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Abstract 

In this study, I examine neonatal intensive care unit (NICU) communication 

between nurses and the parents of premature infants from an intercultural perspective 

using the workplace qualitative methodology, contextual inquiry (CI) and observation, 

interview, and textual artifacts for data collection at two research sites. The first research 

site is at the Rigshospitalet’s Neonatalklinikken in Copenhagen, Denmark. The second 

research site is at the University Medical Center’s NICU in Lubbock, Texas.  Data from 

these research sites was analyzed using grounded theory.  A third research site, Sweden, 

is examined using rhetorical listening to understand the Swedish cultural logic of a 

rhetoric of equality. Research questions guiding this study range from the role of gestures 

in these intercultural NICU communicative exchanges to the kinds of information that is 

shared during these exchanges.  

Major findings of this study include acknowledging the roles of rhetorical 

eavesdropping and mirroring or mimesis as two methods parents use to learn “the hospital 

way” and gain agency in the care of their babies in the Danish Neonatalklinikken. Other 

major findings of this study include the roles of witnessing and monitoring as methods to 

reinscribe the hospital clock and biomedicine in the UMC NICU in Texas. Using 

rhetorical listening and deconstructing and constructing a Swedish cultural logic revealed 

yet another major finding: the rhetoric of equality that pervades the definitions, attitudes, 

and actions in Sweden. Furthermore, methodological implications from this study suggest 

the importance of actively and constantly listening for microwithdrawals of consent from 

participants during the data collection process.  
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A lekythos (pictured unpainted on the left and painted on the right) as a grave marker 

from Athens circa 330 BC in marble: “A woman in labor is supported by a midwife 

while her young maid covers her face in sorrow at losing her mistress in childbirth. On 

the shoulder are traces of a painted floral decoration,” according to the description 

accompanying the original marble lekythos (on left) and the replica with color (on 

right) at the Ny Carlsberg Glyptotek in Copenhagen, Denmark. 

A lekythos in Copenhagen, dated in the 320s (plate 8). The seated woman is 

supported on the right by a female figure who holds her left hand and in whose 

direction she looks. The woman’s hair is not loosened. To the right another 

smaller female figure reaches out to touch the right hand of the seated woman 

with her right hand, thus covering her own face with her arm (a gesture of 

mourning or of helping?). In this case, it is the supporting figure on the right 

who seems to be the primary helper; she is larger than the figure on the left and 

more actively involved with the seated woman. 

Demand, 1994, p. 124 
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Chapter 1  

Healthcare, Rhetoric, and the Neonatal Intensive Care Unit (NICU) 

It has been said that without communication, there would be no science. I would 

like to extend that notion—without communication, there is no possibility of effective 

healthcare. In this introductory chapter, I describe the World Health Organization and 

United Nation’s call for more research to reduce worldwide deaths and illnesses 

associated with being born too early or premature and position my dissertation as a call 

for more research—healthcare communication research. Second, I introduce the research 

questions guiding my study, as well as grounded theory and the research sites: one in 

Texas and one in Denmark. Next, I situate my study within its rhetorical and feminist 

roots before identifying incorrect popular culture misperceptions about the role for nurses 

in healthcare by examining the history of nursing and neonatal nursing. And finally, I 

preview the arrangement of my dissertation. My intention in the introductory chapter is to 

illustrate the exigency that infant prematurity presents, as well as contextualize 

prematurity within the history of nursing and the dominant role women play in neonatal 

nursing while implicitly arguing for the suitability of a rhetorical and communication 

scholar studying neonatal intensive care unit (NICU) communication.  

The Prematurity Problem and Communication 

According to the March of Dimes (2013), a premature birth is classified by 37 

completed weeks’ gestation or fewer (p. 2); a full-term pregnancy is 40 weeks (Centers 

for Disease Control and Prevention, 2013). Premature birth is the leading cause of death 

for newborns in the United States, and 11.5% of all births in the U.S. were premature in 
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2013 (March of Dimes, 2013, p. 1). The CDC estimates that 1 out of 8 births in the U.S. 

(about 500,000 infants) are premature. Premature birth, then, is a matter of concern in the 

United States. 

Beyond our nation’s borders, though, in the countries reporting reliable data, the 

premature birth rate is increasing (WHO, 2012, p. 3). More than 1 out of 10 births (15 

million per year) worldwide are preterm; this number is rising worldwide (WHO, 2012, 

p.3). The U.S. ranks in the top ten for the highest number of premature births (number 

seven) in the world (WHO, 2012). Both the March of Dimes and the WHO agree that 

little is known about why newborns are born prematurely, although both organizations 

contend medical care is important. A mother’s risk of birthing an infant prematurely in a 

developing nation—where the incidence of infectious diseases and a lower quality of 

general health are prevalent—is highest; additionally, resources and knowledge to treat 

premature babies are lacking in these nations (WHO, 2012).  

The United Nations (UN) and the WHO, along with over forty other worldwide 

organizations, have recently called for investigations into causes of premature births. The 

WHO’s Born Too Soon: The Global Action Report (2012) revealed its support of the UN-

led Global Strategy for Women’s and Children’s Health efforts (p. iv). In this Report, 

more than forty global entities, including academic institutions, international 

organizations, and UN agencies, advocated for “scientifically proven solutions to save 

preterm lives, provide care for preterm babies and reduce the high rates of death and 

disability” (p. vii). 

The Report indicated several approaches to avoid premature births and decrease 

mortality rates of premature babies (p. 79), including recommendations to “work with 
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partners around the world to conduct research into the causes of preterm birth, and test 

effectiveness and delivery approaches for interventions to prevent preterm birth and treat 

babies that are born preterm” (emphasis added; WHO Fact Sheet, 2013, para. 15).  

Because the WHO’s call for further research is a worldwide one, I conducted 

research at two NICU research sites: one in the United States and one in Denmark. 

Although I was not able to secure a research site in Sweden, I was able to investigate a 

Swedish cultural logic, or way of reasoning, that will contribute to future research in 

Sweden and the replication of my current study. My research supports this global health 

effort by examining communicative exchanges and interventions in two neonatal 

intensive care units (NICUs) with the recognition that NICUs are sites of intercultural 

communication. These communicative exchanges and interventions include neonatal 

caregiver education, including feeding, bathing, and questions asked regarding the baby’s 

care, treatment, diagnosis, and prognosis. Information in the NICU setting is provided 

both verbally and in writing to parents and other caregivers.  

Additionally, the WHO (2012) reported preterm birth rate rankings for 194 

countries: Sweden ranked low at 174th; Denmark 138th; and the U.S. ranked 54th. The 

lower the ranking (with 194 being lowest and 1 being highest), the better the premature 

infant mortality and morbidity rate, which means fewer deaths (mortality) and fewer 

health complications (morbidity) due to prematurity. It means there are 140 other 

countries with better premature mortality and morbidity rates than the U.S. Only 20 

countries are better than Sweden with premature mortality and morbidity; and only 56 

countries have better premature infant mortality and morbidity rates than Denmark. It 

appears there are WHO-promoted research agendas in Sweden and Denmark—these 
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countries want to decrease mortality and morbidity associated with prematurity like the 

WHO. I have chosen a research site in Copenhagen, Denmark, the Rigshospitalet’s 

Neonatalklinikken, and a research site in Lubbock, Texas, at the Texas Tech University 

Medical Center neonatal intensive care unit (NICU), as the field sites to apply my 

research questions.  

The research problem I respond to at these research sites is the identification and 

description of how information is communicated in NICUs. The identification and 

description of how information is communicated is a problem because medical and 

nursing professionals have used NICUs as research sites, even assessing communication 

needs, quantitatively. However, their area of expertise is not communication—this is the 

space where I can contribute as a health communication researcher, medical rhetorician, 

and technical communicator. In short, my dissertation study contributes to what Segal 

(2005) calls “a greater understanding of human action” through rhetoric, and this 

understanding contributes to better communication in this highly sensitive environment 

(p. 2).  

The medical rhetorician as a health communication researcher provides a nuanced 

understanding of how medical communication happens (e.g., see Barton, 2004; Brasseur, 

2012; Koerber, 2013; and Mol, 2002.). The medical rhetorician as communication 

researcher can apply useful frameworks to analyze the communicative exchanges, and 

also offer the ability to skillfully analyze multiple and complex communicative layers. 

