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6 REFLEXIVITY AND THE 
ASSESSMENT OF VALIDITY 
The process of data analysis produces the main claims that form the core of 
research reports. And in qualitative research the evidence that is presented by the 
researcher in support of claims will be a selection from the segments of data col- 
lected together as relevant to the categories that form part of those claims. How- 
ever, of course, claims are not assessed only in terms of the evldence offered in 
support of them but also in terms of credibility, against the background of infor- 
mation about how the research was carried out and the likelihood of error that 
this implies Such considerations should also be taken into account by the 
researcher engaging in qualitative data analysls In deciding what are and are not 
reasonable inferences to be made on the basis of her or his data, the researcher 
must consider the likelihood of errors of various kinds. For instance, does it seem 
likely that the data may have been shaped by the presence of the researcher In 
such a fashion as to lead to misleading conclusions? This is the problem of reac- 
tivity again Were the people observed 'putting on a show' or 'maintaining a front' 
for the observer? Did the informant simply tell the researcher what he or she 
thought the researcher wanted to hear? Similarly, how complex and uncertain in 
validity are the judgements likely to have been that produced the data? Was the 
observer or informant in a position to be able to observe and record accurately 
what happened? Were the phenomena being described of a kind that anyone 
would probably be able to recognize and agree on, or were they more problem- 
atic? Equally, 1s there any indication that the observer or the informant could have 
been biased, consciously or unconsciously selecting evidence to support one out- 
come rather than another? As readers, we need to look for the extent to whlch the 
researcher seems to have been aware of potential sources of error, and what he or 
she did to counter these, as well as considering them for ourselves 

Consideration of the process of research and its possible implications for the val- 
idity of the main claims and conclusions of a study is one part of what is some- 
times referred to as reflexivity (Hammersley and Atkinson, 1983) What is 
proposed is that the researcher should be a reflective practitioner, continually 
thinklng about the process of research and especially about her or his own role in 
it, and the implications of this for the analysis As we noted earlier, qualitative 
researchers usually record in their field notes their interpretations of and feelings 
about what they observe and about their role And this process of reflection is 
often continued throughout the whole process of the research 

An equally important aspect of reflexivity is that the process by which the data 
and findings were produced should be made sufficiently explicit for a reader to 
make a reasonable assessment of the credibility of the findings Of course, the 
information about the research that we have available to us as readers will always 
be quite limited. It will also vary a great deal between research reports Not sur- 
prisingly, book-length reports tend to provide more information than do  articles 
However, sometimes we are able to track down other reports arising from the 
same piece of research and these may give us extra lnformation Furthermore, as 
we mentioned in Section 3, occasionally a reflexive account or natural history of 
the research will be available and thls may provide very useful background infor- 
mation on the basis of which to assess the claims made by the researcher. 

In Unit 3/4 it was noted that researchers may sometimes provide reports of 
attempts at respondent validation and triangulation. These are useful further 
sources of informat~on, especially where the claims made are very controversial 
Indeed, evidence of this kind may occasionally be crucial for the assessment of 
the findings of qualitative research However, as was made clear in that earlier 
unit, such evidence, like that of other kinds, is never absolutely conclusive It must 
be Interpreted and assessed, and there is usually scope for conflicting judgements 
about it. 
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7 CONCLUSION 
In this unit we have looked at some of the strategies used by qualitative 
researchers for analysing unstructured data. We concentrated in particular on the 
kind of qualitative data analysis that has been codified by Glaser and Strauss 
(1967) as grounded theorizmg, since t h ~ s  represents probably the most common 
approach in use today. We have only been able to provide an outline here of 
what is involved in this sort of analysis However, it should provide you with a 
clear sense of the sort of analytical work that underlies qualltative research 
reports, and facilitate your assessments of the claims they make 

FURTHER READING 
Many introductions to qualltative or ethnographic social research include some 
discussion of qualitative data analysis See, for example 

Hammersley, M and Atkinson, P (1983) Ethnography Prznciples in  Practzce, 
London, Tavistock 

Lofland, J and Lofland, L (1984) Analyzing Soczal Settzngs, Belmont, CA, 
Wadsworth 

There are also some books devoted entirely to this subject See, for instance. 

