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Interviews

Interviews of the patients and their familics were con-
ducted. Patients were asked about behaviors, emo-
tional aspects and difficulties concerning spatial
neglect and related symptoms. Families were asked the
same questions. Interviews were recorded and then
transcribed. Before an interview, an attending physi-
cian or a ward nurse introduced the researcher and
explained the purpose. Afler obtaining consent Lo par-
ticipate in the study, the researcher again explained the
study purposc and ascertained the patient’s desire to
participate. Interviews were conducted and recorded in
the ward or the dining room, with maximum effort put
into ensuring patients’ privacy.

Observations

The behaviors of the patients in their daily hospital life
activities were observed to describe daily physical
function. Information was collected about the charac-
teristics of the patient’s daily physical function and cog-
nition. To ensure accuracy of the observations, the
contents of observations were discussed with a ward
nurse, the patient, the family and physicians.

Methods of analysis

The [irst study purpose was Lo examine the overlap
between cognitive and physical function, addressed
using a scattergram. The second study purpose, to
describe qualities related to cognitive-physical func-
tion, was addressed by interview and observational
data to describe the findings in the scattergram.

24 30
MMSE (Score)

Scattergrams of the patients with respect to MMSE
and BI scores were plotted to capture the relationship
of cognition with physical function. For the MMSE, the
cut-off score was set at 24 points, which indicates a nor-
mal cognitive state (Braekhus et al., 1992; Tombaugh &
MclIntyre, 1992; Derik & Wade, 1993). For the BI, the
cut-off scorc was 60 points, which indicates indepen-
dence with self-care and independence with indoor liv-
ing (Wade & Collin, 1988; Geert et al., 1999; Pamela
et al., 2000). Classification of cach patient into one of
the cognition-physical function quadrants occurred
using these criteria (Fig. 1).

Analysis of interview and observation data enabled
a description of cognitive and physical function char-
acteristics for patients in each scattergram quadrant to
be made. Basic content analysis proccdurcs (Waltz
et al., 1991) were used Lo summarize interview data and
observational data were systematically integrated to
enhance understanding,

RESULTS

Patients’ backgrounds are summarized in Table 2.
When the MMSE and BI scores were used to construct
a scattergram with previously described cut-off values,
the following four groups were obtained. Three
patients with a MMSE score =24 and a BT score > 60
had relatively high cognitive abilitics and physical
function (Fig. 1: upper right quadrant, Group 1). Four
patients with a MMSE score =24 and a BI score < 60
had high cognitive ability, although physical function
was low (Fig. : lower right quadrant, Group 2). Five
patients with a MMSE score <24 and a BI score £ 60
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Table 2. Summary of patient characteristics (n = 12) )
ez cco0oo0ssccb 353858
Age (years) 72 £7.0 (range: 64-84) ;5 _% PRELLZZZZ L7 7
Sex (male : female) 9:3 -
Diagnosis =
Infarction 9 ]
Hemorrhage 3 .Egﬂ ccocooofoo B
Hemiparesis: Brunnstrom stage A F | ALZZZL R Z L
(left) g
Ito 11T 8 &
IVtoV 4 -
Duration from onset (months) 2.8+2.0 (range: 1-8) @8 o o
Type of higher cercbral Zg| 2 2225225522322
dysfunction 3«
Left spatial neglect 11
Attention disorder 9 g
Anosognosia 7 g .
Left asomatognosia 1 §" 582 E 53 g 22 é é s
Cognitive ability (MMSE score) 22.7 £ 6.6 (range: 12-29) =
Physical ability (BI score) 46.7 £20.0 (range: 15-90) <
BI, Barthel Index, MMSE, Mini Mental State 5 3
Examination. 2o | 8c8c00838838885%8
SS | RmZRZZrmR R
<3
o
were low both in cognitive ability and physical function %n S8 ;? é ; § é £ ; ;3: é >3:
(Fig. 1: lower left quadrant, Group 3). No patients had z
low cognitive ability with high physical function (Fig. 1: B
upper left quadrant). 2 § s>z =
When common items were extracted from character- =235 = I3IZ24 oo =_%
istics of behaviors and cognition, the five patients in F5% | IIIZEAZIIIEED
Group 3 were further divided into two groups (Group =) mERS RS A AR
3a and 3b). .
§§§§ e O] e (1 26 (N E oy <E e
Characteristics of each group =338
Characteristics of each group of patients are shown in N N
Table 3. Group 1 was characterized by preserved cog- - T
nitive ability; mild to moderate hemiplegia with high 2, S| gE8E2828E8832
physical ability; and manifestation of spatial neglect, 3 Sl EBEggEggEaEeE R
allention disorder and anosognosia. These patients had = R EREREEESREEE
left spatial neglect and bumping on the left side some- 5
times occurred. When bumping on the left side ;f é’n PLRTELENET T
occurred, these pateints were aware and capable of g
behavioral adju§tment, such as changi.ng the direction 2 5l 5355335355 w
of the wheelchair. Although conversation was smooth, 5 “ o
the patients could abruptly become vague in the mid- ‘é Alsseggezeggnng ”é
dle of a conversation, show restlessness, or act on a = i <
hasty judgment. Sometimes irrelevant behaviors could = o i
be seen. The palients accepled the calls (o pay atlen- g > A3833[F{ERELE | S
tion to the left side and assistance from nurscs and fam- g = 2
ilies, and did not feel stressed about their care. e = = £
In these patients, assistance for hemiplegia and assis- e ol = o = = :>j
tance to improve independent mobility were provided. = 3| 3 3 g 8 &
In response to the call to pay attention, these patients & CHIRG! O S 3
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managed to direct attention toward the left side. How-
ever, when they were called to pay attention, they
occasionally exhibited irrelevant behaviors in the con-
text of situations.

