBvoisTopikd vrofabpo ™g Kompov elye évav kevipikd poio yia myv
perém. To morAmonkd vadPfabpo TV GUUPETEXOVTIOV £lval LG GNUAVTIKY EKTIHNGCT
dedopévou 0T TP GVP@EVEITAL 0TL aVTO emmpealel TIC TETOWONOELS, TIG CVUTEPIPOPES
KOl TN GTACT] POG ATEVAVTL 0TV VYEIR kot v acBéveia xabmg emions kot Tig avTiAyelg
Yo TIS VINPECIEG mOoL umopovpe va ypnoyomoifjoovue (Papadopoulos, 1999). H
Leininger (1995) éxer umoctmpiter 6T o1 momtiotikég afieg eivar xpiowpa cTorgeia oy
vOOTAEVTIKT| EREWT| emmpedlovv oTuavTIKd TOLG avBphmvoug TpOTOVS CLUTEPIPOPAS

ket dpaone. H xutovonoem tev toMnoTikay renodnoeny xor tov abidv 1av acbeviv
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yiveton pépog tng avantuEng oxediov mpoopopdsg voonisvtikhg gpovtidag. H Helman
(1990) Bempei 611 To MOMTIOTIKO VITOPUBPS HAG EXEL HIC CTIUAVTIKY) ETPPOT| GE TOAALG
nruxég ™G Long Hag, oouneplapfavopévov tov Tenofncemv, TOV CUUTEPIPOPOY Kol
m™mG otdong Hag amévavilt omv acBéveln, Tov TO6Vo Kol GAAEC KAKOTUYieg, Ol OTOiES
UTOpPOUV VO EYOLV EMioNG ONUAVTIKEG EMUTTOOE, OTNV VYEIN KOl TNV VYEOVOMIKT
nepiBuAiyn. H Papadopoulos (1999) vrmootnpiler 61t o1 moiitiopoi dev given moté
OUOLOYEVEIG KOl EMOUEVEDG KATOOC MPEMEL TAVIQ VI UTOPEDYEL TIS YEVIKEDOEIS OO0V
agopd Tig MEMOBNOEIS KAl TIG CUUTEPIPOPES OV eEynon Tev Aadv. Kdnowg npémel
EMOUEVEG VO AVTILETOTI(EL HE OKEATIKIONG TOVG KOVOVESG eveg MOALTIONOY, OL Omoiol
kaBopilovv mhg kdmolog mpéner va okeTel Kot va supmepupepBel, kol g o avBpaomot
GKEPTOVTOL KO CUHTEPLPEPOVTAL OTNV TPUYHATIKOTNTA. O1 YEVIKEDTEIG HITOPOUV ETiONG
va eivar emkivduveg, yiati 0dnyolv ovyva otV avantuén 1oV OTEPEOTUTMV KL ETELTA

OTIG MOMTISTIKES TAPAVONOELS, TIS MPOKATUANYEL KO ETiong 7 S1akpiom.
Tvpnepaocputa

O kopkivog anotehel £vo TPOPANLATIKG TOHEN TMV LATPECIAY DYEOVOMIKTG TEPifoiyng
omv Kompo kol mpdopate &yl TPokuALSEL oNMaVTIKEG Sapovie HeToEd ™G
Kupépvnong, v acbevav kol Tov cuvdioumv acbevov pe kopkivo oxetikd pe TV
nopadoan molonikfg mepiBaiyng. Emmifov, m mpooydpnon g Kiompov omy
Evpondaikf ‘Evaon ko n ewoaywy evog veov Ebvikod Zvotipoarog Yyeiag £youv
gwoaydyel mepoutépw orlayég omv mopadosakn mapadoon ™G @poviidag oe
OYKOAOYIKEG HOVADES Kol GAAOY, SNUIOLPYHVTAG VEN TPOTUTY CTNV QPOVTIBH ATOH®V NE

KopKivo.

H mapoyn mowonknig vuyeovopikic @poviidog amotelel mpotepodtnia  oTOUG
OpPYOVIOUOVG UYEOVOUIKNG TepiBoiyne. Muwr onpoviue] 7TTUYR  MPOKEWMEVOL Vv
emrtevyfei n mapoyr moonikng wepiBadymg eivan va kabepwbBel évag kowvd anodextodg
[oJolls JTT TS yta‘ 0 Tl €ivan N wowTkn mepibaiyn. O vELoTapuEVOL OPICUOT Y1 TNV TO10TIKY
nepiBaiyn onavia Aapufdavouv vdym TG duo TTVKES ™G Ppovridag, avt tou aclevn

Kol auT Tov mopoyéd. Autd to Gpfpo mpoomdlnce Oy povo va mopéyel Evav Gpo
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oLVIVESTG YIQ TNV TOL0TIKY vOONAELTIKT @povtide Aapufdvoviag vrdyn xar t1g 600

TPOOTTIKEG OAAG KO Vi S10KPIVEL AUTOV TOV Op0 LE TOV Op0 TG TOW T Teg ™S Lerc.

Ot otpatnyikég yioL THv TOPOYN VANPECUDV VYEIRG HET® NG CUHMETONG TOV acdevav
KOl TV OIKOYEVEIQV TOUS OTO OXEOIGUO KUl TV Topddoon g @poviidag Exovv yivel
TPOTOPYIKTS onuociag ata tehevtaio £t e OA0 Tov KOGHO. AuTH 1 poper) cAhaymg
odnyeitol and TN awTo-evduvapmon twv aagfevav mov npoomabolv va Aafouvv to mo
VYTAO duvatd EMinedo QPOVTIdNG KoL TIG TPOSAAOEIEG TV TPOUNOEVTMV VYELOVOUIKNG
nepifaiyng va powpactodv v evBivn g ¢povridug pe toug aobeveig Toug. Autd
gmTuybveTar amd TV o kTiloviag TV IkevaTnTa TV aoBevdv va GUUUETEXOLV [E
Evav OoMUavIIKO TPOMO omv @poviida Toug, kot amd v dAAn o1 emoyyeApOTieg
vyeovopkhs nepifaiymg katadewviovy 0Tt propolv vo aKobooLY Kal vt amoxpifovy
QMOTEAECUUTIKG OTIS UVAYKES KUL TPOTWNOELS TV aabevav. AveEdpma amd m @hon
™G TPOSEYYIoN S Tov Ba emAgyel Y1 va BeATiwOel 1) Topoyn] VOSAELTUCS PPOVTIOUG, TO
noMTIoTIKO LTTOPBabpo Tpénet va AopPaverar vroyn. To mohitiotikd veoPabpo &xel pia
ONHOVTIKT) emppon ot MoAAEG wruxég ™G Lonjg pog, cuvuneptiapfovopévev Tov
TENOONCEMV, TWV CLUTEPLPOPAV KAL TNG GTAONG UAG AmEVAVTL aTnV acBéveld, Tov movo
KOl GAAEG KUKOTUYIEG, Ol OMoieg PmOPOvY VO, £X0UV CNUAVTIKES EMATAOCELS OTNV LYEiA

KOL TNV VYEWOVORIKT) LG TepiBady.
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