And this has not been done in a NICU by a member of the technical communication field. 

As a health care communication researcher, I am able to provide further insight and 

depth, thus addressing the WHO’s call for research.  
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My research does not involve any kind of biomedically invasive research, where 

biomedical research would be defined as an experiment in which an intervention, like 

giving a participant a drug or treatment, would be administered, nor does my study 

include withdrawing any bodily fluids from a participant. Instead, my study considers 

effective communication in a neonatal unit. The WHO recommended research into the 

“effectiveness and delivery approaches for interventions to . . . treat babies . . . born 

preterm.” Examining the effectiveness of communication in NICUs responds to the 

WHO’s exigent call by addressing the following research questions: 

 How is information communicated to those who are legally responsible for 

these neonates, like parents, grandparents, social workers, and/or foster 

parents, in NICUs (biological parents may not be the only individuals who 

are legally responsible for a neonate)? Who communicates this 

information? What information is communicated? And when is this 

information communicated?  

 How does the use of medical terminology affect communicative 

exchanges and interventions at each at the two research sites? 

 What kinds of questions do caregivers ask? What kinds of information do 

caregivers seek? Who do caregivers seek answers from? Where and when 

do caregivers seek information? How do caregivers perceive the answers 

they receive?  

 What role do gestures play in these communicative exchanges and 

interventions? How do these gestures complement or supplement verbal 

and/or written communication? How do caregivers respond to gestures?  

 How do these three NICU case studies compare and contrast? How is 

information communicated? Who communicates the information? What 

information is communicated? When is information communicated? And 

where is information communicated?  

 How do similar communicative exchanges and interventions, including 

gestures, compare and contrast across the two research sites?  
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 How does the national culture of each site influence communicative 

exchanges and interventions within each culture? What role does culture 

play in communication in these NICUs? How does culture affect what, 

when, and where information is communicated? 

Part of the treatment of babies who are born preterm is the communication of those 

treatments, both in NICUs and outside NICUs, by and to caregivers. These caregivers are 

healthcare professionals (e.g., nurses), parents, and others in charge of a neonate’s care, 

(e.g., grandparents). In this highly specialized acute-care hospital environment, the needs 

of the infant patient are transferred to the caregivers. Questions arise concerning how and 

if caregivers’ information and communication needs are met.  

My research methods are influenced by principles from both contextual inquiry, 

as practiced in technical communication, and grounded theory, as practiced in sociology 

and nursing. In this dissertation, using Geertz’s (1973) ethnographic concept of “thick 

description,” I provide situated and appropriate descriptions with the aim to answer these 

research questions, as well as describe the cultures where these NICU research sites exist, 

within hospitals, healthcare systems, and distinct nations. Geertz’s aim with “thick 

description” is to write generatively, or to write with the purpose of interpreting a culture. 

Writing is thinking, and it is part of the learning process to generate ideas. Writing 

generatively is also a means to develop ideas by writing theoretical memos when using 

grounded theory. For this study, I write generatively to think and to describe the cultures 

where I have conducted my field research, while exposing my readers to my thinking 

process in my writing, making it transparent. Using thick description as a generative 

writing method also informed the choice for my analytic approach: grounded theory. 

Generative writing also provides secondary research for those who are unable to research 
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in the field, drawing their own conclusions and extracting descriptions for their own 

research.  

Generative writing is a way to interpret, as noted by Geertz. In order to 

understand and construct knowledge, one must read, write, and talk about the topic to 

varying degrees. Reading, writing, and talking are all elements in the learning process. 

Reading and writing and talking about a topic generate ideas and construct knowledge.  

Accessing public documents and public records via websites, like the WHO, UN, CDC, 

and government websites, is also involved in listening to a culture, and rhetorical 

listening should be considered, as Ratcliffe proposed, a code of cross-cultural conduct. 

As you will see, I accessed public record documents throughout my study to complement 

and construct depictions of the cultures and hospital research sites I engaged. Those 

research sites can be seen in Table 1.1.  

Table 1.1 Research Sites 

Research Site Location Rationale 

Copenhagen University’s 
Rigshospitalet NICU 

Copenhagen, Denmark Better premature infant 
outcomes than U.S. 

Texas Tech University University 
Medical Center’s NICU 

Lubbock, Texas TTU’s UMC NICU 

Undoubtedly, without understanding a nation’s cultural context, we miss 

opportunities to rhetorically situate research. Thus, in many places throughout this 

dissertation, I relay relevant anecdotes of my experiences as a healthcare communication 

field researcher and a person temporarily living in various locations in Denmark, the 

United States, and Sweden, while completing my research study. The aim of including 
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these anecdotes is to provide multiple snapshots of my experiences of various aspects of 

national cultures at the respective research sites.  

Field work is a personal experience. When the researcher becomes involved in a 

culture, the person and the researcher are not easily disentangled. Field sites are not 

sterile environments, and the accounts I offer, while not ethnographically pure by 

methodological definition, are representative of my experiences in the field.  

Rhetorical and Feminist Roots in Healthcare Communication Research 

As demonstrated in the epigraph of the lekythoi artifact images from the Ny 

Carlsberg Glyptotek at the outset of this chapter, gestures, birth, and motherhood have 

been examined and preserved from 2,300 years ago in Greece as topics within rhetoric. 

Demand (1994) explained the gestures in the epigraph I use to this chapter, and her work, 

Motherhood in Ancient Greece (1994) from the lekythos. We also know from Plato’s 

Socrates in the Gorgias that rhetoric and the rhetorician play roles in healthcare 

communication. Using the Socratic Method, Plato’s Socrates discussed the role of 

communication and speaking within medicine. Socrates used medicine as an example to 

show how all arts involve an element of rhetoric:  

Socrates: You are right there. Come now, answer me in the same way about 

rhetoric: with what particular thing is its skill concerned? 

Gorgias: With speech.  

Socrates: What kind of speech, Gorgias? Do you mean that which shows sick 

people by what regimen they could get well? 

Gorgias: No. 

Socrates: Then rhetoric is not concerned with all kinds of speech. 
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Gorgias: No, I say. 

Socrates: Yet it does make men able to speak. 

Gorgias: Yes. 

Socrates: And to understand also the things about which they speak. 

Gorgias: Of course. 

Socrates: Now, does the medical art, which we mentioned just now, make men 

able to understand and speak about the sick? 

Gorgias: It must. 

Socrates: Hence the medical art also, it seems, is concerned with speech. 

Gorgias: Yes. 

Socrates: That is, speech about diseases? 

Gorgias: Certainly. 

Socrates: Now, is gymnastic also concerned with speech about the good and bad 

condition of our bodies? 

Gorgias: Quite so. 

Socrates: And moreover it is the same, Gorgias, with all the other arts; each of 

them is concerned with that kind of speech which deals with the subject matter of 

that particular art. 

Gorgias: Apparently. 

Socrates: Then why, pray, do you not give the name “rhetorical” to those other 

arts, when they are concerned with speech, if you call that “rhetoric” which has to 

do with speech? (as cited in Bizzell and Herzberg, 1990, p. 89).  
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In this discussion, Plato shows that rhetoric is ingrained in medicine. And even though 

Plato continued, in the Gorgias, to differentiate between medicine and other arts, it is 

argued that if speech exists in a situation, then so does rhetoric.  

I would further argue that there also exists a role for the rhetorician and rhetorical 

skills. In biomedicine, reason, logic, and science, sometimes, are not enough to persuade 

a patient. A physician’s advice regarding limiting sugar intake to a type-2 diabetic may 

not keep a piece of chocolate cake out of a person’s mouth; or in the case of 

communication in the NICU, a physician’s advice does not guarantee that the patient’s 

family members will act in accordance with the instructions they are given as they learn 

how to care for a premature infant. Statistics and facts may not motivate or persuade 

individuals to act.  

Humans have complex emotions, and when under duress, as is often the case for 

parents of premature infants, they may be stuck and unable to act. Understandably, 

becoming a parent or having a child is a challenging and complex time, emotionally and 

physically, for any parent. And there can be misunderstandings, due to a lack of medical 

or health literacy, that impede a person’s decisions regarding health care. Making choices 

regarding healthcare is a complex and complicated process. Paternalistic biomedicine, 

too, may limit choices to the knowledge of the practitioner or healthcare professional. In 

short, there are many reasons why a person may disregard healthcare advice or directions.  