Strauss, A. and Corbin, J (1990) Baszcs of Qualztatzve Research Grounded n e o y  
Procedures and Technzques, Newbury Park, CA, Sage 

This is the best of the books on grounded theorizing as regards how to do it. 
The initial chapters provide a very straightforward introduct~on 

Strauss, A (1987) Qualitative Analyszs for Social Scientzsts, New York, Cambridge 
University Press 

This book represents the same approach as that of Strauss and Corbin 
above, but is somewhat more advanced and difficult to follow 

Glaser, B G and Strauss, A L (1967) The Dzscovery of Grounded 7beoq  Chicago, 
IL, Aldine. 

Thls is the original book on grounded theorizing. It has since been super- 
seded by the above except that it indicates something of the original motiv- 
ation for thls approach 

On the use of microcomputers in handling qualitative data, see: 

Tesch, R (1990) Qualztatzve Research Analyszs Types and Software Tools, Lewes, 
Falmer Press 

Fielding, N G and Lee, R M (eds) (1991) Using Computers zn Qualztatzve 
Research, London, Sage. 

The following serves simultaneously as an introduction to qualitative data analysis 
and to the use of microcomputers in this. 

Dey, I (1992) Qualitatzve Data Analyszs, London, Routledge 
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APPENDIX 1 
(From the transcrtpts of the tntervlews recorded on Aud~o-cassette 1 
Presenter. Senga Bond, lntervtewee Lynn Sadler) 

CEREBRO-VASCULAR ACCIDENT 

S B One, one point you made here was that your work varies a lot 
dependmg on the ktnds of patlents that you have Can you tell me a 
l~ttle bit how, how this happens7 

Yes, em, it's parttcularly increased if you have pattents who've had 
cerebro-vascular acctdents, em tnttially when they come in they're 
generally very ill 

Mm. 

Em, they may be to the point of course of betng unconsctous and 
needing intensive care really, em, unfortunately we don't have the 
staff to do  it on a one-to-one basis, but obv~ously you've got to, to 
give a specific nurse that pattent to look after for her span of duty. 
Em, but also they become as you get them over that stage, rehabili- 
tatlon plays a very, very much a part in recovery Compared to some- 
body like, em, a d~abetic who once you've got over the 111 stage 
perhaps d they've come tn tn a coma, they're up and about the ward, 
em, don't need nurslng on a one-to-one basis, apart from educatton. 

Uhuh 

Em, and that really is not care tn the phys~cal sense, tt's more talktng 
to them and descr~bing thtngs. 

Uhuh. 

Em, so it depends, you see d you've maybe got SIX patlents tn who 
have got cerebro-vascular acctdents, that immediately they need more 
care, not more care but, well, yes more care than perhaps your dia- 
betics or your thyrotd pattents who are up and about the ward who 
perhaps from a nurslng potnt of vlew you're not doing that much for 
durtng the day sort of thing, you know. But that's how ~t comes to 

vary 

Mm, you ment~oned, em, patients being poorly Em, descr~be a 
pattent when they're poorly Can you do  that7 

Em, yes It's gomg to vary really w ~ t h  dtfferent condittons, but em, I 
class it really by somebody who's gotng to need closer observatton 
than the rest of the pattents Em, and that's the sort of patient that I 
would put tnto a htgh dependency room. It may be somebody who is 
unconsctous, em, if they've had a cerebro-vascular accident, we do 
get overdoses and that in as well, it may be somebody who's In a 
dtabettc coma. 

DIABETIC 

L S Compared to somebody I~ke, em, a dtabetic who once you've got 
over the 111 stage perhaps tf they've come In in a coma, they're up and 
about the ward, em, don't need nursing on a one-to-one basts, apart 
from education. 
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S B Uhuh 

L S Em, and that really is not care in the physical sense, it's more talking 
to them and describing things 

S B Uhuh 

Em, so it depends, you see if you've maybe got six patients in who 
have got cerebro-vascular accidents, that immediately they need more 
care, not more care but, well, yes more care than perhaps your dia- 
betics or your thyroid patients who are up and about the ward who 
perhaps from a nursing point of view you're not doing that much for 
during the day sort of thing, you know But that's how it comes to 

vary 

Mm, you mentioned, em, patients being poorly Em, describe a 
patient when they're poorly. Can you do that7 

Em, yes It's going to vary really with different conditions, but, em, 
I class it really by somebody who's going to need closer observation 
than the rest of the patients Em, and that's the sort of patient that I 
would put into a high dependency room. It may be somebody who is 
unconscious, em, if they've had a cerebro-vascular accident, we do 
get overdoses and that in as well, it may be somebody who's in a 
diabetic coma 