Group 2 was characterized by preserved cognitive
ability; scvere hemiplegia with low physical ability;
and signs of spatial neglect, attention disorder,
anosognosia, left-right agnosia and asomatognosia.
Patients in this group made many mistakes in han-
dling the wheelchair and could not master the manip-
ulation. Each action was markedly clumsy. When
moving, the body faltered towards the left side, result-
ing in loss of balance and bumping towards the lelt
side. Even when bumping on the left occurred, they
wcre unawarc of what had happcned and could not
manage behavioral adjustment. If these patients were
engaged in continuous activity and were called by
someone else, they became confused, showed a per-
plexed expression of ‘not knowing what to do’,
brooded over the situation and stopped what they
were doing. The more they were told what to do, the
more confused they became, and finally they discon-
tinued their activities and had difficulty starting again.
The patients showed strong discomfort with their
basic care, did not give sufficient attention to their
spatial neglect and frequently bumped into barriers.
These patients thought that all their problems would
be solved if they could walk.

In Group 2 patients, assistance to improve indepen-
dence of mobility and guidance to improve spatial
neglect (calling attention) were provided. However,
the palients were strongly displeased with this care,
and care providers were not able to achicve their nec-
cssary guidance role. For thesc patients, the method of
calling out to them and the timing needed to be con-
sidered. Observations regarding the patients’ recogni-
tion of their own disability and the way they respond
were considered necessary.

Group 3a was characterized by low cognitive abili-
ties; severe hemiplegia and low physical ability; and
signs of spatial neglect, atlention disorder, anosogno-
sia, asomatognosia and memory disturbance. In this
group, actions were crude and marked inattention was
obvious. The balance of sitting posture was poor; the
body tilted towards the left, tumbled down and
remained in the fallen position. They paid almost no
attention to the paralyzed side. Even when the para-
lyzed side was pinned under the trunk, these patients
were totally unaware. “Younger brother’s hand is
heavy’ or ‘The hemiplegia is only slight, there is no
problem at all’, some commented, denying their own
hemiplegia and disability. Furthermore, they spoke in a
loud voice regardless of the situation and engaged in
one-way talk about the same subject. These patients

had difficulty understanding why the people around
were speaking to them.

In these patients, due to poor body balance and lack
of concentration on aclions, assistance was provided in
recognition of the hazard imposed by the symptoms.
The paticnts’ low cognitive abilities in addition to
neglect and related symptoms created a hazardous
situation, demanding nursing care which protected
them from harm.

Group 3b was characterized by low cognitive ability;
severe hemiplegia and low physical ability; and signs of
neglect, attention disorder, anosognosia, asomatogno-
sia and memory disorders. These patients fell asleep
when there was nothing to do. Almost no physical
movement could be obscrved. ‘T am all right. The ill-
ness is only mild. I shall be going home soon’, one said.
Patients in this group were provided with generalized
basic care and assistance that gave stimulation. Even
though these patients had both low physical and cog-
nitive abilities, conversation and care intervention with
consideration of spatial neglect and related symptoms
was required.

DISCUSSION

In the present study, using cognitive-physical func-
tional evaluations by MMSE and BI, together with
subjective and objective data presumably related to
higher cerebral dysfunction, the characteristics of
patients with higher cerebral dysfunction were exam-
ined and classified into several groups.

In our patients, the mean interval {rom disease onset
was 2.8 £ 2.0 months, which is considered the phase of
onsct of higher cerebral dysfunction in the clinical
course of patients with stroke (Gainotti, 1972; Bisiach
etal., 1990; Pedersen etal, 1997). ‘Neglect’ was
observed in 11 out of 12 patients. This ‘neglect’ has
been demonstrated by prior studies to have unfavor-
able effects on functional prognosis (Hier ef al., 1983a;
Hier et al., 1983b; Gialanell & Mottioli, 1992; Audrey
et al., 1999; Jehkonen et al., 2000).

Based on cognitive-physical functional evaluations
and data rclated to higher cerebral dysfunction,
patients were broadly classified into three groups:
Group 1 with preserved cognitive and physical func-
tions; Group 2 with preserved cognitive function and
lowered physical function and; Group 3 with lowered
cognitive and physical function. This classification was
consistent with the classification based on the standard
values of the widely used evaluation tools MMSE and
BI, and there were characteristic inter-group differ-
cnces in the data related to higher cercbral dysfunction.

Group 2 had low physical function and neglect was
observed. Usually, these patients arc assisted or guided
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by calling attention according to individual actions.
However, these patients were aware that they were not
satisfactorily acquiring appropriate actions and exhib-
ited unpleasantness or irritation. There is often a gap
between their own disability in performing actions and
acceptance of this fact, and a gap 1n perceiving carc
providers’ affectionate assistance and communication.
This gap in perception is speculated to pose difficulties
in keeping pace with the next situation during a con-
_ tinuous movement or action.

Although ‘neglect’ has been understood as a disor-
der of ‘spatial perception’, the difficulties observed in
this group may imply an inability to perceive spatio-
temporal changes during the continuily of a series of
actions. Previous studics have suggested subgroups of
neglect disorders that may be consistent with the find-
ings in this group (Jehkonen et al, 2000; Adair et al.,
1995).

Anosognosia and asomatognosia were observed in
Group 2. These symptoms occur with high frequency
during the acute phase of stroke and usually become
unremarkable later (Ay et al., 1999). However, anosog-
nosia and asomatognosia have been reported to be
associatcd with unfavorablc acccptance of disability
and to be a determinant of the prognosis of rchabilita-
tion (Robertson et al., 1998; Jehkonen et al., 2000). It is
possible that patients in this group showed unpleasant-
ness because of the gap between the recognition of dis-
ease or disability and the inability to understand the
reality and context of a situation (Robertson efal.,
1998). Hence, there was an inappropriate perception of
assistance provided by caregivers.