More recently than Gorgias, Lyne (2001) has noted “Biomedicine, whether 

considered as a science or as a context of ethical concern, is thus rhetorically contoured 

as a discourse that persuades or fails to persuade its various audiences” (p. 4). Persuasion 

plays a role in what research in biomedicine has named patient noncompliance (Segal, 
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2008). Allen, Wainright, and Hutchinson (2011) contended, “With only 50% of patients 

in developed countries following the therapies prescribed for them by health 

professionals, ‘non-compliance’ is commonly described as causing increases in 

morbidity, hospital visits, and overall healthcare costs” (p. 129). Of course, there are 

many possibilities as to why a person would be “non-compliant,” including low or weak 

health literacy or medical literacy, which, according to the WHO (2013) is described as a 

form of literacy that 

entails people’s knowledge, motivation, and competences to access, understand, 

appraise and apply health information in order to make judgments and take 

decisions in everyday life concerning health care, disease prevention and health 

promotion to maintain or improve quality of life during the life course. (p. 13) 

Thus, health literacy aligns very closely with Young et al.’s (2010) definition of 

rhetorical agency as a “discourse that indicates the individual’s ability to recognize and 

understand options, identify resources as well as barriers, and make purposeful decisions” 

(p. 629). The authors also pointed out, with regard to the challenges of pediatric cancer 

research and informed consent, “how participants perceive and implement agency” is 

“especially important in pediatric research environments, where participants are 

inherently vulnerable” (p. 629). Attaining and maintaining agency, Young et al. argue, 

“evolves from an individual’s sense of self-efficacy, or our belief that we are capable of 

controlling our function and environment” (p. 630). Young et al. continued by explaining 

agentic identity as a “communicative process that empowers patients and their families to 

become partners in their health care” (p. 630). A longer selection from Young et al. 

highlights “self-agency” and “other agency,” which are more fully discussed later in this 

dissertation: 
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We argue that agency, as communicative process, can be identified through the 

discourse of participants. This discourse, which we call a rhetoric of agency, 

focuses on “self-agency,” the claiming of agency for one’s self, rather than “other 

agency,” the assigning of agency to some other source, be it another person, 

institution, or higher power. Agency is identifiable in a variety of settings where 

individuals seek to include their voices and perspectives on specific issues.” (p. 

630)  

Indeed, Young et al. (2010) use the application of their definitions of rhetorical agency to 

apply to rhetors in the realm of pediatric cancer research. They identified six different, 

but related, aspects of agency spoken in pediatric cancer research discourse that include: 

“defining or naming roles, seeking information, providing information, supporting others, 

making decisions, and claiming agency for self” (p. 633).  

Health literacy, like rhetorical agency, then contributes to a person’s ability to act 

or to be persuaded to act in a complex healthcare environment. Furthermore, in the 

Health Literacy: The Solid Facts (for the EU), the WHO Regional Office for Europe 

(2013) noted:  

Knowledge societies in the 21st century confront a health decision-making 

paradox. People are increasingly challenged to make healthy lifestyle choices and 

manage their personal and family journeys through complex environments and 

health care systems but are not being prepared or supported well in addressing 

these tasks. ‘Modern’ societies actively market unhealthy lifestyles, health care 

systems are increasingly difficult to navigate (even for the best educated people), 

and education systems too often fail to provide people with adequate skills to 

access, understand, assess and use information to improve their health. (p. 10) 

Reason and reasons are not enough to persuade patients toward a particular course of 

action in biomedicine or toward a course of action, in reality, especially when people may 

not have rhetorical agency. Persuasion, as noted in Gorgias, is an element in healthcare 
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communication—the persuasion may be effective or ineffective, depending on the 

context and situation.  

And perhaps the failure of persuasion or to persuade is the case because we’re 

studying healthcare communication in less than the most ideal contexts. To understand 

how information is communicated, perhaps we’re focusing more on the physician in 

healthcare communication instead of the nurse; and perhaps a misappropriation of focus 

and attention has left healthcare communication researchers at a disadvantage. Watching 

any television show in the last twenty years situated in a hospital in the United States may 

be one of the culprits behind this. If you were to watch an episode of ER or Grey’s 

Anatomy, you would probably see a primary focus on the actions of physicians, including 

physicians starting intravenous fluids (IVs), spending nights by their patients’ bedsides, 

or even providing daily care for patients. In the last few years, cable television has been 

responsible for airing shows like Showtime’s Nurse Jackie or the more recent HBO 

series, Getting On, which somewhat decentralizes focus and attention on physicians, and 

at least develops nurse and ancillary staff characters. However, the general perception of 

the roles that physicians and nurses play in hospitals and healthcare may be incorrect and 

misleading based on television and the entertainment industry.  

And, it is entirely possible that the hegemonic reinforcement in television and pop 

culture has misdirected our focus in healthcare communication research on the less 

persuasive, less integral rhetors. Loyola University in New Orleans’ webpage on Nursing 

on TV: More Fiction than Fact (http://elearning.loyno.edu/resource/nursing/nursing-on-

tv-more-fiction-than-fact-1126), noted five areas where television misrepresents nurses’ 

http://elearning.loyno.edu/resource/nursing/nursing-on-tv-more-fiction-than-fact-1126
http://elearning.loyno.edu/resource/nursing/nursing-on-tv-more-fiction-than-fact-1126
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roles in healthcare, including one of the five fictive areas as “Doctors can do anything 

nurses can do,” remarking: 

TV writers have a tendency to blend together the workplace responsibilities of all 

medical professionals, in an effort to have the focus remain on the drama of the 

storyline. In reality, doctors and nurses do have some overlapping of skills. 

However, both fields are independent from each other and require different 

training and education.  

As an area of focus in medical rhetoric, patient-physician communication (e.g., Mol, 

2002; Barton, 2004; Barton, 2008; Teston, 2009) is an area of research that has been 

explored more than patient-nurse communication.  

Nurses are tasked with the care of their patients, while physicians typically 

diagnose conditions and prescribe treatments. If you were to experience an emergency 

room or hospital visit, you would more than likely experience care at the hands of a 

nurse, whether it’s the administration of medication or IV fluids. Probably, the majority 

of your contact with a healthcare professional will be with a nurse. According to Liaw, 

Scherpbier, Klainin-Yobas, and Rethans (2011), nurses have the most direct and the most 

frequent contact with patients (p. 302). The typical, generic scenario I describe may be 

explained by the sheer number of nurses in comparison to the number of physicians in 

any given hospital. It’s a fair assumption to make that, in almost all healthcare scenarios, 

nurses outnumber physicians. According to the Bureau of Labor Statistics (BLS), 

registered nursing is the largest healthcare occupation, accounting for about 2.7 million 

jobs (2012).  

And more than likely, that nurse will be a woman if the healthcare site is in the 

United States. According to the U.S. Census Bureau (2013), “[t]he nursing profession 
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remains overwhelmingly female . . .”; and “there were 3.5 million employed nurses in 

2011, about 3.2 million [91 %] of whom were female and 330,000 male [9 %]” (p. 2). 

Although the number of male registered nurses has increased steadily since the 1970s, 

there remains millions more women registered nurses than men. Providing a feminist 

history of women and healing, Ehrenreich and English (1973; 2010) in Witches, 

Midwives, and Nurses argued: 

Women have always been healers. They were the unlicensed doctors and 

anatomists of western history. They were abortionists, nurses and counsellors. 

They were pharmacists, cultivating healing herbs and exchanging the secrets of 

their uses. They were midwives, travelling from home to home and village to 

village. For centuries women were doctors without degrees, barred from books 

and lectures, learning from each other, and passing on experience from neighbor 

to neighbor and mother to daughter. They were called “wise women” by the 

people, witches or charlatans by the authorities. Medicine is part of our heritage 

as women, our history, our birthright.  [. . .] 

Women have been autonomous healers, often the only healers for women and the 

poor. And we found, in the periods we have studied, that, if anything, it was the 

male professionals who clung to untested doctrines and ritualistic practices – and 

it was the women healers who represented a more humane, empirical approach to 

healing. (p. 25-27) 

The epistemological position of this research study is firmly rooted in the role that 

women as nurses play in the care of premature infants in NICUs and the mothers who 

care for these infants. As Ehrenreich and English noted originally in 1973, “Women have 

been autonomous healers, often the only healers for women and the poor” (p. 27).  