Uhuh 

So there's some real significant problem that maybe just as an experi- 
enced nurse you tell without actually having done anything by look- 
ing at them They may be having breathing problems, em, their 
colour maybe, you know, shocking Em, they may be sweaty, em, 
they just look, they look 111 Em, when you come to do observations 
they may have a very high or very low blood pressure, mental state 
as well also needs assessing and they may be very confused and in 
fact to be put in another room is maybe going to make them worse 
and upset other patients you've got to sort of put them in a single 
room where you can watch them closely Em, they may be in a lot of 
pain depending on their condition, they may have a paralysis, em, 
they may need, em, intravenous therapy and this sort of thing. That's 
not always a guideline to how ill they are, em, but you know they 
may need airways in or they may need suction if they're unconscious. 
That's the sort of patient that I class as poorly 

Em, they may be to the point of course of being unconscious and 
needing intensive care really, em, unfortunately we don't have the 
staff to do it on a one-to-one basis, but obviously you've got to, to 
give a specific nurse that patient to look after for her span of duty 
Em, but also they become, as you get them over that stage, rehabili- 
tation plays a very, very much a part in recovery Compared to some- 
body like, em, a diabetic who once you've got over the ill stage 
perhaps if they've come in in a coma, they're up and about the ward, 
em, don't need nursing on a one-to-one basis, apart from education 

S B  Uhuh 

L S Em, and that really is not care in the physical sense, it's more talking 
to them and describing things. 

L S Em, .. you, we tend to get an older age group as well of course, 
medical wards do, pneumonlas and this type of thing tend to affect 
an older age population and you can sometimes get a lot of social 
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problems and this type of thing that, em, need more involvement 
from a nursing aspect You've got to have more input into these type 
of patients Em, so it depends, you see if you've maybe got six 
patients in who have got cerebro-vascular accidents, that immediately 
they need more care, not more care but, well, yes more care than 
perhaps your diabetics or your thyroid patients who are up and about 
the ward who perhaps from a nursing point of view you're not doing 
that much for durlng the day sort of thing, you know But that's how 
lt comes to vary 

MYOCARDIAL INFARCTION 

L S Really once you've got strokes over this, em, phase and they're up 
and about, em, you know, they change, you can tell again Em, what 
else do we have really, em . Quite a lot of things, you know we 
have qulte a quick turnover, myocardial infarctlons and that, once 
you've got them over the poorly episode ~f they're 111 when they come 
in, usually within a couple of days they're up and about as well 

Do you have them directly, or do they come from a coronary care 
unit? 

Em, we have an age-cut off for myocardial mfarctions. Well anybody 
with a heart condition Em, anybody under 70 goes to the coronary 
care unit where they spend 48 hours and then they come back to 

YOU 

Mm. 

Anybody over 70 comes directly to the ward 

And why is that? 

Purely because the coronary care unit only has six beds and they can- 
not cater for every patient who's had a myocardial infarctlon and it's 
just unfortunate that they think that the younger people should have 
the closer observation from direct monitoring Em, that doesn't always 
follow, if we've had a patlent who's been 70 plus who perhaps 
develops arythmla 

Yes 

Em, and they do have a bed in the coronary care unit then they will 
admit that patient, but the unfortunate thing is, if they then get some- 
body of 28, 30 who's had a myocardial infarctlon then the older 
patlents are moved out to accommodate the under 70s It works quite 
well but, you know, I don't think it's ever been a great problem of the 
age cut-off, but the reason 1s they just couldn't cope with every 
patient 

OLDER AGE GROUP 

L S Em, you, we tend to get an older age group as well of course, 
medical wards do, pneurnonias and thls type of thing tend to affect 
an older age population and you can sometimes get a lot of social 
problems and this type of thing that, em, need more involvement 
from a nursing aspect You've got to have more input into these type 
of patients Em, so ~t depends, you see if you'maybe got six patients 
in who have got cerebro-vascular accidents, that immediately they 
need more care, not more care but, well, yes more care than perhaps 
your diabetics or your thyroid patients who are up and about the 
ward who perhaps from a nursing point of view you're not domg that 
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much for during the day sort of thing, you know But that's how it 
comes to vary 

Em, and they do have a bed in the coronary care unit then they will 
admit that patient, but the unfortunate thing is, if they then get some- 
body of 28, 30 who's had a myocardial infarction then the older 
patients are moved out to accommodate the under 70s It works quite 
well but, you know, I don't think it's ever been a great problem of the 
age cut-off, but the reason is they just couldn'cope with every patient. 