In the conventional approach of nursing care, ‘care
by calling attention’ is the major stratcgy for ncglect.
However, with patients showing characteristics of
Group 2, because these patients do not recognize the
need for care and deviate from ‘others’ in perceiving
affection, ‘care by calling attention’ may promote dis-
comfort or the experience of failure in these patients.
Therefore, nursing care should take various consider-
ations into account such as observing where atlention
is directed, avoiding confusion caused by excessive
attention calling or guidance, appropriatc timing, wait-
ing for behavioral adjustment, telling the patient if
adjustment 1s successful, and conveying a sense of suc-
cess to the patient.

Group 1 had preserved cognitive and physical func-
tions. Even though neglect was present, the patients
were aware of it and were capable of adjusting their
aclions. They responded Lo the care of attention calling
and were able to direct their attention to the left side.
For these paticnts, conventional nursing carc of draw-
ing attention to the left side for the purpose of improv-
ing ‘neglect’ was effective. However, the patients often

became confused during a conversation or operation,
found it difficult to follow the context of a situation
continuously (as seen in Group 2) and exhibited irrel-
evant actions oul of their own interpretation. In these
circumstances, potentiality of attention disorders
should be considered and it is nccessary to obscrve
whether behaviors deviate from the context of the
surrounding.

In Group 3, both physical and cognitive functions
were low. In Group 3a, there were strong cffects of
higher cerebral dysfunction. Lowered attention was
remarkable and actions were rough and incomplete.
Communication with others tended to be one-sided
and there was impairment in mutual understanding.
Becausc the patient finds it difficult to direct attention
to the impaired extremities and space (Gialanell &
Mottioli, 1992), self-care of the left side of the body is
neglected. As these patients cannot coatrol the direc-
tion of attention, different methods should be designed
to stimulate the right side to which attention can be
directed and to stimulate the left side which is
neglected. In line with this, the living environment
should be adjusted.

Group 3b had lowered cognitive and physical func-
tions, as scen in Group 3a. The biggest differcnce
between these two groups was a fluctuating and mark-
edly low level of consciousness in Group 3b. This is
probably a result of cerebral arteriosclerosis and fluc-
tuating cerebral blood flow. There were few spontane-
ous complaints, and conversation and movements were
not initiated without stimulation. In the daily life set-
ting, higher cerebral dysfunction such as neglect is hid-
den beneath the extensively lowered cerebral function.
In this group of paticnts, carc plans to provide func-
tion-promoting programs, including activities, enter-
tainment and hobbies may be needed.

Among our patients, none were in the fourth quad-
rant (MMSE score < 24, BI score > 60). This may be
because generally, stroke patients lose both cognitive
and physical function. In some left brain-damaged
stroke palients, pure aphasia, which complicates low
cognitive function and high physical performances, is
obscrved. This may not be the case in right brain-
damaged patients. Scores of MMSE depend on verbal
function, while there is no well-established method to
evaluate right brain function. Alternatively, this may be
due to agnosia and apraxia. Patients with Alzheimer’s
dementia often complicate agnosia and apraxia, and
show high physical performance but low cognitive
ability.

In the present study, right brain-damaged stroke
paticnts werce classified into scveral groups using cog-
nitive-physical function evaluations together with sub-
jective and objective data associated with higher



Nursing patients with higher cerebral dysfunction

cerebral dysfunction. ‘Neglect’, the common disorder
among these patients, and its related symptoms have
been regarded as a disorder of spatial perception.
However, the characteristics observed in Group 2 sug-
gest that ‘neglect’ may have another facet, manifesting
as disorders in pereeiving continuous spatio-temporal
changes of an action and comprehending the context of
a situation. In these patients, although ‘care by calling
attention’ is the conventional approach, more appro-
priate care should be provided based on an assessment
of cognitive-physical function and spatio-temporal rec-
ognition of individual patients.

There are two subgroups in the third quadrant, sug-
gesting the need [or new classification tools other than
cognitive-physical function. Obscrvations and cvalua-
tions considering these aspects are essential and form
the basis of care.
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Bridging Distance and Culture
With a Cyberspace Method of

Qualitative Analysis
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This article describes a qualitative research method that weds the cyberspace technology of
e-mail with a phenomenological research approach. Examples are provided from 2 separate
data sets. One data set explored the meaning of health for Japanese elders; the second ex-
plored Chinese nurses’ experience of taking care of patients with severe acute respiratory
syndrome. Lessons learned while using the cyberspace method are discussed, including guid-
ance for organizing a long-distance research team, the central place of trust, and the time
when e-mail communication demands to be supplemented with face-to-face interaction. The
potential for bridging distance and culture with this cyberspace method is introduced for
consideration and critique. Key words: cyberspace, e-mail, long-distunce research collabo-

ration, phenomenological research

THIS is a story of connection through
cyberspace, where colleagues who are
miles apart rely on e-mail interaction to con-
duct qualitative data analysis. In the process
of bridging distance to learn more about the
health challenges faced by particular popula-
tions, these colleagues found that e-mail re-
search collaboration also informed their un-
derstanding of ecach other and the cultural
contexts of the study participants. The intent
of this article is to share the method that
e¢nabled long-distance qualitative data analy-
sis. Data from 2 separate studies (health for
Japanese elders and caring for patients with

From the University of Texas - Houston, School of
Nursing, Houston, Tex (Dr Liebr); the Tokyo
Metropolitan nstitute of Gerontology, Tokyo, Japan
(D Takabashi, Mss Nishimura and [ta); the Peking
Union Medical College, School of Nursing, Betjing,
The People’s Republic of China (Dr Lit); and the
Southern Neu Mexico Family Practice Residency
Program, Las Cruces, NM (Dr Summers).

Corresponding author: Patricia Lieby, PhD, RN, Uni-
versity of Texas - Houston, School of Nursing, 1100
Holeombe Blrd, 5.318H, Houston, TX 77030 (e-mail:
patricia.zlichr@iah.mnc.edu).