And women as nurses are not a new convention in healthcare. In ancient Greece, 

women served as both midwives and nurses to male physicians (Demand, 1994). And the 

control over the choice of who a pregnant woman would receive care from (e.g., midwife 

only or physician only or physician and midwife) was left to the woman’s husband. 
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Unfortunately, the situation, as Ehrenreich and English pointed out, has not changed: the 

role of women in the care of pregnant women has been circumvented by a male physician 

since Greek antiquity. In Demand’s examination, she noted:  

The doctors themselves give us ample evidence that they consulted women, and 

that there was much information about women’s experiences that was normally 

confined to women—the sorts of things that you can talk about only to women, as 

the nurse in Hippolytus advised Phaedra and to which doctors could gain access 

only with difficulty. (p. 64) 

Access, then, for men to pregnant or delivered mothers has been a challenge met with 

midwives for some time. And, as I will note below, access to sites and spaces of birth and 

babies is not easily obtained.  

Although women as nurses is a subject of great value within biomedicine, in order 

to further situate my dissertation study, next, I will relate the history of neonatology and 

shift focus to women as nurses specializing in neonatal nursing.  

Neonatal Intensive Care Units (NICUs) 

Before neonatology became a biomedical specialization, the care of premature 

infants, i.e., babies born early or small for gestational age, fell to obstetricians and 

eventually to pediatricians. Only then did it finally come under the care of neonatologists. 

Interest in the biomedical care of premature infants originated in Western Europe, most 

notably in France, in the nineteenth century. Philip (2005) noted that, at some point 

during the latter half of the nineteenth century, the idea emerged that prematurely born 

infants could be biomedically treated (p. 800). Neonatal medicine’s Western European 

roots include the use of incubators in special wards for premature babies, not only in 

France but also in England and Germany (Phillips, p. 800). Neonatology, about sixty 
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years ago, formally became a specialization within biomedicine (Phillip, p. 799). In the 

United States, in the 1930s and 1940s, somewhat widespread use of premature nurseries 

led to the care for infants who were deemed prematurely born by medical professionals 

(p. 800). Immediately prior to the premature or neonatal nurseries, “premature or weak 

infants” or “weaklings,” like almost all infants, were predominantly born at home (Baker,  

2000, p. 321). Mothers at home provided the majority of medical care for their infants (p. 

321). Those with fatal congenital defects and those born too prematurely, or with fatal 

complications, died at home without biomedical intervention.  

A website, Neonatology on the Web, also provided general information about 

neonatology, including this excerpt about the history of neonatology: 

Ironically, the history of neonatology begins with innovative French midwives 

and obstetricians, not with pediatricians. Even after specialized care of infants 

was introduced to the United States, some of the most influential early 

practitioners and researchers were obstetricians and anesthesiologists. Another 

fascinating aspect of the early history of neonatology was the existence of 

“Incubator Baby Side-Shows” at nearly all of the large expositions or World’s 

Fairs in America over a 40-year period, from the 1898 Trans-Mississippi 

Exposition in Omaha to the New York World's Fair in 1939. By today's standards, 

these side-shows seem distasteful and even ludicrous, but they made possible 

what we would think of as regionalized intensive care for hundreds of premature 

newborns who would have otherwise perished. (para. 1) 

Interestingly, too, in an episode of HBO’s Boardwalk Empire, during the summer 2011 

season, a scene followed characters on a walk down the Atlantic City, New Jersey 

Boardwalk, where babies were housed in incubators, under nurses’ care, in a storefront or 

the precursor to the incubator station, which was the forerunner, as noted above, to the 

NICU. Dr. Martin Couney, a German physician, is credited with bringing the incubator to 

the U.S. and gaining world attention to the possibilities these incubators offered for 
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prematurely born infants. Currently, there is an exhibit on the Atlantic City Boardwalk 

commemorating the time the incubators and premature babies graced storefronts along 

the famed ocean front walkway. Original ads are shown, with permission, in Figures 1.1 

and 1.2.  

A Chicago obstetrician, Joseph B. DeLee, “argued that childbirth itself was a 

pathological process that required systematic intervention;” and in 1900, DeLee opened 

up a ward with incubators at the Chicago Lying-in Hospital (Baker, p. 324-325). 

 

Figure 1.1 An ad for the infant incubator exhibit (1920) from the Amusement Guide for 

the Atlantic City Boardwalk from May 31, 1920. 
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Figure 1.2 A second ad for the infant incubator exhibit (1926) from the Amusement 

Guide for the Atlantic City Boardwalk from May 31, 1926. 

In 1910, about half of all pregnancies were delivered by midwives (Ehrenreich & 

English, p. 85), but in the first quarter of the twentieth century, obstetricians and 

pediatricians both, separately and in different times, emerged with various interests in the 

care of prematurely born infants (Baker, p. 324; Philip, p. 799-800). In the 1920s, 

mothers delivering their infants in hospitals were fast becoming the custom, especially in 

urban areas (Baker, p. 325). Ultimately, with state-by-state outlawing or “new, tough 

licensing laws” placed on midwifery in the early twentieth century, doctors and 

biomedicine became the gatekeepers of pregnancy and delivery; thus, many women had 

no choice but to deliver their infants in hospitals (Ehrenreich & English, p. 85-86). J. W. 

Ballantyne, in 1923, called for the specialization of neonatal medicine, recognizing the 

noticeable absence the midwives left in obstetrics because of the medical profession’s 

pressure on state legislatures to ban midwifery (Philip, p. 799; Ehrenreich & English, p. 
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86-87). By the 1930s and 1940s, areas within hospital wards were devoted to these 

prematurely born infants with pediatricians directing the care of these infants (not 

obstetricians or midwives) (Baker, p. 326).  

The Neonatal Nurse and Ward 

In Baker’s (2000) “The Incubator and the Medical Discovery of the Premature 

Infant,” neonatal nurses are claimed to be the product of Julius Hess and his incubation 

station for prematurely born infants in Chicago (p. 326). Hess and his head nurse Evelyn 

Lundeen, in the 1920s, trained nurses to follow a specific protocol in the care of 

prematurely born infants (p. 326). Baker claimed:  

Nurses were responsible for all day-to-day operations of Hess’ nursery, operating 

much like [neonatal] nurse practitioners and residents today. One physician 

recalled head nurse Lundeen as “an autocrat who knew more about the care of the 

premature than the doctors did, and woe unto them that dared to write orders.” It 

is a remarkable statement for a time when hospital nurses typically had little 

autonomy. Although the mother had been replaced by the nurse, there remained a 

sense that the premature nursery remained a woman’s world—a “no-man’s land” 

in a literal sense. The [neonatal] nurse was the critical mediator in the transfer of 

responsibility for the premature infant from mothers to doctors. (p. 326) 

Not much has changed in the last century. Although neonatologists may be the directors 

of care, prescribing and diagnosing, neonatal nurses are tasked with the actual care of 

premature infants. My dissertation study supports my contention that NICUs are still, 

primarily, a “woman’s world”—a matriarchal and separate space within a paternalistic 

and hegemonic hospital environment.  

From the live infant displays on the Boardwalk in Atlantic City to incubator 

stations, the precursors of modern day NICUs, there has been a steady need to house 
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premature infants in separate units or spaces, away from term newborns in a nursery, for 

almost a century. And the need to provide specialized and critical care spaces for 

premature infants persists until now. According to the CDC, over 500,000 (or one out of 

eight) babies born each year in the U.S. are born premature 

(http://www.nlm.nih.gov/medlineplus/prematurebabies.html).  As noted above, a 

premature birth is defined by delivery at a gestational age of fewer than 37 weeks. The 

duration of a stay for an infant, or preemie, in the NICU may last anywhere from a few 

days to a few weeks to a few months. Because premature and critically ill infants are 

cared for by a bevy of specialized healthcare professionals (neonatologists; neonatal 

nurse practitioners; registered nurses; respiratory therapists; occupational therapists; et 

al.) in NICUs, parents may feel that their parenting roles have been temporarily 

supplanted by healthcare workers, especially a nurse who is probably a woman.  