L S Unfortunately it was full and the waiting list for this was a very long 
time so we actually rehabilitated her as much as we posstbly could on 
the ward and in fact she's been discharged home now Em, but we 
tend to just have isolated cases like that Em, we did have a gentle- 
man who was about the same age who we had in for about four 
months as well, but usually if they are older than that they go to one 
of the long-stay wards So it's a fairly rare occurrence for that to hap- 
pen You know, we still have them up to about three months, but half 
a year is a long time on my particular ward 

STROKES 

L S Really. Once you've got strokes over this, em, phase and they're up 
and about, em, you know, they change, you can tell again Em, what 
else do we have really, em 

Do you, do you find you have different likes and dislikes in relat~on 
to the kind of intensity of nursing that you have to give? 

Eh, no, not really I like it varied. No, there's nothing specific The 
only thtng that I find ts a problem morale-wtse, is ~f you get some- 
body in who is perhaps not progressing as well as you would like 
them to An ideal example of that is somebody who's had a stroke 

Yes 

And, em, they're not getting over their paralysis and the patient is 
getting very low, em, you know, 'Oh I'm not getting any better' type 
of thing. Em, and it transmits to the nurses as well 

Because the nurses say, well, why isn't he getting better and it's trying 
to keep morale up and thts type of thing. I think that can be a disap- 
pointing aspect at some time 

So is this not unusual to have patients in for four or five months? 

Em, it's fairly unusual for that length of time, yes, em, the reason why 
it happened in this particular case was the lady was 60 and she pre- 
viously, she had a very severe stroke, it actually affected both sides of 
her body and, em, she was a very very active lady, em, prior to 
admission and she really was in no way a geriatric patient although 
we knew for a fact she was going to be a long-stay patient and to 
have gone to a long-stay ward really wouldn't have done her any 
good at all, in fact I think it might have been detrimental 

Yes 

Now the only other ward was this young chrontc sick ward. 

Uhuh 
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L S Unfortunately it was full and the waiting list for this was a very long 
time so we actually rehabilitated her as much as we possibly could on 
the ward and in fact she's been discharged home now Em, but we 
tend to just have isolated cases like that. Em, we did have a gentle- 
man who was about the same age who we had in for about four 
months as well, but usually if they are older than that they go to one 
of the long-stay wards So it's a fairly rare occurrence for that to hap- 
pen. You know, we still have them up to about three months, but half 
a year is a long time on my particular ward 

In that way they are getting some supervision from the hospital so 
that if things start to break down at home we know about them 
directly Em, other things, em, we may get somebody in who is a 
stroke who is progressing very well but needs more rehabilitation so 
that the consultant might feel in fact that they are going to benefit 
from hospital admission for a couple of weeks, particularly with a 
view to daily living assessment because they have kitchens and things 
over there where they can actually be seen to how they're going to 
cope in household activities before being discharged, so they may in 
fact, they may go over there for a period of assessment for a week 
before being discharged. 

I thought then we could start off by discussing the patient that you 
had, that we discussed in the first interview who was a patient you'd 
had in for about five months who had a severe stroke 

Yes. 

And you kept her for that length of time. 

Yes 

And you said at that time that she was in no way a geriatric patient. 

Yes 

You didn't want to send her to a geriatric ward, you kept her for a 
long time on this ward. What made you think that she wasn't a geri- 
atric patient7 What was it about her7 

Em, it may have been her age to a certain extent because I, person- 
ally I tend to think of sort of 70, the late sixties, seventies as classing 
into the old age problems, em, this lady was 61 and, I mean I know 
you can get a lot of 80-year-olds that are very alert but mentally she 
was, and knowing some of the geriatric wards that I've actually seen 
we felt that this particular lady may have run into problems had she 
been in with patients that were perhaps in a worse condition than she 
was. Em, patients with communication problems and things She 
needed people, we felt, about her own age, or younger, who in fact 
could stimulate her and in fact help her. She was a very intelligent 
lady, em, she'd been a semi-professional flower arranger, em, and it 
was a combined discussion it wasn't just between nurses and doctors 
but it was with physiotherapists and the occupational therapist And 
in fact the geriatric consultant himself felt that one of his long-stay 
wards would not be the answer for this particular patient. We were 
talking about, em, long-term hospitalization and you find that, em, the 
sort of patients which are on, who are on long-term geriatric wards 
are, em, perhaps patients who've had strokes, who have very severe 
strokes, a lot of them of course are very elderly, em, maybe senile 
dementia patients, em, incontinent patients, and we felt that these sort 
of surroundings were, were not going to help this patient at all 
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L S That's right They also have a day hospital, a geriatric day hospital, so 
if for instance we have somebody, we cover quite a wide variety you 
see It may be sort of things such as a cerebral tumours, it could be 
strokes, it could be cardiac problems, respiratory problems Em, if we 
feel in fact that they could cope at home, they may be living with 
daughters, sons but that they do need some relief or do need some 
hospital supervision but it doesn't need to be full term, we discharge 
them home and perhaps they come back to the day hospital two or 
three times a week, once a week 

