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ABSTRACT

The purpose of this study was to determine whether the needs of 

parents who had experienced the birth of a premature infant were being 

met during their attendance at an educational group designed to deliver 

information pertaining to premature infants»

Eight categories of communication dealing with types of ques

tions and the answers given were used to quantitatively analyze verbal 

interaction of parents, staff, and invited speakers attending the out

patient group.

Data were analyzed comparatively based on raw scores and percent 

of categories utilized. There was an almost 60 percent occurrence of the 

communication category of "makes statements." There was an almost 40 

percent occurrence of the communication categories of "asks for informa

tion" and "replies to question for information," Four of the remaining 

categories were used minimally, with the "accepts advice" category not 

utilized at all.

These findings suggest that group members had a great need to 

talk but individual needs could not be determined with the portion of 

the analysis tool utilized.

The investigator recommended repetition of the study with various 

modifications and additions. One recommendation was utilization of the 

entire measurement tool as originally presented; inclusion of more than 

one group of parents; further defining of the communication categories;

vi
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and participation of parents in a group focusing on their feelings about 

the birth of their premature infant followed.



CHAPTER 1

INTRODUCTION

Within the last few decades there has been formal study in 

modern psychiatric thought concerning an individual's behavioral reac

tions to stress. This dates from the Coconut Grove fire in Boston in 

19419 and can be partly attributed to the observations and recordings 

made of the stress responses of many people involved in the fire 

(Lindemann, 1944)« The application of the study's findings to clinical 

practice has been varied and considerable interest has developed in ap

plying the accumulated data and results of an individual's reaction to 

stress in an inpatient hospital setting (Drotar et al., 1975; Halstead, 

1974; Janken, 1974; Melchior, 1975; and Robinson, 1974). Recently, the 

study's findings have been adapted and applied to caring for parents of 

a premature infant (Klaus and Kennel1, 1976).

Throughout nursing programs, nursing intervention is emphasized 

as a factor in quality patient care. Nursing intervention is defined as 

a combination of independent and delegated activities initiated by the 

nurse to help the client resolve his or her problem. This intervention 

has at its core the concept of interpersonal relationships. This is a 

process by which strangers perceive each other, begin to learn what they 

can expect of each other, begin to respond to each other in terms of ac

tual and symbolic roles, leading to compassion and testing that yields

1
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to trust; and resulting in the greatest identification and meeting of 

needs.

It is assumed that nursing intervention takes into account the 

physical, social, and psychosocial aspects of the patient and the 

patient’s reaction to stress. Current thought ris concerned with this 

connection between nursing intervention and the individual’s reaction 

to stress (Baird, 1976; Berliner, 1970; and Stanko, 1973). Nursing 

intervention is assumed to contain the elements of therapeutic communi

cation, These elements include listening to feelings as well as to 

words; observing situations and nonverbal behavior; giving feedback to 

feelings, tone or verbal behavior; clarifying to get more information 

or to repeat words to make meanings clear; and saying what has to be 

said in an understandable and clear manner. Therapeutic communication 

is inherent in a therapeutic relationship.

A therapeutic relationship is one in which needs are stressed.

In this type of relationship, the people are concerned and involved with 

each other. In an inpatient setting, the patient’s total health is the 

main g o a l . The nurse bears the responsibility for this goal directing. 

The nurse also has the responsibility to work through the patient’s 

problems. The nurse must examine her own behavior and understand her

self. . She must communicate with and work with other team members in or

der to provide continuity of care.

This nursing intervention focuses on the problem-solving issues 

that make use of the individual’s already existing and effective coping 

mechanisms. This relationship of identification of needs and their reso

lutions can be established in an outpatient setting.
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Nursing intervention can increasingly move from an inpatient 

setting to an outpatient setting. More and more outpatient groups con

sisting of nurses and team members from other disciplines can be formed 

to aid former patients and their families. However9 few studies have 

been done studying the occurrence of acute stress in individuals and 

their families and nursing intervention in an outpatient setting.

Purpose

The purpose of this study was to determine whether the needs of 

parents who had experienced the birth of a premature infant were being 

met during their participation in an educational group supported by a 

local medical center.

Statement of Problem 

What are the needs of parents who are attending an educational 

group following the birth of a premature infant ?.

Conceptual Framework 

An emotion representing many things at once is a state of be

havioral arousal. An emotion is a physiological state which can be 

measured by physical means of several kinds. It is something felt and 

is exhibited by one's posture and facial expression. It is also a 

motivating force determining what persons strive for or try to avoid 

(Morgan and King, 1971). This motivating force reflects something use

ful, required, or desired that is lacking and can be termed a nee d . 

Emotions are essential because they alert the organism (1) to perceive 

the emotion-producing situation, (2) to a stirred-up bodily state which 

is ambiguous, and (3) to interpret the bodily state so that it fits the



perceived, situation (Schachter and Singer, 1962) , In a more specific 

sense, emotions are determinants of characteristic and selective modes 

of behavior by individuals in reacting with all their environmental 

systems.

Intrapersonal as well as interpersonal systems are subject to 

this reactive process, Social, physiological, and psychological need 

factors compound this process. Research has demonstrated that emotions 

exhibited during stress situations by mothers of hospitalized children 

reflect the mother’s needs and are important in determining the effective 

resolution of the perceived stress situation (Drotar et a l ., 1975; 

Friedman et al., 1963). Thus, emotions and identification of needs 

based on these emotions become important considerations in the effective 

resolution of stress situations.

Emotions are internal factors that may differ in complexity and 

intensity. There is a small number of pure or primary emotions such as 

disgust, fear, joy, surprise, and their opposites. All other emotions 

are mixed; they can be synthesized by various combinations of the pri

mary emotions. Primary emotions differ from each other both with regard 

to physiology and behavior. Primary emotions are hypothetical constructs 

or ideal states whose properties can only be inferred from various kinds 

of evidence. Primary emotions can be conceptualized in terms of pairs 

of polar opposites. Each emotion can exist in varying degrees of in

tensity, or levels of arousal. Since emotions may utilize a number of 

factors or dimensions as well as the process of analysis and synthesis, 

emotions can be looked at as factors in a multifactor-analytic theory 

(Plutchik, 1958). Even though emotions are internal factors they may



be influenced or changed under certain conditions. Evidence has shown 

that changes or shifts in emotions, behaviorally noted, can occur with 

alterations in intervention (Berliner* 1970; Drotar et a l ,, 1975; 

Friedman et al., 1963; Lindeman and VanAernam, 1971; Melchior, 1975; 

and Robinson, 1974).