NICUs are highly specialized, acute-care wards for premature infants or infants 

with life-threatening conditions within hospitals. Since approximately the 1930s and 

1940s, NICUs have been present in hospitals. The regionalization of hospitals initiative in 

1965 usually linked academic centers to NICUs, and a surge in the number of NICUs 

occurred (Philip, p. 808). Regional, level IV NICUs (worldwide) are standardized 

transfer centers for smaller hospitals in outlying areas that do not have NICUs. Infants 

born in hospitals with lower than level III or IV NICUs (or no NICU) might be 

transferred to these regional NICUs, depending on the infant’s condition. Typically, more 

rural areas feed into larger, more urban area NICUs.  

NICUs are not only highly specialized, but they are special places where the most 

vulnerable members of our kind are cared for at the hands of mostly women. The 

http://www.nlm.nih.gov/medlineplus/prematurebabies.html
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incidence, as I noted earlier, of premature birth is a problem, not only in the U.S., but in 

every country in the world, yet it seems some countries are doing better, resulting in 

lower mortality and morbidity rates associated with prematurity, in those countries than 

in others. By “doing better,” I mean babies born too soon have fewer complications due 

to being born premature; and that babies in these countries die less frequently due to 

being born early. Two of these countries, Denmark and Sweden, will be discussed in this 

dissertation study. Childbirth, as shown on the Greek lekythoi, and premature birth, have 

been causes of death longer than human memory or written records can tell. And while 

death is a certainty of life, the quality of life until death is different from place to place. 

Although using my research questions to guide my research in two field sites (one in 

Denmark, and one in the United States), I also sought to rhetorically examine a cultural 

logic in Sweden, or a way of reasoning with regard to healthcare in Sweden by applying 

Ratcliffe’s (2013; 2014) method to unveil assumptions within a culture. Initially, I had 

proposed three research sites. Ultimately, I was unable to meet the logistical requirement 

to replicate my study in Sweden, i.e., I ran out of time. However, my contact in Sweden 

is eager to collaborate.  

Nursing in the United States 

The biomedical labeling of a pediatrician specializing as a “neonatologist” within 

the sub-specialty of pediatrics in “neonatology” began in 1960 (Philip, p. 799). Since 

women had been removed as the primary agents of obstetrical care as midwives, nursing 

emerged as the last foothold for women in biomedicine and healthcare due to the 

biomedicalization of birth (Ehrenreich & English, p. 87). Ehrenreich and English held 

that the violent transference of primary obstetrical care from midwives to obstetricians is 
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based on sexism and a usurpation of this role at the hands of male medical 

professionals—the patriarchy. Complicating this usurpation of primary care is the notion 

that some biological essentialist feminists invoke, along with feminists who promote an 

ethics of care: women and mothers care for infants better than most of their male 

counterparts due to the biological differences and traits innate to sexual anatomy. As 

Ehrenreich and English have argued, the notion or belief that women care or nurse for 

others, including infants, better than or more successfully than men, along with the 

devaluation and outlawing of midwifery, revealed a “place” for women within newly 

professionalized healthcare as nurses. According to Ehrenreich and English, all of these 

events converged to create a more pronounced role for nurses in hospital birth. 

Essentialism—the belief that certain genders possess the same qualities, like women 

being nurturers and men being strong–and essentialist logic were too strong and too 

undeniable a tenet for paternalistic medicine: women would have to have a place, a role 

in paternalistic biomedicine. The emergence of the specialized neonatal nurse was no 

different.  

Most nurses are quick to mention, as was Ragnhild (my first contact in Denmark) 

during my initial visit to Copenhagen University’s Rigshospitalet’s Neonatalklinikken, 

that not all nurses are women, and this is most certainly true. However, most nurses in 

Denmark and the United States are, in fact, women—a fact I elaborate on in chapters 4 

and 6. In Denmark, the Dansk Sygeplejeråd (DSR), also known as the Danish Nurses’ 

Organization (DNO) in English, includes 53,181 members; and of that number, 51,402 

are women, according to the Statistical Yearbook 2013 (p. 213). The percentage of 

women registered nurses, then, is 97%; however, the DNO reported that those numbers 
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include just 87% of all Danish nurses. As you can see, even if the remaining 13% are 

men, women still serve as nurses in a far greater number than men. Nationally, according 

the U.S. Bureau of Labor Statistics (BLS), in 2010, there were 2.18 million registered 

nurses. Of that 2.18 million, 1.97 million were women, respectfully 90 % of the 

registered nurse workforce. And in 2013, there were 2.27 million registered nurses; and 

of that 2.27 million, 2.02 million are were women, according to the BLS’s household data 

for 2013. Once again, 90% of the registered nursing workforce in the United States are 

women. It is a safe assumption to make that the profession of registered nursing in the 

Denmark and the United States is dominated by women.  

Arrangement of the Dissertation 

Next, in chapter 2, I explore relevant literature covering topics ranging from 

rhetorical listening as a trope for interpretive invention and as Ratcliffe calls it, “a code of 

cross-cultural communication,” (p. 16) to definitions of cross-cultural and intercultural 

communication, as well as discussing my methodological choice.  I review contextual 

inquiry and its relevant epistemological influence and the use of grounded theory to let 

the data speak for themselves to build theory based on my field research in Denmark and 

the United States. The aim of this chapter is to more fully situate my field research and 

findings within ongoing and pertinent discussions about topics related to my research, 

including relevant topics from linguistics and medical anthropology.  

In chapter 3, I expand and explore contextual inquiry (CI)—the methodology I 

chose to examine healthcare communication in neonatal intensive care units (NICUs) in 

three cultures, in three countries. In this chapter, I also discuss the epistemological 
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assumptions associated with this methodological choice, including feminist and ethical 

research implications, as well as logistical issues associated with international research 

involving human participants and the processes for acquiring country-specific human 

research approvals. The purpose of this chapter is to make transparent my methodological 

choice for my field research and situate this choice among field research praxis.  

In chapter 4, I describe the environment where I conducted my field research; first 

by describing Denmark and Copenhagen via statistics, then through my experiences and 

anecdotes. I rely on public records to further contextualize the field research environment 

in Denmark. The discussion of the field work conditions includes descriptions of life in 

Copenhagen, as well as my perceptions regarding day-to-day life as it contributes to 

Danish culture, both national and healthcare. And finally, in the latter half of this chapter, 

I describe my research findings with regard to the research questions expressed earlier in 

this chapter. Primarily, I explain and make transparent the results of a grounded theory 

analysis, which includes the role of rhetorical eavesdropping and mimesis in learning, 

what one participant called, “the hospital way” to re-claim her role as a mother of her 

baby.  

Similar to chapter 4, in the chapter based on depicting Sweden through personal 

anecdotes and public records, I reveal a Swedish cultural logic by exploring Swedish 

definitions and examples of equality, as well as looking at the domestic environments of 

a Swede, like kitchens and food. As I mentioned earlier, I was unable to logistically 

secure a NICU research site in Sweden; however, I applied Ratcliffe’s theory of 

rhetorical listening to determine a cultural logic in order to prepare for future research in 
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Sweden. The cultural logic I identify is an essentialist logic framed by a rhetoric of 

equality. In this chapter, I provide relevant cultural characteristics to situate my 

discussion of arguments of essentialism supported in rhetorics of equality that pervade 

Swedish education, healthcare, and politics. I chose Sweden because of preliminary and 

information-seeking activities I performed. These activities revealed a country similar to 

Denmark, yet embracing a current immigration policy which, in words, mirrors the 

immigration policy of the United States.  

Turning to the United States and the west Texas town of Lubbock in chapter 6, I 

provide, once again, details similar to those in the previous chapters in order to situate the 

Texas Tech University University Medical Center’s (UMC) NICU. The details include 

descriptions and anecdotes, as well as an examination of healthcare in Texas, situated in 

evolving healthcare in the U.S., and incarceration in the U.S. and Texas with the aim to 

elucidate several arguments inspired by historian-philosopher Michel Foucault 

concerning similarities in hospitals and prisons, while examining the role of statistics and 

public records and public documents in making arguments.  