176

severe acute respiratory syndrome [SARS])
serve as examples, showing how the analy-
sis method came alive for researchers, study-
ing very different subject matter in unique
research team configurations. To study the
meaning of health for Japanese elders, a
5-person interdisciplinary, multicultural re-
search team was formed, which included 2
nurses (1 Anglo-American and 1 Hispanic
American) living in the United States and 3
Japanese, one physician, one nurse, and one
psychology major, living in Japan. To study the
meaning of caring for patients with SARS in
China, 2 geographically separated nurses col-
laborated. One was a Chinese living in China
and the other was an Anglo-American living in
the United States.

During the last decade there has been a
dramatic increase in use of cyberspace tech-
nology. Between 1996 and 2002, worldwide
Internet users increased more than 10-fold,
from 45 million to 544 million,! and e-mail
was used by an estimated 79% of Internet
users.> On the one hand, the proliferation
of cyberspace technology has contributed
to a sense of depersonalized information
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overload. E-mail. specifically. has been cited as
a vehicle for building dehumanized “individu-
alistic fortresses P ynd likened to a “bullet
in a wellaimed gun, ™% permitting impul-
sive response without thoughtful considera-
tion. On the other hand, cyberspace methods
have shrunk the size of our world and created
communication opportunities, which were
unimaginable just a few decades ago. Sherry
Turkle is a sociologist-psychologist who fo-
cuses on the interface of mind and machine,
interactions between humans and technol-
ogy. In an interview with a Harvard Business
Review senjor editor, Turkle noted that the
power of the computer “to change our habits
of thought extends across the culrure.” P39
The potential for cyberspace interchange to
affect thinking has led to its use in a variety of
health-related settings.

Nursing literature has described the use
of online discussion groups to encourige
critical thinking® and has reported studying
the use of computers to enhance commu-
nication between healthcare providers and
patients’ and to teach students about theory
relative to nursing practice.® Most recently,
nursing literature has described qualitative
data collection through Internet discussion
boards,” has addressed the generalizability
of qualitative data collected through the
Internet,’® and has called for qualitative cy-
ber research, which is “caring, holistic and
culturally sensitive. P37 Social psychology
literature has reported analysis of ¢hat room
and discussion group interchange related to
social upheaval, such as the death of Princess
Diana,'? and social support for health prob-
fems, such as cancer, depression, and mul-
tiple sclerosis.!® Each of these research ex-
amples refers to cyberspace methods for
collecting data. However, the incorporation
of cyberspace methods to accomplish long-
distance qualitative data analysis has not been
reported.

LONG-DISTANCE RESEARCH
COLLABORATION

Long-distance research collaboration is not
a new idea for nursing. Eukes et al reported

-~

~1

on processes essential for the development
of a research consortium by geographically
distanced colleagues to study chronic sor-
row. Ludington-Hoe and Swinth!® outlined
the steps used to establish research collub-
oration between a university faculty mem-
ber in one state and community hospital staff
nurses in an adjoining state. However, nei-
ther of these long-distance collaborative ef-
forts focused on qualitative analysis methods,
and, generally, data analysis has been cen-
tralized rather than shared. In a recent re-
port of multidisciplinary cross-national qual-
itative research studies, Treloar and Graham!®
reported issues of importance when collect-
ing and comparing data from multiple in-
ternational sites. The examples provided by
these authors are ones where studies were
planned by a primary site, and plans were
sent to all investigators for commment, but little
feedback was received from the collaborating
sites. Analysis was done at one primary site
and sent to the other sites for review upon
completion. 16

E-mail is a cyberspace method that allows
ongoing interaction between researchers in
distant sites to accomplish study planning
and long-distance qualitative data analysis.
The purpose of this article is to describe a
method used for long-distance data analysis
by wedding the cyberspace technology of
e-mail with a phenomenological approach to
data analysis. The van Kaam phenomenolog-
ical approach!” wus used in developing this
cyberspace method of qualitative analysis.

THE RESEARCH METHOD

Kaplan distinguishes research methodol-
ogy from research method, while empha-
sizing their central relationship.'® Method-
ology refers to a meta-perspective view
intended to enhance understanding of the
scientific inquiry process, by noting strength
and weakness, potential and limitation. A re-
search method is a midrange systematized
scientific inguiry process'® that is general
enough to extend beyond a specific study
and specific enough to be useful for scientific
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Table 1. van Kaam analysis adaptation

compatible with all.

Phase 1: Identify descriptive expressions. A descriptive expression is a statement that shares an
idea about a human experience. Read and reread each participant's description. Identify the
descriptive expressions, succinctly aniculating them in the words of the participant.

Phase 2: Reduction through synthesis. This step has 2 parts. These parts occur consecutively after
step 1 is completed. First, examine the descriptive expressions and group ones with a like idea
together. Then, “reduce the concrete, vague, intricate and overlapping expressions™ 70420 1o
identify the theme of each group of descriptive expressions. The theme is stated in the words of
the researcher. The theme will appear explicitly or implicitly in most expressions and be

Phase 3: Formulate a bypothetical definition of the phenomenon. The themes, that have been
synthesized in the previous step are used to create a definition of the phenomenon.

Phase 4: Apply the hypotbetical definition to euch participant’s description. The fit between the
hypothetical definition and the participant’s description is evaluated. The fit does not have to be
perfect, but correspondence is expected between the definition and what each individual
described. Lack of correspondence is noted and is a source of further dialogue.

Phase 5: Formulate the structural definition. The structural definition integrates dialogue
regarding lack of correspondence with the hypothetical definition.

pursuits. In his 1969 work, van Kaam!” out-
lined an approach for phenomenological anal-
vsis on the basis of 2 assumptions: (1) a
lurge sample of cases from which a rundom
sample of cases was drawn and (2) “inter-
subjective agreement™ among expert judges
to assure that emerging findings accurately
reflected empirical data. The adaptation of
the van Kaam phenomenological approach
(Table 1) described in this article does not as-
sume random sampling from a larger sample.
However, intersubjective agreement is natu-
rully woven into its fiber because the pro-
posed method assumes the collaboration of
at least 2 geographically distant researchers
who compare interpretations and pursue
concurrence at e¢ach phase of data analysis.
Intersubjective agreement is a consensus pur-
suit that includes openness to hear and clar-
ify what the other is saying and recognition
of unique views that contribute to compre-
hending a complex whole. The phases of data
analysis based on van Kaam's approach for
phenomenological research (Table 1) will be
presented with issues that arise when mov-
ing through the phases in cyberspace. Pur-
suit of intersubjective agreement will be illu-

minated as will cultural exchange occurring
during analyses.