An emotional change is defined as an alteration or transforma

tion of feeling or mood and expressive behavior, either verbal or non

verbal, One situation where emotional change can take place is with a 

group of parents after they had experienced the birth of a premature 

infant who are also exposed to therapeutic communication, Klaus and 

Kennel1 (1976) listed six clinical considerations in the care of 

parents of a premature infant:

1. To help the mother adapt her previous conceptualized image 
of an ideal normal infant to the small infant she has pro
duced.

2. To help relieve the mother's guilt about producing a small 
infant

3. To help the mother begin building a close affectional tie 
to her infant, developing a mutual interaction so that she 
will be attuned to her baby's special needs as he grows.

4. To permit the mother to learn how to care for her infant 
while he is in the hospital so that after her child's dis
charge, she will be competent and relaxed while caring for 
him.

5. To encourage the family to work together during the crisis 
of the premature birth, helping the father and mother to 
discuss their difficulties with one another as they attempt 
to arrive at satisfactory solutions.

6. To help meet the special needs of individual families.
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In order for these considered tasks to be accomplished,talking 

with both the mother and father as soon as possible after the birth of 

their baby is necessary.

In summary, emotional needs are reflected in specific behaviors 

in relation to persons, events, or objects. Behaviors can either be 

nonverbal, consisting of postures, gestures, and eye contact, or verbal, 

consisting of spoken words or utterances--sometimes referred to as para- 

verbal behavior or communications.

Specifically, the emotional needs of parents experiencing the 

birth of a premature infant may determine the parents' verbal and non

verbal behavior toward and with all people and items in their environ

ments, Emotions have been shown to be critical factors in interpersonal 

relationships. Interpersonal relationships are the core of nursing in

tervention. Nursing intervention can be implemented in an inpatient or 

an outpatient setting. It is questioned whether therapeutic communica

tion, which is inherent in therapeutic nursing intervention, can con

tribute to identification and resolution of the identified needs of 

parents experiencing the birth of a premature infant and. who are attend

ing an outpatient group consisting of parents of premature infants.



CHAPTER 2

SELECTED REVIEW OF THE LITERATURE

This review of the literature focused on the sources of emotions5 

the effect of emotions and emotional needs on verbal and nonverbal behav

ior, the sources of stress, and the effect of communication on emotional 

behavior, Stress responses, based on emotions and emotional needs, rely 

on verbal and nonverbal communicative behavior.

Sources of Emotions 

The James-Lange Theory of Emotions stated that the so-called 

expressions or bodily changes are the direct results of the perception 

of the exciting object, and that the emotion is just the feeling of 

these bodily changes as they occur (Plutchik, 1955). Cannon's (1939) 

hypothalamic theory of emotions stated that afferent impulses from 

peripheral receptors may evoke efferent responses through thalamic 

reflex pathways. These responses may also occur through stimulation at 

the cortical level, Rapaport (1962) presented the psychoanalytic theory 

that assumes the basic dynamics of emotion are unconscious, and that they 

represent instinctual conflict in behavioral expressions,

Plutchik (1958) outlined a theory of emotion that is termed the 

mult ifactor-analytic theory and utilizes parts of all of the above theo

ries in an attempt to deal with the study of emotions in total rather 

than limiting the concept of emotions. The study focused on the



tensity of emotions, as well as specifying relatively pure emotions 

and mixed emotions, Plutchik presented the primary emotions of surprise, 

fear, sadness, and disgust as polar opposites to expectancy, anger, joy, 

and acceptance.

In a later study, Kellerman and Plutchik (1968) expressed the 

idea that the mixture of two or more of the primary emotions persisting 

over a period of time forms the individual's personality traits. In 

addition to the mixture of primary emotions there is something Plutchik 

called "stereotype", which is an unvarying form or pattern of behavior 

resulting from the continued mixture of specific primary emotions. In 

a study of stereotype, there was a high correlation for all groups with 

their least-liked self, which is a stereotype of what people considered 

to be undesirable social traits, and the ideal-self, which is a stereo

type of what people consider to be desirable social traits (Plutchik, 

Platman and Fieve, 1970).

All these studies lend credence to the concept of emotion as a 

behavioral, or perceived behavioral, expression of an intrapersonal- 

environmental stimulus-response sequence. This may be reflective of a 

lack of something useful, required, or desired and may be termed a n e e d .

Effect of Emotions and Emotional Needs 
on Verbal and Nonverbal Behavior

Since emotions are believed to be precursors of individual 

behavior by some researchers (Caplan, Mason, and Kaplan, 1965; Edgeombe, 

1971; Lowenbach and Shore, 1969; Senay, 1966; and Wenner et a l ., 1969), 

a number of them have studied behavior in relation to various stages of 

pregnancy. Berliner (1970), Halstead (1974), and Melchior (1975) have



9

attempted to detect changes in behavior after utilizing psychotherapy 

pre- and postpartum. .

Destounis (1966) found that the pregnant woman is under constant, 

complex psycho-physiological changes that take place as the pregnancy 

advances„ The psychological reactions are reflections of the increased 

fluctuations of certain hormonal substances in the blood, the outcome 

of the prepregnant personality makeup, and the strength of her ego in 

dealing with not only her inner systems but her external, interpersonal 

social systems. Using this information, he devised a psycho-therapeutic 

approach in conjunction with specific serological studies, and urine 

hormonal evaluations. He met with 52 women at weekly intervals and 

continued until a post-delivery interview. Destounis found that of the 

experimental group only 3.8 percent developed complications in pregnancy, 

spontaneous abortion or severe nausea, in contrast to 83.1 percent of 

the control group. In addition to spontaneous abortion or severe nausea, 

the control group exhibited the complications of vomiting, toxemia, kid

ney diseases, prolonged labor, and extreme nervousness during labor.