In the final chapter, chapter 7, I summarize and discuss the findings from the 

Danish and U.S. field sites by addressing the final three comparative and contrastive 

research questions for my dissertation’s study. In this chapter, I discuss the role of 

rhetorical listening in learning about Danish, Swedish, and Texas culture, as well as a 

methodological tool to act ethically as a researcher. Furthermore, I discuss how public 

documents, rhetorical listening, and rhetorical syllogisms can be used as dynamic tools 
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and sources for learning about other cultures before finally discussing the major 

limitations of my study and areas for future research.  

Turning next to chapter 2 and Denmark, I would like to reiterate the importance 

of situating my research within my experiences and my research. Although not meant to 

be generalizable, the four cultures I explore in the upcoming chapters—Danish, Swedish, 

U.S., and healthcare/biomedical—are meant to be thickly described to demonstrate how a 

field researcher can expose her reader to what she saw, to what she heard—to what she 

discovered. 
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Chapter 2   

Relevant Literature 

In this chapter, I explore ideas about what one discipline can gain from borrowing 

from other disciplines’ epistemologies and methodologies, while also discussing two 

immediately adjacent or border disciplines: medical geography and medical 

anthropology. Then, showing how a researcher can gain ethos to access a research site, I 

discuss Ratcliffe’s (2006) concept of rhetorical listening and eavesdropping before 

reviewing relevant literature on intercultural communication, neonatal intensive care unit 

(NICU) communication, and finally, gesture-speech theory from the field of linguistics—

a concept that has influenced both my methodological approach and epistemological 

assumptions for this dissertation study.  

In short, I use scholarly conversations to demonstrate the absence of qualitative 

healthcare communication studies like mine; I also use those scholarly conversations to 

quilt together these seemingly disparate conversations to expose the missing patches, 

while also suggesting my research connects and bridges what the relevant literature and 

scholarly conversations expose: an unfulfilled knowledge niche; a niche my dissertation 

study fills. For example, the NICU literature I discuss in this chapter shows ample space 

for my research, while also revealing an appropriate theoretical framework for nursing 

communication studies: grounded theory. Basically, by examining the relevant NICU 

communication nursing literature, I noted that grounded theory would be seen as an 

acceptable framework. At the same time, I noted the absence of qualitative healthcare 

communication studies like mine. Thusly, I practice Barton’s disciplined 

interdisciplinarity (2001) by using nursing’s theoretical framework even though my 
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discipline is not nursing to intentionally design and cultivate research that complements 

nursing theoretical frameworks and provides new and useful contributions about NICU 

nursing communication situated and studied in that location.    

This chapter’s primary epistemological assumption is rooted in location and 

geography: all communication is intercultural; therefore, all healthcare communication is 

intercultural. I intentionally use specific scholarly conversations to explain and 

contextualize this epistemological assumption. It is in this intentionality that I am able to 

acquire the passport—using two tools—to cross the borders from one discipline to 

another. Examining the scholarly conversations about intercultural communication, I 

found the literature I consulted lacking a method for learning about other cultures. In 

technical communication pedagogy and practice, we recognize the importance and 

necessity of situating our communication within a specific context and culture; however, 

the method of doing this rhetorical situating seemed difficult to discern from the literature 

I examined. I propose rhetorical listening combined with textual and rhetorical analysis 

of public records, reports, and documents as a method to create and understand 

communication for and from other cultures—a method I employ and explore in this 

dissertation study.    

When studying any communicative site, it is essential for the researcher to 

characterize and situate the environment they will examine. It is necessary to understand 

how participants may respond; and it is especially essential for the researcher so they can 

account for when communication is ineffective. Research in healthcare and medical 

settings is no different. With globalization and the ease of international travel in the 

twenty-first century, it is an ethical imperative to account for the cultural dimensions of 
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these particular healthcare and medical settings with specific regard to communication. 

As I showed in the previous chapter, death and illness associated with prematurity is not 

only the research problem I identify, but it is also the world’s problem. To respond to this 

research problem and contribute to not only filling a knowledge niche, but also 

potentially providing a contribution to decrease mortality and morbidity associated with 

being born too soon, the method for learning about NICU nursing communication I 

propose is dynamic and intentionally designed to be implemented and used in different 

cultures, in different nations, on different continents. To do this work, I drew upon 

speech-gesture theory, rhetorical listening, and intercultural communication literature.  

Since patients and caregivers do not possess equal levels of fluency in a shared 

biomedical and nursing language, the spaces where healthcare professionals 

communicate should be considered intercultural communication sites, and intercultural 

communication theory should be used to analyze communicative exchanges. Paying 

attention to intercultural theory, then, would mean that healthcare professionals would 

avoid using unnecessary specialized biomedical language around patients and their 

families. For an example, I would like to refer to the word emesis. The word emesis is 

biomedical (or nursing) terminology for regurgitating or throwing up—the product when 

a person expels the content of their stomachs through their mouth. If a person is 

unfamiliar with the definition of emesis (biomedical terminology) and biomedical and 

nursing culture, they may not understand the use of the word. Medical professionals, 

including physicians, nurses, and other allied healthcare staff, will be privy to the 

definition of the word because they are members of biomedical (or nursing) culture and 

have access to the language and terminology used in the field. Ulrey and Amason (2001) 
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pointed out assumptions, terminology, and standards are not the same for patients and 

healthcare professionals. For patients, then, all interactions in healthcare are intercultural. 

Outsiders, i.e., patients and patient’s families, may or may not be familiar with the 

terminology, depending on their involvement in biomedical culture and familiarity or 

fluency with biomedical terminology—the lingua franca of biomedical culture.  

A shared culture can be typified by a shared language. Since there is an absence 

of a shared biomedical or healthcare language and biomedical culture, the communication 

may be one-way, meaning patients and caregivers may not obtain a shared understanding 

of gravitas or urgency. Consider the following typical NICU scenarios. In one U.S. NICU 

nursery, one baby may be an intubated and ventilated 24-weeker whose parents are not 

allowed to touch the baby because touching makes the baby de-saturate and lose brain 

cells. De-saturation is a condition in which the amount of oxygen in the blood drops 

below a predetermined acceptable range or concentration. This 24-week baby needs to be 

in a quiet environment. Another baby in this nursery may be a healthy 35-weeker, who 

only needs phototherapy for hyperbilirubinemia (jaundice); this baby needs to hear 

voices, and this baby needs to be touched. Parents, both during and outside official 

visiting hours, sit by their baby’s bedside, near nurses who are stationed inside nurseries; 

parents’ communication with nurses and other healthcare during this time can be 

continuous.  

Essentially, there are (at least) two complex and culturally specific 

communicative layers in NICUs: one from healthcare culture (e.g., hyperbilirubinemia) 

and another from national culture (e.g., the idea that all babies should be held). 
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Hyperbilirubinemia is jaundice, and the typical treatment for this common diagnosis and 

ailment is phototherapy. Hearing “hyperbilirubinemia,” however, sounds more complex 

and perhaps more serious than the layperson’s nomenclature: jaundice. Another layer is 

the basic sense regarding the care of an infant from one’s national culture. For example, it 

is a widely held belief across cultures that all babies should be held. When a medical 

professional demands that an infant not be touched, it violates the national culture-

specific behavior for caring for a baby and in some ways, common sense.  

Navigating these layers is a challenge. If a nurse says a baby should not be 

touched because the baby will de-saturate, for example, two immediate complex and 

culturally specific communicative layers are exposed: one, the violation of the 

assumption that all babies should be held; and two, confusion surrounding the term “de-

saturation.” And the care of these premature infants differs from national culture to 

national culture, as I have observed in Denmark and the United States.  