BEGINNING THE WORK

Prior to beginning the analysis, it was
necessary to establish a framework for ¢-mail
exchange. Other than one researcher (PL)),
none of the research collaborators had pre-
vious experience in conducting qualitative
analysis. Therefore, the collaborator with
experience took the lead to (1) propose the
van Kaam analysis adaptation, (2) structure
discussion about doing phenomenological
analysis as an e-mail process, and (3) com-
municate with others to establish a time

accomplishment of data analysis requires that
one person assume organizing responsibility
as a team leader, while engaging all research
collaborators in each phase of analysis. The
Chinese study is at an earlier stage of analysis
compared to the Japanese study (Table 2).
Therefore,  specific from the
Japanese study will be shared through the

exampies

second phase of analysis. whereas examples
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Table 2. Compuarison of Japanese and Chinese research projects

Research question
stroke?
Participants N=24

Japanese elders

Research team members

Stage of completion

What is the meaning of health for ~ What is the experience of caring
Japanese elders who have had a

Five multidisciplinary, from Japan  Two single discipline, from China
and the United States—all
Japanese team members are

bilingual bilingual
Methods Secondary analysis of 4-min Prospective design with analysis
dialogue conducted for another of 45-90 min in-depth
study—audiotaped, dialogue —audiotaped,
transcribed, and translated transcribed, and translated
Question(s), statement(s) e Describe what it means to you » Tell me about your experience
guiding dialogue 10 be healthy. of caring for patients with SARS.
¢ How do you know you are e What were the challenges that
healthy? you faced?

Phase 3 of data analysis (Table 1)

for patients with severe acute
respiratory syndrome (SARS)?
N=7
Chinese nurses who had cared for
patients with SARS

and the United States—the
Chinese team member is

Phase 1 of data analysis (Table 1)

from the Chinese study will demonstrate
what was happening in the first phase of
analysis.

PHASE 1: IDENTIFY DESCRIPTIVE
EXPRESSIONS

Health for Japanecse elders

In this first phase of analysis (Table 1),
eiach team member identified the descriptive
expressions occurring in the transcriptions
about health for Japuanese elders. This was eas-
ier to accomplish with the Japanese health
transcriptions than with the SARS transcrip-
tions because these were short and, there-
fore, penerated a smaller number of descrip-
tive expressions (Table 2). What made the
Japanese health analysis complex was the
number of multidiscipline collaborators who
had to agree on a set of descriptive expres-
sions. Each collaborator identified descriptive
expressions of health. The Japanese collab-
orators met. compared their descriptive ex-
pressions, and came to 4 CONSENsus on 4 set
of descriptors before e-mailing them to the

team leader in the United States, who then
had her own expressions, the Japanese team
members' expressions, and the expressions of
one other American collaborator to synthe-
size. The synthesized list of descriptive ¢x-
pressions were e-mailed back to all research
collaborators and cyberspace discussion en-
sued to arrive at a consensus about the fit
between the synthesized list of expressions
for one rescarch participant’s dialogue about
the meaning of health. The team analyzing
the meaning of health for Jupanese elders had
made a decision that euch member would
analyze one designated participant’s diddogue
cach week, and all collaborators swould send
their analyses to the team leader in the United
States on a given day of the week. This pro-
cess was generally followed except for times
of heavy commitments, vacations, or family
emergencies. The team leader proceeded to
do the synthesis only when all team mem-
bers’ input was available. The team mem-
bers consistently informed cach other about
when they would be able to submit their
next research participant analysis. So, emails
generally conmined descriptive expressions
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for the next study participant, critique of
previously synthesized expressions, and com-
ments about life, which let the other collabo-
rators know when to expect the next analysis
e-mail.

The following excerpt is an example of
cyberspace discussion regarding one partici-
pant’s dizlogue about the meaning of health
(Table 3). After reviewing the descriptive
expressions submitted by the research col-
laborators, the team leader synthesized and

ADVANCES IN NURSING SCIENCE/TUDY=-SEPTEMBER 2004

e-mailed these descriptive expressions to all
the team members:
¢ The most precious thing
¢ Having fun with anything she does, like
work, going out, and playing with the
kids
¢ Doing her best with her own policy with-
out unnecessarily troubling others but re-
questing assistance when needed
e Working hard as a housewife with no re-
grets about that if she died

Table 3. One participant’s dialogue about heaith

What does it mean to you to be bealthy?
Being healthy is the best pleasure. If I were healthy, I could work, anything I do would be with fun,

Trying to get what you need?
Yes, that is, for example, being here in the hospital even, I do not hesitate to ask nurses to do things

Nothing to buy?
No. I went through that. After we came back to where our house used to be, the house was burned

meals, going out, and playing with kids, anything I do would be fun to do. I do not want money,
the health is most precious, and especially afier I got this iliness I think so more than ever
strongly. Despite of how hard I had been working, this happened. . .well, | guess with my age,
maybe this is how things go. But I was surprised, until now 1 never thought there would be this
many patients. In my room I was talking to other patients that health is the most precious-thing.
My children, I have ten grandkids, too, come visit me often here. |, as a housewife, had been
working very hard on the duty as a housewife and I tell my daughter 1 can die with no regret on
that. My daughter laughs at me saying there is nobody like that. Well, I think people are peaple
and I am me. [ had been living with my own policy, but, in return, I never troubled other people.
I had always done my best, in the way, of course, trying to get what I need—on anything.