Nadelson (1973) found that under the impact of the early physio

logical changes that occur in pregnancy, a woman1s preoccupation with 

herself often increases. Previously conflict-free areas elicit varied 

and often intense emotions or fears. Past conflicts may resurface 

causing feelings of anger, guilt, ambivalence and remorse. She studied 

the normal psychological processes which operate during pregnancy and 

defined areas in which physicians need to be aware of the possibility 

of psychologic or psychophysiologic difficulties during the pre- or 

postpartum periods. In the first trimester, early nausea, vomiting
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and fatigue often accompany emotional lability and depression. At birth 

there were different psychological processes. Accompanying the drastic 

physiological changes occurring at birth are often depressed feelings 

related to the loss of the sense of oneness with the infant.

Rubin (1961) described the physical readjustments that take 

place in the puerperiunu Within a period of about one day, most of the 

30 percent above normal circulating blood volume is eliminated. In con

trast to the slow weight gain that occurred during pregnancy, at birth 

at least half of the weight the mother accumulated over 40 weeks is lost. 

This velocity of loss of volume and mass would ordinarily result in shock. 

Along with these physiologic changes and integrated with them are the 

characteristics of the labor process, which places great demands on the 

system and redirects energy. There is the progressive withdrawal of 

energy from external stimuli to centering energies on internal stimuli. 

Evidence that the energy is transferring from external to internal is 

seen in the increasing amount of body heat expended in labor. After de

livery, this process slowly reverses itself leading to a reintegration 

of the mother to her total environment.

Sources of Stress

Erikson (1959) delineated different life stages or cycles which 

he termed developmental stages. Periods of disorganization going from 

one stage of development to another are frequent sources of stress.

Scott (1967) considered the becoming of a parent for the first time or 

the critical situation of labor a period of stress. A situational stress 

period refers to a sudden, unexpected, unfortunate event and the
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individual,s attempted adaptation to the current environmental dilemma 

(Aguilera and Messick, 1974), The birth of a premature infant is con

sidered a stressful time,

Caplan (1957) identified several sources of stress after stating 

that pregnancy is a period of increased susceptibility to stress. These, 

sources include the biological factors, the physiological functioning, 

the interpersonal relationships and the interplay of social, cultural, 

and economic forces.

Many studies have been conducted with various populations after 

identification of a stressful, situation, Caplan et aL (1965) presented four 

studies on the patterns of parental response to the crisis of a pre

mature birth. Drotar et al, (1975) studied the course of parental reac

tions to the birth of a child with a congenital malformation. Related 

to the Drotar study, Friedman et al. (1963) observed the behavior of 

parents anticipating the death of their child, Solnit and Stark (1961) 

studied parental reaction to the birth of a defective child. All these 

studies deal with the grieving process as interpreted by Lindemann (1944) 

and Kubler-Ross (1969)» The predominant reactions reported were shock, 

denial, anger, bargaining and depression, with acceptance being minimal. 

The reported low incidence of acceptance could have been due to the 

short duration of the studies.

Drotar et al, (1975) reported that for most parents a period of 

intense emotional upset occurred and included sadness, anger, and 

anxiety. Friedman et a l . (1963) further specified guilt as an extremely 

common reaction. The parents blamed themselves for not paying attention



to what later turned out to be the nonspecific early symptoms of the 

disease„

Basically, for most women, it is natural to be somewhat appre

hensive about unshapeliness, pain, deformity, and possible death in 

associat ion with childbirth (Parks, 1951), During the pregnancy the 

mother psychologically prepares for a perfect child yet fears the birth 

of a damaged child„ The premature birth of her expected perfect child 

is a stressful situation. Her level of anxiety increases when this ex

pectation to deliver a perfect child is threatened (Scott, 1967). The 

mother may feel that she has failed to achieve what she has prepared 

herself to create or produce. Klaus and Kennel1 (1976) related that the 

motherfs reaction to a premature infant is similar to the parental re

sponses as identified by Cap!an and co-workers in 1965. In these situa

tions there are: feelings of loss, intense longings for the desired

child; resentment of the cruel blow that life's experience has dealt; 

and the guilt that the premature infant may evoke by representing the 

consequences of unacceptable feelings or thoughts.

Effect of Communication on Emotional Behavior

Four studies were found in the literature that related to the 

problem studied by this investigator. Berliner (1970) utilized a form 

of therapeutic intervention, crisis intervention, in interactions with 

a pregnant woman exhibiting symptoms of acute anxiety. Halstead (1974) 

interacted with patients on an obstetrical unit. She used the direct 

approach in dealing with a woman who had delivered a stillborn infant. 

Halstead's intervention focused on the expression of feelings by the
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patient and the sorting out of ambivalent fears. Work began by getting 

factual information about the baby's death to decrease some of the fan

tasy. Once the mother was able to realistically perceive the death of 

her infant, she was better able to understand the stress and begin to 

cope with her grief over her loss.

A different emphasis was used by Melchior (1975) * with her 

application of the principles of therapeutic intervention. She used 

a sample of primiparas and multiparas selected by utilizing the physio

logical criteria of (1) a vaginal delivery and (2) no serious medical 

problems of either the babies or their mothers. Her intervention con

sisted of four interviews for each mother with a physiological emphasis, 

although psychological and sociological factors were touched u p o n . The 

results of the study indicated that each mother who perceived the fewest 

number of problems with either herself or her baby during hospitaliza

tion, continued to have fewer problems at home.

Cramer (1976) specified several diagnostic and therapeutic con

siderations in his interviews with mothers of premature infants. One 

of his therapeutic considerations was the mother's ability to verbalize 

her feelings. His findings indicated that mothers who denied their 

feelings were characteristically unresponsive and "cold" during the 

interviews. On the other hand, mothers who could verbalize their feel

ings, particularly their guilt feelings, benefited most from the inter

view and made good recoveries at the follow-up interview.
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Summary

The literature reviewed suggested that emotions are behavioral 

manifestations of individualized needs and character traits, These 

character traits are combinations of primary emotional states into 

mixed states. Since these behavioral manifestations can be altered 

depending upon physiological3 psychological, and social conditions in 

the individualf s intrapersonal and interpersonal environment, various 

behaviors can be more predominant over others dependent upon the en

vironment and each individual's nee d s .