In technical communication and rhetoric, there is a profound adherence to the 

recognition of elements to consider in communication, both written and spoken. These 

elements may include how users receive the information; and how practitioners use plain 

language and design the information. Intercultural, intracultural, cross-cultural, among 

others, are terms used to account for sharing information from one situated rhetorical 

space to another rhetorically situated space in technical communication and rhetoric, as 

well as in the healthcare communication studies.  
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Inter-, Multi-, and Trans-disciplinarity 

Since medical rhetoric and the discourses of health and medicine are, by all 

accounts, relatively new disciplines with deep roots in classical rhetoric, it might be 

advisable to look afield to close borders to see how they produce knowledge. Technical 

and professional communication and medical rhetoric share borders with many other 

disciplines. I define a shared border similarly to Hesford & Schell’s (2008) description of 

transnationality: the movement of ideas across geographic borders. As they go on to say,  

like the term borderland, [transnationality] is often used to highlight forms of 

cultural hybridity and intertextuality. To bring a transnational focus to our field 

will require new methodologies and critical comparativist perspectives, which in 

turn may shift the objects and areas of study. (p. 463) 

This definition of transnationality suggests the movement of ideas across disciplinary, 

epistemological, and methodological borders, advocating for new perspectives and ways 

of knowing that are not U.S- or western-centric. This idea is something that Condit 

(2013) has also recently advocated in the rhetorics of science and technology—another 

shared border of medical rhetoric. Cultural borders, then, become sites for research and 

analysis. Hesford and Schell wrote about the tangible manifestations of political, cultural, 

and ideological borders, which manifest in real epistemological and cultural ways.  

Interdisciplinary can be defined as two or more academic disciplines, or ways of 

thinking, that cross boundaries in a resultant research project. Interdisciplinary 

approaches seldom involve the suspension of a field’s episteme; however, 

transdisciplinarity does. Hawhee (2011) contended that transdisciplinarity differs from 

interdisciplinarity because it asks one to temporarily “suspend one’s own disciplinary 
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terms and values in favor of a broad, open, multilevel inquiry” (Hawhee, p. 3). 

Transdisciplinarity entails using the ways of knowing or thinking from shared or even 

unshared borders to solve a research problem that transcends disciplines, like healthcare 

communication. Healthcare communication shares a multitude of borders, including 

those in the sciences, those in law, and those in communication. So, there is 

transdisciplinarity and interdisciplinarity. And yet, there’s one more kind of 

disciplinarity: multidisciplinarity, which Buckler (2004) defined as  “work draw[n] upon 

knowledge from more than one discipline, but [that] preserves the disciplinary identities 

of these multiple disciplinary elements” (p. 2).  

As medical rhetoricians, where multidisciplinarity and interdisciplinarity and 

multiplicity in our methodologies are generally understood as necessary to engage in sites 

of healthcare and medical communication (for example, Barton, 2001), we traverse 

border disciplines in our research inquiries.  Knowledge moves and crosses shared 

borders, whether those are physical as in transnationality, methodological as in 

interdisciplinarity, or epistemological as in multi- or transdisciplinarity. And knowledge 

is situated within particular cultures, whether those are national or intellectual; regardless, 

the movement within or around borders suggests a particular perspective. Knowledge 

moves and transcends, and so must we.  

Importantly, Buckler’s suggested disciplinary integration may result in hybrid 

fields. And, perhaps, before a new hybrid field emerges (or is recognized as such), a 

hybridization of methodologies will happen. Medical rhetoric and the study of the 

discourses of health and medicine constitute such a field—one that is hybrid and is 

positioned on the shared borders of other disciplines. In healthcare and medical 
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communication, not only are technical communication, writing studies, nursing 

communication, medical communication, medical anthropology, medical geography, 

linguistics, composition, health humanities, and medical humanities positioned as shared 

borders, but these are fields with shared methodologies and epistemologies: shared 

epistemological and methodological lineages.  

And there is precedence for disciplinary hybridity in the technical communication 

literature. Barton (2001) proposed the concept of “disciplined interdisciplinarity” as a 

framework to approach communication research in medicine— applying research 

methodologies for mutual appreciation, applicability, and acceptance of borderland 

communication research and scholarship. The purpose of Barton’s disciplined 

interdisciplinary methodological approach is to situate the technical communicator and/or 

medical rhetorician in a research space recognized in the multiple and affected fields, 

thus promoting an acknowledgement of the borderlands and those borderland disciplines’ 

epistemological and methodological ways of knowing.  

A call for methodological multiplicity and knowledge expression is not new in 

writing studies or the humanities. More than a quarter of a century ago, Haraway (1988) 

saw a need for “an earthwide network of connections, including the ability partially to 

translate knowledges among very different- and power-differentiated-communities” (p. 

580). More recently, Meade and Emch (2010), medical geographers, agreed 

acknowledging the importance of situated knowledges (in situ) in medical geography. 

And healthcare communication is most effectively studied in situ, situating health 

communication within the context where spoken and written communication occurs in 

the field. Translation and situated knowledge are further explored in Haraway’s feminist 
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and seminal (or ovarial) work using the metaphor of vision, while Ratcliffe (2006), more 

recently, claimed a method for listening, rhetorically, across cultures, and as a code of 

cross-cultural conduct, means assuming a stance of openness. Seeing and listening, then, 

to other cultures and other disciplines, are held to be methods to do so—to know in other 

situations, in other contexts, in other cultures.  

Recently, in a medical rhetoric special issue of Present Tense, Teston and Graham 

(2013) used a self-characterized hybrid methodology to investigate pharmaceutical policy 

and discussion at the federal level in the U.S. They described their research methodology 

as “a hybrid of qualitative content analysis and rhetorical stasis theory.” Teston and 

Graham used writing studies’ content analysis and classical rhetoric’s stasis theory to 

complete their research and address their research questions. Essentially, their research 

problem demanded a hybridization of methodologies and theoretical frameworks.  

My own research borrows from medical anthropology, technical communication, 

and nursing—I used a hybrid to most appropriately respond to the research problem I 

identified in the introduction. My study’s methodology is contextual inquiry. And, 

typically and historically, contextual inquiry has been deployed as a field methodology in 

technical communication; consequently, I found this methodology effective and 

appropriate because it consists of data collection methods that are similar to those in 

ethnography (participant observation, interviews, and textual analysis); however, 

contextual inquiry does not require the time commitment (a minimum of one year) that 

ethnography does. My application of contextual inquiry is informed by medical 

anthropology, and grounded theory. Grounded theory (Glaser & Strauss, 1967) was 

created by the exigent conditions in nursing to build theory from data because there was 
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an absence of a current theory to do so. Glaser and Strauss (1967) believed that 

contemporary theoretical frameworks validated theory, only, and did not contribute to 

building knowledge; thus, grounded theory was created to generate theory based on 

evidence, instead of contributing to over-validated theories.  

Neonatal Intensive Care Unit Communication 

Communication in neonatal intensive care units (NICUs) has been studied from 

within its disciplines: neonatal nursing and neonatology. In this discipline-specific 

literature, it has been reported that parents rely on both verbal and written communication 

from healthcare providers regarding the condition of their infants. The literature reflects 

that meeting the communication needs of parents with infants in NICUs is extremely 

important for parents (see Bruns and Klein, 2005; Charchuk and Simpson, 2005; De 

Rouck and Leys, 2009 and 2011; Kowalski et al., 2005; Menghini, 2005; and Mundy, 

2010). Menghini elaborated upon this need, noting that complex healthcare information is 

exchanged between nurses and parents every day, and it is a challenge. This information 

is exchanged in both written and spoken forms, and information is constantly 

communicated.  

In this highly specialized acute-care hospital environment, the needs of the patient 

(the infant) are transferred to the parents. In NICUs, then, researchers have tried to 

determine how and if these communication needs are met. Of course, this time, for 

emotional, physical, and psychological reasons, can be extremely stressful and unsettling 

for parents with infants admitted or transferred to NICUs. The admission of an infant to a 

NICU can be overwhelming for parents for a variety of reasons. Parents reported 
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admission and transfer to the NICU are the times when they most need access to accurate 

and fast information about their infant’s condition (Charchuk & Simpson, 2003).  

Parent educational materials, or textual artifacts and videos, are used to 

communicate information from healthcare professionals to parents. However, textual 

documents are not the only means for communication between nurses and parents. 

Communication also takes place at the baby’s bedside, as well as in other areas of the 

NICU (e.g., the hallway). Phone calls are another form of communication, as well as 

information provided in writing and found on the Internet (e.g., a forum like one found on 

http://www.peekabooicu.net/). Regardless of the nature of the communication (e.g., 

written or spoken), parents’ communication needs persist.  