L S Em, well social conditions are one if, em, we are running mto prob- 
lems because a patient is not able to cope at all, em, at home and is 
in unsuitable conditions, you know, perhaps, em, self neglect and this 

I sort of thing, has no family or has a family who are not able to give 
us any assistance, that is one reason for a referral It may be because 

1 of medical problems, em, depending on their condition, if they're 
! going to need long-term care, a stroke for example 

THYROID 

L S Em, so it depends, you see if you've maybe got six patients in who 
have got cerebro-vascular accidents, that immediately they need more 
care, not more care but, well, yes more care than perhaps your dia- 
betics or your thyroid patlents who are up and about the ward who 

i perhaps from a nursing point of view you're not doing that much for 
during the day sort of thing, you know But that's how it comes to 

I vary 

GERIATRIC 

L S Em, it's fairly unusual for that length of time, yes, em, the reason why 
it happened In this particular case was the lady was 60 and she pre- 
viously, she had a very severe stroke, it actually affected both sides of 
her body and, em, she was a very very active lady, em, prior to 
admission and she really was in no way a geriatric patient although 
we knew for a fact she was going to be a long-stay patlent and to 
have gone to a long-stay ward really wouldn't have done her any 
good at all, in fact I think it might have been detrimental. 

This lady who was the long-term patient who very nicely went home 
You said she was in no way a geriatric patient. How would you 
describe a patient who would fall into that category? 

1 think it's very difficult because there is no laid down, em, rules. 
What they tend to do actually is go by age which doesn't always fit 
in, em, because they tend to use 65 as the age of classing onwards as 
geriatric patients, but you can get some 70-year-olds who are very, 
very sharp and alert, em, but within my own particular ward we tend 
to refer patients who are over 65 years of age who are going to need 
longer treatment Em, maybe for rehabilitation because the actual, em, 
geriatric wards they have short-stay wards which are for rehabilitation 
or longer-stay wards 

S B .  Mm mm. 

L S Now if we've got somebody who's maybe 70 and who just needs 
rehabilitation with a view to going home but perhaps needs to be in 
hosp~tal a few more weeks, em, we'll refer them to the consultant 
who is in charge of that area And likewise, if we have somebody 
who is from poor social circumstances who is not gomg to be able to 
cope on their own who really doesn't warrant a hospital admission 
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long term then again the consultant actually from that area comes and 
assesses them for the ward So m fact they assess the patlent rather 
than us, the consultant comes across and sees them whilst they're still 
on my ward and allocates the ward that he would llke them to go to 
and it's worked on that basls. 

So ~t 's  the geriatrlc consultant (L S : that's r~ght, yes). What, what 
kind of thlngs would suggest that you would refer a patient for thls 
consultat~on, because obviously ~t 's  a two way (L S, yes) thing You 
suggest they come and see them (L S . Yes) W~th  a vlew perhaps to 
maklng a decision 

That's right They also have a day hospital, a geriatric day hosp~tal, so 
if for instance we have somebody, we cover quite a wide variety you 
see It may be sort of things such as a cerebral tumours, ~t could be 
strokes, it could be cardiac problems, respiratory problems Em, if we 
feel In fact that they could cope at home, they may be living wlth 
daughters, sons but that they do need some relief or do need some 
hospital supervision but it doesn't need to be full term, we discharge 
them home and perhaps they come back to the day hospltal two or 
three times a week, once a week 

Yes 

In that way they are getting some supervision from the hospital so 
that if things start to break down at home we know about them 
directly Em, other things, em, we may get somebody In who is a 
stroke who IS progressing very well but needs more rehabllltation so 
that the consultant might feel In fact that they are going to benefit 
from hospital admiss~on for a couple of weeks, particularly w ~ t h  a 
vlew to dally livlng assessment because they have kitchens and thlngs 
over there where they can actually be seen to how they're going to 
cope in household activities before bemg discharged, so they may In 
fact, they may go over there for a period of assessment for a week 
before being discharged 