The environment of the pregnant woman is regarded as stressful» 

There are endocrinological changes, activation of unconscious psycho

logical conflicts regarding all factors involved in pregnancy, and an 

expectation to reorganize herself in order to become a mother, The 

emotional manifestations parallel to a great degree the hormonal and 

general metabolic developments, although the previous psychological 

functioning and interpersonal relationship abilities are additional 

factors in experiencing stress.

A mother giving birth to a premature infant probably experiences 

even more stress. She may feel that she has not given birth to the per

fect child. Consequently, her pattern of interpersonal relationships 

during this stress situation may inhibit her participation in thera

peutic communication regardless of the setting.



CHAPTER 3

METHODOLOGY

This study was designed to explore whether the needs of parents 

who had experienced the birth of a premature infant were being met 

during their participation in an educational group supported by a local 

medical center.

Design of the Study

The study used a descriptive design to investigate the needs 

of parents who experienced the birth of a premature infant. Verbal 

interaction between group leaders and group members was quantitatively 

analyzed utilizing the eight communication categories defined by 

Johnson and Hardin (1962) „ The categories consisted of "asks for 

information," "replies to question for information," "asks for advice 

for self," "gives advice for self," "gives advice for other," "accepts 

advice," "rejects advice," and "makes a statement." It was the investi

gator 1s belief that such communication categories might lead to specific 

topics resulting in delineation of the needs of parents who had experi

enced the birth of a premature infant. The investigator assumed the 

role of a nonparticipant observer during the meetings.

The Sample

The group consisted of parents attending an outpatient educa

tional group after they had experienced the birth of a premature infant.

15
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The group met at a medical center that has a newborn intensive care 

u n i t . The parents met one time a week for approximately one hour in an 

ongoing group specifically aimed at providing information and support»

The group accepted new members as they became available and did not have 

a predetermined number of sessions specified for the length of the group. 

The group was planned to consist of 14.to 16 parents plus a pediatric 

social worker 3 a neonatal nurse practitioner5 several staff members, 

and a different speaker each meeting time.

All parents who had at one time experienced the birth of a pre

mature infant were invited to attend the group, asked to participate 

in the study, and the sample consisted of those parents who volunteered 

after the nature of the study was explained. No parent refused to 

participate in the study.

After the group had been meeting for approximately one year, 

the investigator joined the group for six sessions and tape recorded 

the question and answer part of the meetings. No demographic data were 

collected. '

Protection of Human Subjects 

The investigator took a number of measures to ensure the pro

tection of the human subjects volunteering for this study, A research 

proposal stating the design and purpose of the research was presented 

to the Human Subjects Committee of the University for approval to ensure 

the protection of the rights of the human subjects.

After explaining the nature of the study to the subjects and 

answering any questions, the subjects were asked to carefully read and



consider signing a Subject Consent form (see Appendix B) which again 

explained the nature of their involvement in the study. The Subject 

Consent form was in a language easily understood by the subject. It 

also contained the title and the procedure used for data collection.

The freedom to choose not to participate and an assurance of confi

dentiality, along with the information as to who will have access to 

the data results, was specified. The investigator was the only person 

who had access to these tapes and the five minute transcriptions con

necting the subjects to their participation in the group.

Research Tool

The instrument used for the analysis of the verbal interaction 

of all of the five minute segments of each of the six tapes was part 

of the tool developed by Johnson and Hardin (1962), The entire tool 

dealt with defining the verbal behavior of public health nurses and 

patients in face-to-face contact during home visits. It was struc

tured into two parts with each part consisting of many different phases. 

The first part consisted of the classification of each home visit ac

cording to the dominant subject matters or topics ̂ The second part 

dealt with coding the data to ascertain the frequency and length of 

certain specified kinds of responses made by nurses and patients. In 

this part, three dimensions were coded: communication mechanisms, ex

pressions of feeling states toward subjects of discussion, and expres

sions of feeling states of participants toward each other, Johnson and 

Hardin (1962) attempted to set up both content (subject matter) and 

process (dynamic) categories in this last part. Since a section of this
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part of the entire tool is concerned with the frequency of certain types 

of responses among various participants, the investigator felt that this 

section of the tool would be appropriate for this study.

The investigator identified and rated the various types of re

sponses as heard on the transcribed taped segments in order to determine 

a percentage score. The score was indicative of the quantity of the 

various categories of communicative interaction. The quantity of the 

interaction was scored by units of exchange.

The categories of each interaction were defined as follows:

QI -- asks for information 
R replies to question for information 
QA -- asks for advice for self 
SA —  gives advice for self 
OA -- gives advice for other 
Ac -- accepts advice 
Re rejects advice 
S -- makes statement

Examples of each interaction category follow.

QI, 'questions seeking information from another individual,1 e.g., 

"Will a high oxygen environment cause eye damage to my baby?" The fol

lowing types of questions were not included: (1) repeated questions,

(2) questions which asked for repetition, (3) questions which repeated 

prior statements or information, (4) questions which were statements 

with no reply expected, .(5) questions asking expressions of understand

ing, and (6) questions which contain should, ought, might, could, and/or 

mu s t .

R, 'replies to a prior QI question only,' e.g., "Prolonged high 

oxygen concentration may cause eye damage."
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QA, 1 asks or advice for self, 1 uses questions which seek the 

cause of action or opinion. Therefore, advice given in response to QA 

is classified under OA rather than R, e.g., "Should I have another baby?"

SA, 'gives advice or plans for self,' includes statements of 

plans, intentions and statements about what the speaker will, should, 

must, and/or ought to do or not do, e.g., "I ought to be able to carry 

another baby full term."

OA, 'gives advice to other participants,' is used mainly when ‘ 

one participant makes a suggestion to another participant. Responses 

with the words 'should', 'ought', 'must', 'could', or 'might' belong 

here if they suggest a course of action for another participant related 

to family c a r e . Any items about the personal life of the leaders are 

not included here. Likewise, any impersonal events or situations out

side of the immediate situation are not included, e.g., "I think my 

brother should move to Arizona."