that need to be taken care of, but I do not ask them to do any more than that. I encourage those
people who are hesitant to ask nurses for help. Some people do not push the call button of their
own for help but wait until a nurse shows up to answer other roommates’ call. [ tell them that is
not the way, I tell them that you have to call with your own button and ask direcuy for what you
want othenwise a nurse comes to help someone else and leaves. There are so many people who
do not understand that. So I tell them that is not good, not good at all. 1 tell what I think directly
10 people ... well, 1 had been living that way all my life. That was how I could survive. With your
age you probably have no experience in such situation, but after the war | had two children,
during the war I had five, and my husband was taken to the war as a soldier. So for two years 1 was
left alone to mise children. We had to evacuate to outside of Tokyo but me and my husband both
of us were from Tokyo and we didn’t have any relatives where we could go evacuate. Someone
my husband met during the war had introduced us to his relative in the countryside. All I had was
my 5 children and the postcard from my husband's war friend that tells his relative in the country
about us needing a place to evacuate. [ had 10 go through so much trouble. Even after the war,
there was nothing. No food, no nothing. Even if you had money, there was nothing to buy.

down. My relative took us in and had us stay there for 3 years. | sold all my kimonos and with that
money | started the pickle shop. On the house we rented there was an open space so | did pickle
shop there. The house, we only had a roof to avoid rain, no windows, we couldn’t pay for them.
We put the door in the toilet with the first profit from that shop .. . that was the only door we had
in the house. I went through that.
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¢ Surviving the troubles of war to open a
pickle shop
o Surprise with having a stroke despite
hard working but guessing that things go
this way with age
The e-mail response from the Japanese
team members included the following:

With the last one (descriptive expression),
she meant “surprise” differently in ber talk.
She’s “surprised” to see this mamny patients.
She never thoughi there would be this many
patients until she gets sick and bospitalized
to share a roont with bunches of sick people,
like ber age. And then, she was surprised 1o
Jind out thai there were this many patients.
It's bard to know exactly which part “sur-
prised” was related to when you bave just
the words to read instead of bearing the em-
phasis of tbe conversation.

This comment was made by the Japanese
team member (C.N.) who had done the di-
alogues with the patients, and the other
Japanese team members were in agreement.
In rereading the words of the participant,
the American collaborators could see the
perspective being shared by the Japanese
team. In response to this interaction the team
leader changed the last descriptive expression
to

e Having this illness despite hard work but

guessing things go this way with age.

Another discussion that occurred about
this time with the study of the meaning of
health for Japanese elders focused on judg-
ments about heajth ... good health. .. bad
health. We decided to consider the dia-
logues with a view that health 1S. .. not good
or bad...but whutever the participant says
about life experience during this £minute di-
alogue when asked about health. So, the as-
sumption was that life experience is health
experience. Rather than looking for what
we researchers label health, we were stay-
ing true to what the elderly research partici-
pant introduced. “Elderly people interweave
health experience into the outline of their
life history. They always revise the conclu-
sion of the story." 1?00 This Jogically led to

additional conversation about the expanded
present moment, which includes past and fu-
ture. The participant who talked about war
experiences and opening a pickle shop was
bringing the past to the present moment of
survival. The assumption that the meaning of
health was reflected in the expanded present
moment was accepted by the research team.

The discussion about assumptions to be
held while analyzing data occurred in the
midst of analyzing and demanded time and
paticnce while sorting through values, ques-
tions, and misunderstandings. This work was
initiated with e-mail questions but much of
the work was done when one of the Japanese
team members visited the United States and
was able to converse face-to-face with the
American team members, videotaping the in-
teraction and returning to Japan to share what
transpired. There are times when face-to-face
interactions go a long way to support con-
tinuing ¢-muail analysis and videotaped trans-
actions are a useful supplement. There have
been a total of 3 face-to-face interactions,
with different configurations of Japanese and
American team members, which have occur-
red over the 18-month course of this analysis.

Caring for patients with SARS

Since the Chinese-American team is in an
early stage of analysis, all interaction has oc-
curred by e-mail. There may come a time
when it will be necessary to meet at some
critical point of moving the analysis forward.
Several transcript excerpts from the nurses
caring for patients with SARS, with questions
from the American collaborator (PL) and re-
sponses from the Chinese collaborator (H.L.)
follow:

Nurse caring for patient with SARS: A lot
of nurses 1 have contacted said if they con-
tract SARS, they would not let us treat them.
They wanted to die. I asked them why and
they said, lonely, too lonely.

EL: T am not sure that I understand what
the transcription is sayving...do the nurses
think that being a SARS patient is “too lonely
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H.L:Yes, they think it’s too lonely being a
SARS patient. They don't want to be like that
if they get the discase.

Nurse caring for patient SARS: In our shift
there was a very severe patient. He already
had some air under the skin. In fact, he was
not so severe at first but his psychological
quality was not good. his pressure was 50 big.
He was always thinking about how his fam-
ily was, how much he had spent, could he be
cured?

PL: When the nurse talks about pressure
being big, is she talking about blood pressure?

H.L: She means the stress. In Chinese, we
like to say “pressure.”

In the first phase of analysis of the SARS
data, this questioning process was a time-
consuming step to be sure that the American
collaborutor understood what was being de-
scribed. The Chinese collaborator returned to
the original Chinese audiotapes to ascertain
meaning when there was a question. Then,
cach collaborator identified the descriptive
expressions. The expressions were shared
and the American collaborator synthesized
and returned the expressions for review by
the Chinese collaborator. The following exam-
ples are ones where there was an interchange
between the colluborators about one of the
synthesized descriptive expressions.

Descriptive expression syntbesized by PL.:
Being unable to drink, eat, and go to the toi-
let, which are restruints practiced in the wards
before coming to the SARS unit.

H.L's response: That is the situation when
yvou are working in the SARS unit not prior to
coming to the unit.