Yes, yes 

But as I said if you get somebody with poor soclal circumstances or 
who 1s going not going to cope at all then they're the patlents who 
would go on for longer care 

I thought then we could start off by discussing the patient that you 
had, that we d~scussed in the first interview who was a patient you'd 
had In for about five months who had a severe stroke 

Yes 

And you kept her for that length of tlme 

Yes 

And you said at that tlme that she was In no way a geriatrlc patient 

Yes 

You didn't want to send her to a geriatric ward, you kept her for a 
long time on this ward What made you think that she wasn't a geri- 
atrlc patlent? What was it about her7 

Em, ~t may have been her age to a certaln extent because I, person- 
ally I tend to think of sort of 70, the late 6Os, 70s as classlng into the 
old age problems, em, t h ~ s  lady was 61 and, I mean I know you can 
get a lot of 80-year-olds that are very alert but mentally she was, and 
knowmg some of the gerratric wards that I've actually seen we felt 
that thls particular lady may have run into problems had she been In 
w ~ t h  patlents that were perhaps in a worse condition than she was. 
Em, patients with communication problems and things She needed 
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people, we felt, about her own age, or younger, who in fact could 
stimulate her and in fact help her She was a very intelligent lady, em, 
she'd been a semt-professional flower arranger, em, and it was a com- 
bined discussion it wasn't just between nurses and doctors but it was 
with physiotherapists and the occupational therapist And in fact the 
geriatric consultant himself felt that one of his long-stay wards would 
not be the answer for this particular patient. We were talking about, 
em, long-term hospitalization and you find that, em, the sort of 
patients which are on, who are on long-term geriatric wards are, em, 
perhaps patients who've had strokes, who have very severe strokes, a 
lot of them of course are very elderly, em, maybe senile dementia 
patients, em, incontinent patients, and we felt that these sort of sur- 
roundings were, were not going to help this patient at all 

Have you any patients in just now that you would describe as being 
geriatrics 

Yes, we've got a couple, em We've got one lady who's been w~th  us 
for about two weeks I think now, she's a lady in her 80s who, em, 
does have senile dementia She's been dragnosed as having that but 
it's not very obvious while she's in the ward but her husband does 
say that she's not capable of, em, organizing any home care or cook- 
ing or anything like that when she's at home, and she never knows 
what day of the week or whatever it is Em, she's a lady who's not 
mobile, she needs total nurstng care, we need to feed her as well 
Em, her husband has got great problems with her at home He's got 
to the stage now where he can't cope with her because he himself 
has had an amputation of one of his legs this year. Em, and he says 
he manages just to look after himself and the house and keep h ~ s  
wife reasonably clean, but that's about all, and it's been getting 
extremely difficult for him a few weeks prior to admission. She's been 
having a series of falls and in fact it was this last fall that brought her 
tnto hospital. So I think all things told he and his wife were running 
into great difficulties at home She may benefit from some, which we 
are trying to at the moment, some rehabilitation maybe over a period 
of weeks where we can maybe get her mobile agatn But I think 
we're going to be very limited with the amount of treatment and care 
that we can actually give this lady with a view to improving the way 
she is now So I think she is a lady who is going to need long-term 
hospital care And that's a combination of both sort of physical and 
social problems really Because I must admit she is a difficult lady to 
look after and I really don't think he would be able to cope at all with 
her now Em, and they were relying quite a lot on neighbours and 
that for support Em, another lady we have tn is, she's just come in 
actually, but she is a lady who's already in a home for the elderly 
outside of hospital care, a soclal servtces home 

Uhuh. 

Again, it's a lady who's had a fall in the home, em, and hasn't been 
very well for two days and in fact she's actually developed a chest 
tnfection which might have been sparked off by the fall because she's 
been in bed since then 

I see 

Em, and in fact has not been eating and has just deter~orated over the 
last couple of days The thing is with this lady I don't think she wlll 
go to a long-stay ward because once we've got her over her chest 
infection and got her back on her feet and mobile agatn she will go 
back to the home from where she came 



UNIT 1711 8 ANALYSIS OF UNSTRUCTURED DATA 

S B You mentioned in relation to the first patient you thought you'd be 
llmited in how much you could achieve Is this a fairly common 
characteristic of these patients? 