Ac, 'accepts advice,' is a verbalization indicating the accep

tance of the advice, e.g., "I think you are right."

Re, 'rejects advice,' is a verbalization indicating the rejection 

of the advice offered by a participant, e.g., "I don't think that you can 

say that for sure."

S, 'statement, 1 is a residual category for any other verbal be

havior not previously placed in a category, e.g., "Pass me the cashews."

The scoring was made on units of communication. A unit of com

munication was defined as extending from the start of one category of 

communication to the beginning of another category of communication as
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defined above. The complete five-minute segments of all of the verbal 

communication intervals were analyzed.

The following is an example of the scoring procedure:

Leader How do you feel you can help your baby? unit QI

Member I can't. unit R

Scores for all the group participants as a whole were obtained. 

Raw scores were obtained for each of the communication categories and 

were compared for all of the sessions. In addition, a comparison was 

made of the number of units for each tape with the profession of the

scheduled speaker and the title of the session.

Validity

Johnson and Hardin (1962) stated, "It is conceivable and probable 

that more valid and more revealing categories for the analysis of such a 

phenomenon as verbal involvement could be obtained if the researcher had 

some control over the contents of data collected. We had no such re

course" (p. 75). In this study the investigator had some control of the 

contents of each session in that the content was specified by the sched* 

ules mailed to each participant prior to the sessions. Each session had 

a guest speaker with the exception of the evaluation session. Each speak 

er covered a different topic, such as; nutrition and the premature infant 

oxygen and its effect on the baby's eyes, child development, identifica

tion of the high risk mother, and parent effectiveness.



Reliability

Johnson and Hardin (1962) developed their tool to collect data 

on the effectiveness of home visits by public health nurses» Diagnostic 

categories were delineated as Cancer 5 Tuberculosis, Cardiac, C.V.A., 

Antepartum, Postpartum, and Child Health. Within each category, one 

case for each nurse was sampled. A total of 157 nurses were represented. 

A reliability sample of 30 cases was drawn and a duplicate sample was 

selected to ascertain if there was a measurable amount of consistency 

of rendering nursing care by the same nurse when she meets diagnostic 

cally similar situations. The results were discerned to be applicable 

to the reliability sample or to the main sample. The degree of similar

ity was near or above 90 percent for most of the critical indices. The 

difference between observers tended to increase with most measures which 

were more demanding and required qualitative classification. This was 

attributed to the concepts being ambiguous. Merely the nature of the 

analysis required that judgments be made in that the nonverbal communi

cation factors of gestures, eye contact, and posture cannot all be re

called by the analyst without the aid of audiovisual equipment in 

addition to the fact that each analyst perceives these nonverbal 

communication factors in relation to personal past experiences. This 

investigator believes that the degree of similarity even in view of the 

judgmental nature of the analysis make the tool reliable for the data 

presented in this study.
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Collection of Data 

Arrangements were made to contact parents.in the group during 

one of the regularly scheduled meetings, This was done in order to in

troduce the investigator and the nature of the study as well as to ob

tain the signatures on the Subject Consent form of all those parents 

choosing to participate in the study.

The data were collected over a period of six successive meetings 

Four five-minute intervals of each of the six tapes were analyzed with 

the exception of the fifth session which yielded three random five- 

minute intervals. A total of 23 portions were used for content analysis 

Quantitative analysis of the data was done utilizing Johnson and Hardin* 

categories of communication (1962).

Limitations

1. The subjects were a convenience sample from only one outpatient 

group at a southwestern health science center.

2. The group was an open one thus resulting in varying membership 

at each session.



CHAPTER 4

ANALYSIS AND DISCUSSION OF THE DATA

In order to answer the research question "What are the needs 

of parents who are attending an educational group following the birth 

of a premature infant?" this question was tested through analysis of 

each five-minute segment of all the tapes of all the sessions using an 

adaptation of the scoring formulae developed by Johnson and Hardin 

(1962), The scoring was made on units of communication. The adapta

tion of the scoring formulae consisted of totaling the number of units 

in each category of communication. A total of 23 intervals were 

analyzed.

Findings from Data 

The average number of units per five-minute interval was 27.97* 

The total range of units per five-minute interval was from 6  to 63.

The minimum measurement units per tape per session were 63 while the 

highest measurement units per tape per session were 139.

Discussion of the Findings 

In general, the communication category of "statements" occupied 

almost 60 percent of the units identified * The categories of "asks for 

information" and "replies to questions for information" respectively 

measured 21.44 percent and 17.6 percent thereby occupying slightly over

23



24

39 percent of the units identified „ It is interesting to note that 

more participants asked for information than there were "replies to 

questions for information,,T There were 134 units of the category of 

"asks for information" and 1 1 0  units of the category of "replies to 

questions for information," There were 24 units of questions not 

answered. This averages to four questions per session.

The results of Session One, Nutrition and Your Baby, indicated 

that 48 percent of the total units of communication were "statements," 

"Questions, asked for information" and "responses to questions for in

formation" each carried almost 23 percent of the total units of com

munication for a combined total of nearly 46 percent. Low percentages 

were scored by "asks for advice for self,” "rejects advice," and "gives 

advice for other" with no units scored in the categories of "gives ad

vice for self" and "accepts advice " (see Table 1),

The results of Session Two, Oxygen and Your Premie, reflect a 

relatively even distribution of the categories "makes statement,"