Descriptive expression synthesized by PL.:
Plunning suction procedures, including posi-
tion for suction to avoid exposure to contam-
inants, before entering the unit, where think-
ing can be difficult.

H.L's response: The statement is okay but it
needs to put emphasis on spending less time
in the contaminated area to avoid exposure.

The work of phase 1 demands that the
research colluborators establish 4 common
eround so that e-mail exchange can flow

easily and thoughtfully. A core group of re-
scarchers (PL., R.T., C.N.) from the Japunese
study had been working together on research
for G vears,”2? and had collaborated on the
original study, which generated the meaning
of health data.?! In contrast, this is the first
effort by the American and Chinese collabo-
rators to conduct long-distunce research, al-
though they have known each other for more
than a decade, beginning with a graduate
education experience. In this instance, the
Chinese researcher consulted with the Amer-
ican researcher before she began to study
nurses caring for patients with SARS. In
both collaborations, the passage of time and
ongoing relationship between team mem-
bers has built trust, which is a critical di-
mension of the common ground for e-mail
exchange.

Beyond the common ground of trust, this
cyberspace analysis method requires commit-
ment to adhere to the time frame for analysis
completion, openness to discuss ideas, which
generate questions for any one of the collabo-
rators, and patience, knowing that the analy-
sis is proceeding toward completion. The pur-
suit of intersubjective agreement, appdrent in
this first phase of analysis, is a thread connect-
ing all the phases.

PIHASE 2: REDUCTION THROUGH
SYNTHESIS

This second phase of analysis (Table 1) be-
gins after phase 1 is completed, when all col-
laborators have come to a consensus on the
descriptive expressions for all participants.
Because the study of nurses caring for pa-
tients with SARS has not yet moved beyond
phase 1 of data analysis, specific examples
for this phase will come from the study of
Japanese elders. In the Japanese study, a mas-
ter list of descriptive expressions grew from
week to week overa 9-month period. New ex-
pressions were added as the team agreed on
their acceptability. There were 103 descrip-
tive expressions about health for the 24 par-
ticipants in the Jaupanese study when phase 1
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of analysis was completed. By contrast, there
were 24 descriptive expressions on the mas-
ter list for only the first nurse participant in
the Chinese study, where in-depth dialogues
lasted 45 to 90 minutes.

To begin reduction through synthesis, de-
scriptive expressions were grouped, so that
like expressions were placed together, and
then a theme was designated in the words of
the rescarchers. The theme synthesized the
central idea from a group of descriptive ex-
pressions and was compatible with all of the
expressions. Each collaborator grouped the
expressions and before proceeding to iden-
tifying the theme, intersubjective agreement
was sought about the groupings. This work
of agreeing on grouping and then naming
themes, occurred independently with the 2
American and the 3 Japanese collaborators.
Then the American and Japanese collabora-
tors had a face-to-face meeting with all team
members present to discuss the groupings
and themes. This part of the analysis occurred
over a week, with severad hours of cach
day devoted to clarifying what was unclear
and reaching out to understand each other’s
views about determining groupings and nam-
ing themes. The collaborators had consid-
ered the possibility of doing this through
live video streaming over the Internct, but
opted. instead, for a face-to-face meeting. It
wis the first time that all collaborators had
come together to meet ¢ach other and dis-
cuss the study data. A regular occurrence dur-
ing this week of analysis was a request from
the Japanese team for a private 15- 1o 20-
minute meeting that excluded the Americans.
The leader of the Japanese team (R.T) ex-
plained that it was sometimes difficult to
“think in English™ and he wanted to be sure
that the Japanese team members were “on
the same pape” before proceeding. The fol-
lowing is an example of descriptive expres-
sion grouping (redundancies have been elim-
inated) and theme nauming:

¢ The most precious thing

e A fundamentad energy to live

e Something irreplaceable and the most

important thing in the world

w
(S 3]

e Recognizing importnce for someone
who is by himself
* A base of survival even if you don't have
much
o Something she thought about for the
very first time after getting sick, when
she realized its importance
¢ Thanking Buddha for inherited strong
body and family that gets along well
The theme for this group of descriptive ex-
pressions about the meaning of health was
“fundamental valuable gift.”

PHASE 3: FORMULATE A HYPOTHETICAL
DEFINITION OF THE PHENOMENON

In phase 3, all the themes are synthe-
sized (Table 1) to define the phenomenon of
interest—health, in the case of the study of
Japanese clders, and caring for patients with
SARS, in the case of the study of Chinese
nurses. Like all other phases of analysis, this
phase will be an iterative process of com-
ing to agreement. The preferred approach to
this phase of analysis is group work to cre-
ate the hypothetical definition. Therefore, itis
best done in face-to-face dialogue while all col-
laborators are physically present or present
with live video streaming. The theme-naming
component of phase 2 and formulation of the
hypothetical definition rests on the attention
to intersubjective agreement in the previous
phases and trust that collaborators have devel-
oped to creatively compose a definition that
is true to the participants and reflective of
their cultural context. At this stage of analysis,
the cultural knowing of the collaborators who
share a context with the study participants is
most important, taking precedence in the cre-
ation of the hypothetical definition.

PHASE 4: APPLY THE HYPOTHETICAL
DEFINITION TO EACH PARTICIPANT'S
DESCRIPTION

The central task of phase 4 (Table 1) is
one that takes cach collaborator back to the
original transcripts, making note of places
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where the hypothetical definition is inconsis-
tent with the words of the participant. This
may be done face-to-face or with e¢-mail. If
done with e-mail, all inconsistencies would
be e-mailed by a given time to all collabora-
tors, and once again dialogue would ensue
to resolve issues of misfit, pursuing agree-
ment about correspondence between the
words of the participant and the hypothetical
definition.