Em, not always, no I wouldn't say, a depends really on the medical 
conditlon or whatever ~t is that's brought them into hospital One fac- 
tor I do  find is that on the, em, acute geriatric wards they tend to go 
for assessment first when we transfer them they sometimes go to an 
assessment ward and then on to a long-stay ward if that's what they 
require But they have more, em, rehabilitatlon and physiotherapy 
facilities than we do  on our ward. The reason is because they have 
their own staff that work on that department, where we have say one 
physiotherapist between four wards, em, so that they're not gettmg as 
much, em, walking and exercise and things that they do So qulte 
often you find that a lot of patients improve dramatlcally when 
they've spent a couple of weeks on a rehabilitation ward over there 
So m fact sometimes it is the answer to send them to one of the 
rehabilitation wards, and then from there on to them belng dis- 
charged and they may never need long-term care So it doesn't 
always, that isn't always the problem really Em, this is why I say we 
don't know with this particular lady She may Improve, although I'm 
pretty doubtful myself. She's a, mentally she's quite happy to sit In a 
chair and 1s very reluctant actually, em, to get up and be walked or 
have thlngs explained, well 'you're golng to get stiff if you sit In a 
chair', she doesn't want to know, she's quite happy just to doze off m 
the chalr 

When you refer a patient to the geriatricran you suggested that they're 
called in, what kind of thlngs, or what klnd of events or what IS it 
about the patient that makes you decide you want to make the refer- 
ral? 

Em, well social conditions are one if, em, we are runnlng Into prob- 
lems because a patlent is not able to cope at all, em, at home and is 
In unsuitable conditions, you know, perhaps, em, self neglect and this 
sort of thlng, has no family or has a family who are not able to glve 
us any asswtance, that 1s one reason for a referral It may be because 
of medical problems, em, depending on their conditlon, if they're 
golng to need long-term care, a stroke for example 

Uhuh 

And they're gang  to be in for months, that's another reason There 
are other medical problems that, em, we would refer them for, some- 
times heart disorders, em, that again perhaps need long-term care, 
heart failures, em, they would go there but7 must adrnlt that a lot of 
them are due to social problems 

Mm, so you wouldn't admit all, or refer all heart failures over the age 
of 70, necessarily to a geriatrician7 

No, no we don't Actually we don't refer that many patients, em, we 
have a lot of elderly patlents on our ward, em, we've got quite a few 
ladles now in their 80s that we haven't referred because elther they've 
got a husband at home or whatever, we know that once we've got 
them over their medical lllness they are going to be quite capable of 
caring for themselves or have family to support them when they go 
home Em, the thing is I suppose in all areas of this country, waiting 
lists for alternatlve accommodation are tremendously long, em, but I 
suppose it comes down to bed blocking I mean it sounds a bit awful 
but on an acute ward if you've got somebody who's maybe going to 
need eight months or more care whlle they're just waitlng for a place- 
ment they're better where they are going to get more rehabilitation or 
whatever But it may come down in fact, that they don't need the 
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alternative accommodation that we are trying to arrange for them. 
Perhaps if they've been in one of the wards over there for a few 
months they might be able to rehabilitate them so that they do go 
back to their own homes for a while, maybe still pending alternative 
accommodation dependmg on how well that they've progressed. Em, 
but we don't refer, you know, every elderly patient. 

Some of the ones you mentioned then who may be over 80 and have 
a heart failure or a sim~lar condition, would you call them geriatncs? 
Would you refer to them as that, if you were discussing them? 

Em, no. When we're talking amongst ourselves actually we tend even, 
I've talked to you about you know say geriatrics, but nursing staff, I 
don't know whether it's just now or, we tend not to refer to them as 
geriatric patients, em We tend to say they've been referred to the 
geriatric clinic 

Uhuh 

Em, but we wouldn't sort of, when we're giving a report, refer to 
them as geriatncs, no, we tend to say they've been referred to the 
geriatric unit and then that's it, yes 
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APPENDIX 2 
(From the transcripts of the interviews recorded on Audio-cassette 1 
Presenter Senga Bond, Interviewee. Lynn Sadler.) 

CONCERN WITH IMAGE 

L S Purely because the coronary care unit only has SIX beds and they can- 
not cater for every patient who's had a myocardlal infarction and it's 
just unfortunate that they think that the younger people should have 
the closer observation from direct monitoring Em, that doesn't always 
follow, if we've had a patient who's been 70 plus who perhaps 
develops arythmia. 

Yes. l 

Em, and they do have a bed in the coronary care unit then they will 
1 

admit that patlent, but the unfortunate thing is, if they then get some- 
body of 28, 30 who's had a myocardlal infarction then the older 

i 
patients are moved out to accommodate the under 70s. It works quite 
well but, you know, I don't think it's ever been a great problem of the l 

age cut-off, but the reason is they just couldn't cope with every 
patlent. 