"asks for information," and "replies to question for information" scor

ing 34,92 percent, 33,33 percent, and 30,16 percent respectively, A 

small percent, 1,58, was scored for "gives advice for other" with no 

units scored in the categories of "asks for advice for self," "gives 

advice for self," "accepts advice," and "rejects advice " (see Table 

2).
The first two sessions reflected a considerably lower number 

of total units. Several reasons can be offered to account for these 

results. First, the group members may have been somewhat apprehensive 

at the beginning of the data collection period due to the presence of
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Table 1. Session One: Nutrition 
Communication Categories

and Your Baby by

5-minute 
Interval QI R QA SA. OA Ac Re S

Total Number 
of Units

1 3 5 — ** - - 1 1 7 17

2 2 2 — — «  « 2 6

3 8 6 1 2 ” - 2 2 39

4 4 4 -  «= " *" — " ” " 5 13

17 17 1 ” “9 3 - — 1 36 75

Percent of 
5-minute 
Intervals 2 2 . 6 6 2 2 . 6 6 1.33 4 1.33 . 48

Table 2. Session Two: Oxygen and 
Communication Categories

Your Premie by

5 -minute 
Interval QI R QA SA OA Ac Re S

Total Number 
of Units

1 4 4 - “ -- . -- 3 1 1

2 8 8 2 18

3 5 5 2. «=» «=• m» «■ 7 18

4 __4 16

2 1 2_ 9 a*" «*> 1  —— — — 2 2 63

Percent of 
5 -minute 
Intervals 33.33 30«, 16 * “ =* 1.59 -- -- 34.92
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the investigator and the tape recorder» Another reason could have been 

the technical nature of the scheduled subject matter. Finally, the 

traditional cultural role of the physician/patient relationship may 

have contributed to the considerably lower'number of total units scored 

during these sessions for they had a physician as the scheduled speaker» 

The results from Session Three, Identifying the High Risk Mother, 

reflected a high percentage of the communication category "makes state

ment," 68.7 percent, with "asks for information" and "replies to ques

tion for information" both amounting to approximately 30 percent for a 

total of almost 99 percent for the three categories, A less than one 

percent score applied to "gives advice for other" with no units scored 

in the categories of "asks for advice for self," "gives advice for self," 

"accepts advice,” or "rejects advice " (see Table 3).

Table 3. Session Three: Identifying the High Risk Mother by
Communication Categories

5-minute 
Interval QI R QA. SA 0A Ac Re S

Total Number 
of Units

1 8 8 — — — — ” ” - - -- 13 29

2 4 - ” - — - - 19 25

3 2 2 —— —— 1 -- - — 30 35

4 J5 — - 17 26

19 ^ <=>«*> ao aa 1 «=> 7 9 115

Percent of 
5-minute 
Intervals 16.52 13.9 -- .87 -- -- 68,7
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The results of Session Four, Child Development, indicated that 

57.8 percent of the total units of communication categories were "makes 

statements." The categories "asks for information" and "replies to 

question for information" were 23.85 and 17.43 percent respectively 

with "gives advice for self" scoring less than one percent of the total 

units scored. "Asks for advice for self," "gives advice for other," 

"accepts advice," and "rejects advice" presented no scored units 

(see Table 4)»

Table 4. Session Four: Child Development by
Communication Categories

5-minute 
Interval QI R QA SA OA Ac Re s Total Number 

of Units

1 14 8 — — 1 — *=“ 23 46

2 8 8 « => 00 “ 19 35

3 3 2 "*■ - “ 14 19

4 _L _1 _7 _9

26 19 1 = “ 63 109

Percent of 
5-minute 
Intervals 23.85 17.43 .92 57.8



The fifth session reflected a considerably higher number of 

total units scored during the session. The group members may have been 

more relaxed due to the fact that there was no scheduled speaker and 

that the session was scheduled as an evaluation period of the previous 

speakers and topics. In addition, the identified leader of this session 

was a staff member who had been instrumental in aiding the parents with 

forming the group. Therefore, the parents may have felt they could 

trust her as a person who had invested her time and interest with their 

concerns (see Table 5).

Table 5. Session Five: Evaluation Meeting by
Communication Categories

5 -minute 
Interval QI R QA SA OA Ac Re s Total Number 

of Units

1 9 8 «, — 28 45

2 7 7 ®  «= ®  « <=«. «  «=» 27 41

3 13 10 ao~ “ — mom. 30 53
_ _

29 25 ” -p ■ - -»■ 85 139

Percent of 
5-minute 
Intervals 20.86 17.99 61.15
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Sessions three, four, and five, with a nurse as the specified 

group leader, showed a higher than 55 percent occurrence of the com

munication category labeled "makes statement," Although these same 

tapes indicated at least, a 50 percent higher incidence of the total 

number of units of communication categories over the first two sessions 

with a physician as the specified group leader, the incidence of the 

occurrence of the communication category of "makes statement" exceeds 

55 percent as opposed to 48 percent and 34.92 percent respectively for 

the first two sessions. Conversely, the percentages for "asks for in

formation" and "replies to question for information" for the sessions 

numbered three, four, and five, with a nurse as the specified leader 

averaged 18.43 while the percentages for "asks for information" and 

"replies to question for information" for sessions numbered one and 

two with a physician as the specified leader averaged 27.2. One con

clusion could be that, in general, there is a smaller percentage of 

"statements" made between physicians and physician led groups but, on 

the other hand, more questions for information are asked and more 

"replies to question for information" are given than between, nurses 

and nurse led groups.

The results of Session Six, Parent Effectiveness, reflected 

that 66.94 percent of the total units of communication were for the 

category "makes statements." "Asks for information" and "replies to 

question for information" carried 17.74 and 11.29 percent respectively 

with "gives advice for other" scoring slightly over 4 percent of the 

total units scored. "Asks for advice for self," "gives advice for 

self," "accepts advice," and "rejects advice" showed no units scored.



This tape indicated the second highest percentage of the "makes 

statement" category of communication and the second lowest percentage 

of the "asks for information" category of communication but the lowest 

percentage of the "replies to question for information" category of 

communication. One conclusion could be thats in general, there was a 

very high percentage of "makes statements" between the social workers 

and the social worker led group with a very low percentage of "asks for 

information" between the social workers and the social worker led group 

but an extremely low percentage of "replies to question for information" 

in this session (see Table 6).

Table 6. Session Six: Parent Effectiveness by
Communication Categories

5-minute 
Interval QI R QA SA OA Ac Re S

Total Number 
of Units

1 5 3 - - — ' 1 -- - - 17 26

2 2 1 — — 2 — — — — 5 10

3 12 7 — — — — — - 44 63

4 _3 _3 _2 17 25

22 14 00 - 5 — — —— 83 124

Percent of 
5-minute 
Intervals 17.44 11.29 4.03 66..94



The highest frequency of units for all taped segments of all 

sessions fell in the "makes statement" category, followed by "asks for 

information," "replies to question for information," "gives advice for 

other," "gives advice for self," and "rejects advice»" These last three 

categories all received an equal number of units. There were no units 

scored for the category "accepts advice " (see Table 7).