PIHASE 5: FORMULATE TIIE
STRUCTURAL DEFINITION

In this last phase of analysis (Table 1), a
structural definition of the phenomenon of in-
terest is proposed. This definition integrates
what was learned during phase 4. Neither the
study of health for Japanese elders nor the
study of caring for patients with SARS has
reached this phase of analysis, but patterns
of interaction assuring intersubjective agree-
ment that have been established early on will
continue to be important as the data analysis
proceeds to completion.

CYBERSPACE QUALITATIVE
ANALYSIS LESSONS

Table 4 provides a list of 6 lessons learned
during collaborative cyberspace qualitative
data analysis. Although the first lesson sug-
eests the designation of a qualified leader, the
process actually begins sooner, when profes-
sionals from distunt peographies get 1o know
cach other and begin a process of build-

ing trust. Trust is the wurp, the foundation
threads that create the space for weaving,
and these lessons are the cross-threads com-
posing the fiber of the cyberspace method.
The lessons are woven through the threads of
trust.
Fukuyama?®® defines trust as the expecta-
tion for regular, honest, and cooperative be-
havior. He talks about social capital as a trust-
based capability for community building and
he identifies spontaneous sociability as a sub-
set of social capital.
In any modem society, organizations are being con-
stantly created, destroyed and modified. The most
useful kind of social capital is often not the ability
to work under the authority of a traditional com-
munity or group, but the capacity 10 form new as-
sociations and to cooperate within the terms of ref-
erence they establish. 3¢

Although Fukuyama's words were directed
to business groups, they are relevant for the
qualitative analysis method described in this
article. To some extent, the cross-cultural re-
search teams are communities of scholars
who spontaneously come together and then
begin structuring their cooperation to address
an area of shared research interest. Designa-
tion of a qualified leader is a narural “first step”
and determination of “terms of reference” for
the collaborative work comes next.

In this context, the terms of reference in-
clude agreement about a time frame for com-
pletion of analysis with long- and short-term
goals. Implicit in this agreement is commit-
ment and the willingness to endure through
cach phase of long-distance data analysis.
Willingness to endure is an inherent quality

Table 4. Lessons learned about a cyberspace method of qualitative analysis

[IN)

1. Designate a leader who has experience in qualitative analysis

. Establish a time frame, including long-term (analysis completion) and short-term
(participant-by-participant analysis deadlines) goals

3. Address emerging beliefs, questions, and misunderstandings as they occur

4. Defer 10 the cultural knowing of the collaborators who share the context of the study participants

5. Pursue intersubjective agreement throughout the process

6. Plan face-to-face meetings at critical creative analysis junctures
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for success in the Confucian tradition,
which wiuas a foundation for most of the re-
searchers collaborating on this work. There
were many times when the patient persis-
tence of the Japanese or Chinese collabora-
tors nudged the Americans to stick with the
process and move forward. However, there
were also times when the Americans initiated
the nudging, reminding us that willingness
to endure may be a human quality that ex-
tends beyond Confucian cultures. As long as
the habit of enduring surfaced in one mem-
ber of the research team at any point in time,
the anuysis process was moving forward and
other collaborators were inspired to remem-
ber their commitment.

Lessons 3, 4, and 5 (Table 4) are ones
that add a dominant thread of culture to
the fabric of the method. Beliefs, questions,
and misunderstandings that arise in the pur-
suit of intersubjective agreement often in-
corporate cultural dimensions. For instance,
in the Japanese study of the meaning of
health, one of the research participants men-
tioned “bone picking™in his description. The
question from one of the Americans was:
“Okay Japan team...] need a cultural les-
son here ... what is bone-picking?” The Japan
team responded that this was part of the last
goodbye at the funeral ceremony, after crema-
tion, when selected people pick bones with
chopsticks for placement in the burial urn.
“Bone-picking is done in a pair, two people
pick one piece of bone together and put it
in the urn.” This interchange highlights the
cultural narure of questions and beliefs that
interweave with the threads of trust to cre-
ate the fabric of the method, and it sug-
pests “the intricate complexities of cultural
distinctions. "3 which enriched the per-
sonal experience and strengthened collegial
connection.

All colluborators. including the team leader,
relate to each otheras peers through e-mail in-
teraction to reach intersubjective agreement.
Lee® notes that e-mail use by people from
East Asian countries is hindered when the
intent to show respect separates some in-
dividuals from others, thwarting the poten-

tiul for e-mail exchange to generate criti-
cal reflection. In this cyberspace rescarch
method, crtical reflection goes hand-in-hand
with self reflection. Turkle® observed that
“people who make the most of their ‘lives
on screen’ are those who approach on-ine
life in a spirit of self-reflection.” ™19 Turvalon
and Murray-Garcia®® advocate for cultural hu-
mility, which demands a life-learning process
of self-reflection to consider ones personal
values and biases. Cultural bumility is the
quality of forgoing expert judgment to be re-
ceptive to the unique understanding and ex-
pression of others from other cultures. In dis-
cussing the research method, we introduced
cultural knowing, acknowliedging that collab-
orators from the cultural context of research
participants have a grasp on meaning most
closely aligned with participants. In the ex-
amples of Japanese and Chinese studies, it
was necessary for the American collaborators
to rely on cultural humility and defer to the
cultural knowing of the Japanese or Chinese
team members.

The final lesson is one that emerged un-
expectedly but was critical to progress: face-
to-face meetings at creative turning points in
the analysis. “The face-to-face meecting will
be a better communication tool than devices
such as e-mail since it provides bountiful cues
besides written words. "> @230 Emuil is best
used for the participant-by-participant analy-
ses, where a segment of data can be simulta-
neously addressed by multiple collaborators.
Synthesis across study participants lends it-
self 1o face-to-face interaction, where expres-
sions beyond words can be recognized and
discussed in the moment. Technologies that
enable face-to-face mecetings between collab-
orators in distant sites demand further explo-
ration as this cyberspace qualitative research
method develops.

CONCLUSION
In Being Digital, Nicholas Negroponte

predicted that e-mail will become a dom-
inint mode of interpersonal connection,