Now if we've got somebody who's maybe 70 and who just needs 
rehabilitation with a view to going home but perhaps needs to be in l 
hospital a few more weeks, em, we'll refer them to the consultant 
who is in charge of that area And likewise, if we have somebody 
who is from poor social circumstances who is not going to be able to 
cope on their own who really doesn't warrant a hospital admission 
long term then again the consultant actually from that area comes and 
assesses them for the ward So In fact they assess the patient rather 
than us, the consultant comes across and sees them whilst they're still 
on my ward and allocates the ward that he would like them to go to 
and it's worked on that basis 

So it's the geriatric consultant 

That's right, yes 

What, what kind of things would suggest that you would refer a 
patient for this consultation, because obviously it's a two way (L S 
yes) thing. You suggest they come and see them (L S .  Yes) Wlth a 
view perhaps to making a decision 

That's right They also have a day hospital, a geriatric day hospital, so 
if for Instance we have somebody, we cover quite a wide variety you 
see It may be sort of things such as a cerebral tumour, it could be 
strokes, it could be cardlac problems, respiratory problems Em, if we 
feel in fact that they could cope at home, they may be living with 
daughters, sons, but that they do need some relief or do need some 
hospital supervision but it doesn't need to be full term, we discharge 
them home and perhaps they come back to the day hospital two or 
three times a week, once a week 

Yes 

In that way they are getting some supervision from the hospital so 
that if things start to break down at home we know about them 
dlrectly Em, other things, em, we may get somebody in who is a 
stroke who is progressing very well but needs more rehabilitation so 
that the consultant might feel in fact that they are going to benefit 
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~ S B .  

L S 

from hospital admission for a couple of weeks, particularly with a 
view to daily living assessment because they have kitchens and things 
over there where they can actually be seen to how they're going to 
cope in household activities before being discharged, so they may in 
fact, they may go over there for a period of assessment for a week 
before being discharged 

Yes, yes 

But as 1 said if you get somebody with poor social circumstances or 
who 1s going not going to cope at all then they're the patients who 
would go on for longer care 

You mentioned in relation to the first patient you thought you'd be 
limited in how much you could achieve. Is this a fairly common 
characterist~c of these patients? 

Em, not always, no I wouldn't say, it depends really on the medlcal 
condition or whatever it is that's brought them into hospital One fac- 
tor 1 do  find is that on the, em, acute geriatric wards they tend to go 
for assessment first when we transfer them they sometimes go to an 
assessment ward and then on to a long-stay ward if that's what they 
require But they have more, em, rehabilitation and physiotherapy 
facilities than we do  on our ward. The reason is because they have 
their own staff that work on that department, where we have say one 
physiotherapist between four wards, em, so that they're not getting as 
much, em, walking and exercise and things that they do. So quite 
often you find that a lot of patients improve dramatically when 
they've spent a couple of weeks on a rehabilitation ward over there 
So in fact sometimes it is the answer to send them to one of the 
rehabilitation wards, and then from there on to them being dis- 
charged and they may never need long-term care So it doesn't 
always, that isn't always the problem really Em, this is why I say we 
don't know wlth this particular lady She may improve, although I'm 
pretty doubtful myself She's a, mentally she's quite happy to sit in a 
chair and is very reluctant actually, em, to get up and be walked or 
have things explained, well 'you're going to get stiff if you sit in a 
chair', she doesn't want to know, she's quite happy just to doze off in 
a chair 

When you refer a patient to the geriatrician you suggested that they're 
called in, what kind of things, or what kind of events or what is it 
about the patient that makes you decide you want to make the 
referral? 

Em, well social conditions are one 6 em, we are running Into prob- 
lems because a patient is not able to cope at all, em, at home and is 
in unsuitable conditions, you know, perhaps, em, self neglect and this 
sort of thing, has no family or has a family who are not able to give 
us any assistance, that is one reason for a referral It may be because 
of medical problems, em, depending on their condition, if they're 
going to need long-term care, a stroke for example 

She was a very intelligent lady, em, she'd been a semi-professional 
flower arranger, em, and it was a combined discussion it wasn't just 
between nurses and doctors but it was with physiotherapists and the 
occupational therapist And in fact the geriatric consultant himself felt 
that one of his long-stay wards would not be the answer for this 
particular patient. 