Table 7. Summary of Results of Sessions One Through Six

Total Number
Session Ql R QA SA OA Ac Re S of Units

1 17 17 1 ” — 3 1 36 75

2 21 19 - - “ - 1 -- —*■ 22 63

3 19 16 1 79 115

4 26 19 1 “ — - - “ — 63 109

5 29 25 • «=> *= “ •" 85 139

6 22 14 _5 83 124

134 110 1 1 10 c=d ee 1 368 625

Total Percent 
of 5-minute 
Intervals of 
Sessions One
Through Six 21,44 17.6 .16 .16 1.6 —  58.88



32

A comparison was made of the communication categories and the 

percentage of each category utilized for all of the sessions (see 

Table 8).

Table 8, Percent of Communication Categories for 
Sessions One Through Six

Communication 
Categories

Percent for Sessions 
One Through Six

QI 21.44

R 17.6

QA .16

SA .16

OA 1.6

Ac - - -

Re .16

S 58.8

Add it iona1 Find ings 

A final comparison was made of the total number of units scored 

in relation to the profession of the specified speaker and the title of 

the scheduled session. An additional column is presented in^Table 9 

specifying the percentage of units identified for each individual session.
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Table 9. Comparison of Raw Numbers and Percent of Total Number 
of Units with Profession of Identified Group Leaders 
and Title of the Sessions

Session Total Number 
of Units of 
C ommunication 
Categories

Percent 
of Units

Profession of 
Identified 

Group Leader

Title of 
Session

1 75 12 M.D. Nutrition and 
Your Baby

2 63 10 M.D. Oxygen and 
Your Premie

3. 115 18.4 R.N. / 
Anthro.

Identification 
of the High 
Risk Mother

4 109 17.4 R.N. Child
Development

5 139 22.2 R.N. Evaluation
Session

6 124 20 Social
Worker

Parent
Effectiveness
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These results suggest that the physician led groups reflected a 

considerably lesser percentage of total units of communication scored.

Although the investigator did not utilize the entire tool as 

developed by Johnson and Hardin (1962), it was of interest to note that 

several themes emerged from all the sessions„ After scoring the com

munication categories, the investigator briefly re-evaluated the tapes 

and transcripts keeping in mind two more sections of the research tool, 

categories pertaining to the attitudes of the participants to the sub

ject matter and interpersonal categories, The first section dealing 

with attitudes of the participants to the subject matter points out 

anxiety states in which the participant verbalizes anxiety states re

garding the subject matter, other negative feeling states regarding the 

subject matter (including feelings of remorse, guilt, or anger), and 

positive feeling states. The second section specifying the interpersonal 

categories includes responses for identifying both positive and negative 

feeling states, This includes: disagrees, confirms, shows sympathy,

praises, shows optimism, introduces humor, positive laughter, negative 

laughter, and other negative vocal expressions. With these in mind as 

well as the previous review of literature, the investigator delineated 

guilt and threatened self-esteem as the main themes. These themes were 

felt to be evident in the following questions:

1. What did I do that caused ,my baby to be premature? Was it my
fault ?

2„ Was my (husband, mother, father, boyfriend, etc.) to blame?

3. What in my genes caused this to happen? Is prematurity
hereditary?
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The first appeared to be expressed more by the female particle 

pants while the last theme appeared to be expressed more by the male 

participants, This may say something about the psychological value of 

the female placed on herself as the source and giver of life. It seems 

to me that the male psychology, on the other hand, may be that of one 

who has already gained his power and represents some specific, limited, 

social role or function. He may be striving for some concrete attach

ment to the mother-child unit, either positive or negative, in order to 

gain greater power or importance in this crisis.

Discussion of the Limitations

Pertinent to this discussion of the data is the fact that the 

investigator chose to concentrate on the communication categories rather 

than deal with the larger analysis undertaken by Johnson and Hardin 

(1962). By utilizing only the communication categories, the investigator 

was unable to identify an emotional change on the part of any group mem

ber. Such an emotional change could have been indicative of need iden

tification and fulfillment of the identified need of the group member.

In addition, each of the categories and their definitions were not ex

clusively discreet; voice tone and the body language as recalled by the 

investigator led to some areas of doubt. It is also important to note 

that no categorization as to who initiated each unit of verbal interac

tion was done.

Finally, the structure and function of the group itself needs 

to be considered. The group was initiated as an informational, support

ive group and, thereby, may have implied that questions and answers were 

expected. The scheduling of speakers implied that statements were going
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to be m a d e . Most of the statements scored were made by the guest speak

ers and the staff members» Over half of the questions asked were by the 

guest speakers or the staff members either in an attempt to verify 

whether their communication had been heard and/or understood or in a 

rhetorical manner in conjunction with nonverbal behaviors indicating 

that no response was expected» Almost half of the remaining statements 

and questions for information categories were initiated by two parents 

who had been involved with the group since its beginning. They may have 

felt more comfortable or may have felt that it was their right to express 

themselves because of seniority.

Based on the above limitations, the question studied was not 

answered. It was not determined specifically what the needs of parents 

were who had experienced the birth of a premature infant»

Nursing Implications

The present educational format of the group for parents of pre

mature infants does not meet the emotional needs of the parents attend

ing the group. The present format does not facilitate a therapeutic 

relationship. This type of relationship may be recalled as one in which 

needs are stressed and contains the elements of therapeutic communication. 

These elements are: listening to feelings as well as to words; observing

situations and nonverbal behavior; giving feedback to feelings, tone or 

verbal behavior; clarifying to get more information or to repeat words 

to make meanings clear; and saying what has to be said in an under

standable and clear manner. It was observed by the investigator that 

the educational format of the group promoted the delivery of statements
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to the group members while the feeling level of the group members as re

flected in voice tone and verbal or nonverbal behavior was not stressed. 

However9 the group could be a potential meeting ground for identifying 

and attempting to meet the emotional and psychiological needs as per

ceived by the staff and other members of the group.

With this in mind, one implication for the nurse is to consider 

what is desirable in terms of the direction of the verbal interaction.

A second implication is to consider the degree to which the nurse 

chooses to facilitate therapeutic communication, A third implication 

would be to consider the modality by which the nurse would facilitate 

the identified direction and degree of verbal interaction and therapeu

tic communication. Finally, findings could be of importance not only 

to Maternal and Child nurses working in an inpatient setting but also 

to nurses functioning in any outpatient setting that emphasizes in

creasing the quality of Parental/Child wellness.



CHAPTER 5

SUMMARY AND RECOMMENDATIONS

This chapter presents a summary of the study. Incorporated in 

the following summary are conclusions drawn from the findings of the 

data as supported by the conceptual framework and the selected review 

of the literature.

Summary

This study was done to determine whether the needs of parents 

who had experienced the birth of a premature infant were being met 

during their participation in an educational group developed to deliver 

information^ pertaining to premature infants. An outpatient group con

sisting of such parents and staff members from a hospital unit special

izing in caring for premature infants was chosen as the group for data 

collection. The verbal interaction of the group was counted by utilizing 

the eight communication categories defined by Johnson and Hardin (1962)„ 

These categories were defined as: ,!asks for information . . . , replies

to question for information . . . , asks for advice for self . . .,

gives advice for self . . . , gives advice for other . . . , accepts

advice . . . , rejects advice . , . , makes statement.11

The investigator joined the group for six sessions and tape re

corded the question and answer part of each meeting. The investigator 

functioned as a nonparticipant observer.

38
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It was found that the number of units of communication cate

gories were considerably lower for the first two sessions which dealt 

with technical subjects and were presented by physicians» It was also 

found that the number of units of communication categories were con

siderably higher for the nonstructured session scheduled for evaluation 

of the previous sessions. This session was led by a staff member who 

had been involved with the group since its beginning.

Raw data were quantitatively analyzed using comparison and per

centages. There was an almost 60 percent occurrence of the communica

tion category of "makes s t a t e m e n t s T h e r e  was an approximate 39 

percent occurrence of the communication categories of "asks for informa

tion" and "replies to questions for information" when these units were 

added together. Based on these analyses of the data, the question of 

whether the needs of parents who had experienced the birth of a pre

mature infant were being met during their participation in an educa

tional group was not totally answered.

Conclusions

Specifically, it was concluded that the communication categories 

of "makes statement," "asks question for information," and "responds to 

question for information" took up most of the group time and, indeed, 

reflected the stated purpose of the group. The lack of high percentages 

for the units of "gives advice for other," "gives advice for self,"

"asks for advice for self," and "rejects advice" may be reflective of 

the lack of the elements of therapeutic communication and the absence 

of a therapeutic relationship.
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As was indicated in the conceptual framework, therapeutic com

munication includes listening to feelings as well as to words; observ

ing situations and nonverbal behavior; giving feedback to feelings, 

tone or verbal behavior; clarifying to get more information or to re

peat things to make them clear; and saying what has to be said in a 

clear and understandable manner. Therapeutic communication is inherent 

in a therapeutic relationship. A therapeutic relationship is one in 

which needs are stressed.

The structure and stated function of the group could have in

hibited therapeutic communication and the formation of therapeutic re

lationships . It was also noted that the communication categories and 

their definitions were not exclusively discreet. ’ Since only a portion 

of the entire tool developed by Johnson and Hardin (1962) was utilized, 

these categories were not applicable in denoting the elements of thera

peutic communication nor in delineating the categorization of individual 

needs. In addition to the content (subject matter) categories used, the 

utilization of the process (dynamic) categories would aid in identifying 

individual needs»

The specific conclusions drawn were that the group members had 

a great need to verbalize in the form of statements. They also had 

needs to ask and respond to questions. It was noted that the term 'group 

members' included all participants in the group regardless of their roles 

and may not have been specifically a parent of a premature infant. It 

was also concluded that a better analysis tool is needed in delineating 

individual needs.
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Recommendations

The following recommendations for extending and complimenting . 

the present study were m a d e . One recommendation was the repetition of 

this study utilizing the entire measurement tool as presented by Johnson 

and Hardin (1962), Other recommendations were the inclusion of more 

than one group of parents that had experienced the birth of a premature 

infant and further defining of the communication categories to specify 

the roles of the participants. And finally, concurrent or subsequent 

participation in another group focusing on feelings for those parents 

ready to deal with their feelings concerning the birth of their pre

mature infant could promote the identification of each parents' needs.



APPENDIX A

LETTER OF PERMISSION

OFFICE OF THE DEAN 
SCHOOL OF NURSING

Ares Cotie 502 222-7790

Porttana, Oregon 97207

UNIVERSE OFORECON 

HEA1JH. SCIENCES CENTER

April 28? 1977

Leslie X. S teele* RN 
1830 South Sunshine PL 
Tucson* Arizona 85710

Dear Ms. Steele:

In terms of the American Nurses Foundation*s copyright peroga- 
tives* you have permission to use the tool in question.

Best wishes in your research.

Sincerely

Carol A. Lindeman, RN, PhO 
Dean? School of Nursing

cc: Ms. Ann Hyde
(American Nurses Foundation)
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APPENDIX B 

SUBJECT CONSENT FORM

I understand that Leslie Steele, R.N., a graduate student in 
the College of Nursing at The University of Arizona, is conducting a 
study to determine the needs of parents coming to a group after ex
periencing the birth of a premature infant. The study will be en
titled "Needs of Parents after experiencing the Birth of a Premature 
Infant»"

I understand that my participation is voluntary and involves 
the researcher tape recording the question and answer period of our 
weekly meetings which are aimed at providing both information and 
support for parents of premature infants. I also understand that I 
am free not to participate. If I choose not to participate, the re
searcher will stop the tape recording while I speak.

I understand that the researcher will be available to answer 
any questions I may have about the study. I also understand that all 
confidentiality will be insured and that the researcher will be the 
only person who will have access to the tape recordings. I under
stand that the data and results of the research will be shared with 
the faculty and that it will be printed in a thesis which will be 
available in the University of Arizona libraries.

I have read the above "Subject's Consent" and I am willing to 
participate.

Signature

Date
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