Kowalski et al. (2006) found, based on their study of what information NICU 

parents found most useful, that the studies about the information and communication 

needs of parents and the impact of inadequate communication have been sufficiently 

addressed. Typically, the literature reflects that parents’ “preferred informant” choices are 

either a neonatologist, neonatal nurse practitioner, or a registered neonatal nurse (Bruns 

& Klein, 2005; De Rouck & Leys 201; Kearvall & Grant, 2010; Mok & Leung, 2005; 

and Monterosso, et al., 2005). Their findings suggest that parents prefer to hear 

information about their babies from these individuals. Much of the literature shows the 

important role that the nurse plays in communicating with parents. De Rouck and Leys 

(2011) agreed that the information needs of parents are important. They found parents 

equally obtain information from peers, printed materials, and audiovisual outlets. The 

exchange of healthcare information from nurses to parents has not been studied across 

cultures; my dissertation study adds to this discussion.  
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An important assumption of this project is that healthcare communication does 

not occur in homogeneous environments. Rather, in any single environment, healthcare 

communication is intercultural on more than one level. One level involves the 

intercultural differences that occur because of medical and nursing discourses and 

biomedical terminology. Another level is the languages: the national language and the 

nuances and intercultural differences amongst native speakers, including dialects and the 

assumptions about individuals from particular regions associated with dialects. An 

awareness and understanding of the intercultural nature of healthcare settings is essential. 

Berbyuk, Allwood, and Edelback (2005) and Van Wieringen, Harmsen, and Bruijnzeels 

(2002) explored healthcare communication using intercultural communication theories. 

Studies such as these establish the importance of studying healthcare communication 

settings as sites of intercultural communication.  

In addition to treating individual sites as intercultural, it is also important to 

expand our focus to include international sites, as suggested by Condit (2013); she 

advocated looking internationally to find communication sites, suggesting Euro-

American-centrism as a current weakness in the rhetorics of science and technology, and 

suggesting that to turn this weakness into a strength, we must seek to research 

internationally to reach multiple audiences for our scholarship. Expanding our research 

sites across national borders is necessary for medical rhetoric to continue to thrive as a 

field; it is also essential in order to continue learning about healthcare communication.  

Medical Geography and Medical Anthropology 

As Hawhee (2009) and Buckler (2004) suggested, transdisciplinarity could 

contribute to different ways of knowing and thinking for all disciplines involved. 
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Through my academic relationship with Janne at the Rigshospitalet, I have participated in 

a transdisciplinary approach to nursing communication. Our academic relationship has 

brought about enriching discussions about her research, referenced later, about 

facilitating communication between nurses and parents; I also attended her PhD defense 

and listened to the larger academic conversation about her research. In chapter 4, I write 

about person-centered communication in Janne’s scholarship and an integral component 

to Guided Family-Centered Care in the Neonatalklinikken in Copenhagen. It is through 

transdisciplinarity, or even more simply, strategic disciplinary collaboration, that I gained 

insight from her research and, potentially, she from mine, by recognizing and defining 

disciplinary frameworks that may be invisible across disciplinary borders. Buckler 

contended:  

‘transdisciplinarity’ refers to the highest level of integrated study, that which 

proposes the unity of intellectual frameworks beyond the disciplinary perspectives 

and points toward our potential to think in terms of frameworks, concepts, 

techniques, and vocabulary that we have not yet imagined. (p. 2) 

Both Hawhee and more explicitly Buckler are calling for an examination of 

epistemology. Hawhee thought transdisciplinarity was an approach when one’s 

discipline’s theoretical frameworks and ways of knowing had been exhausted. As 

mentioned above, the border field I would like to suggest looking to is medical 

geography.  

Drawing upon cultural geography, Gesler (1992) took the transdisciplinary 

approach to inform the field of medical geography. Using the idea of location and its 

importance for therapeutic sites, Gesler named his approach “broad” (p. 735); however, it 

not only exemplified transdisciplinary scholarship (and a potential model for enacting 
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transdisciplinarity), it is also the field that I would like to suggest those who study the 

discourses of health and medicine turn to in order to temporarily suspend our ways of 

knowing to see what else we can know.  

Accounting for geographic and cultural location, as has been argued in this 

chapter review of relevant literature thus far, is essential to account for the nuances and 

intricacies of all healthcare communication studies. A current example is the Ebola virus 

in West Africa. The epidemic has persisted (and worsened before it got better) as of this 

writing (March 2015).Without situated and culture-specific healthcare communication 

and risk communication outreach to local populations, a situated health crisis can become 

more widespread. Without tailoring health communication for local populations for that 

particular group of people, problems remain. Thus, we need to know the culture to 

effectively communicate within it. I extend this idea to argue for the application of 

national and cultural descriptions to further account for my healthcare communication 

study.  

In medical geography, nations and cultures—the spaces and places and 

locations—are essential and important. In rhetoric, context and contingency—kairos—is 

accounted for in our field’s literature by situating our research and accounting for timing. 

Katz’s (1992) seminal ethical work on a Nazi memo is a prime example. Context is 

important, and it usually takes readers to an “aha” moment when they realize the context 

(the specific situation) and contingency (the specifics of a given place and time) 

surrounding the creation and dissemination of such a memo. Katz’s work taught and 

reminded our field that not only is ethics an integral part of effective technical 

communication, but ethics are also necessary for effective communication, à la 
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Quintilian’s good man speaking well. In medical geography, space, place, and location 

are part of the field’s essential understandings or episteme.  

And Foucault (1973) offered this in his Preface to The Birth of the Clinic, “This 

book is about space, about language, and about death; it is about the act of seeing, the 

gaze” (p. ix). A gaze, I argue, occupies a particular space—a vantage point from where 

one perceives. This vantage point may either be physical or theoretical; Foucault’s work 

presents a theoretical bridge across borders. His account of the archaeology of medical 

perception presumed both particular physical and theoretical positions. These positions 

occupy specific spaces. One physical location is France; another is Paris; and yet another 

is a western country. Theoretically, the French Revolution undergirds his arguments 

concerning medical perception and its positivistic transformation during the 18 th century.  

Foucault’s work provides a theoretical bridge from medical geography to the 

discourses of health and medicine. In essence, Foucault’s work here is a passport to 

explore, as it covers so much terrain, using an historical vantage point to examine the 

transformation of medical perception. Had he used a different one, a different way of 

knowing or theoretical framework, another narrative of medical perception would have 

been illuminated. His work shows us how to navigate the borderlands, rejecting, like 

Haraway (1988), the false binaries embedded in scientism and positivism, and instead 

using multiplicity in perception; thus, reuniting the mind and body, scrapping Cartesian 

episteme. Haraway de-emphasized western thought, making room for other ways of 

knowing or the hybridization of methodology, epistemology, and theoretical frameworks. 

When used together, Foucault and Haraway expand and explore perspectives, 

perceptions, and assumptions.  



Texas Tech University, Kristin Bivens, May 2015 

43 

As noted earlier and exemplified in the example of Ebola in Western Africa, 

epidemics, pandemics, and geographically-dependent health issues all magnify the 

importance of space and place, especially rhetorically-tailored health communication. 

Medical anthropology, too, shares a broad border with medical rhetoric and the 

discourses of health and medicine. Epidemics, pandemics, and geographically-dependent 

health issues could be categorized, and have been (see Ding, 2009 & Ding 2013), as 

technical communication and risk communication. By using the transdisciplinary 

approach advocated by Hawhee and Buckley, medical anthropology may offer technical 

and risk communicators alternative methodologies to explore the diseases and health 

issues that cross national and political borders without prejudice. This movement among 

geographic, physical, and political borders ethically requires the application of an 

intercultural theoretical framework. Briefly, now, we turn to medical anthropology for 

examples of intercultural theoretical frameworks.  

Medical anthropologists study local, regional, and cosmopolitan medical systems, 

rejecting the Cartesian separation of body and mind and recognizing the differences of 

biomedicine from nation to nation. Medical anthropology is a discipline where 

ethnography is often used to study and to understand various cultures. Bauer, Singer, and 

Susser (2003) noted the role of medical anthropologists as healthcare accountants 

keeping track of disease narratives within cultures. Singer (2009) and Atlani-Duault and 

Kendall (2009), advocate for the role medical anthropology could play in public health 

policy, including localizing research and solutions to public health problems.  
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Researcher Ethos and Rhetorical Listening 

My project is motivated by several recent ethnographic studies by women in 

healthcare settings. One text that has been especially influential is medical 

anthropologists Jordan and Davis-Floyd’s (1993) ethnographic study, Birth in Four 

Cultures. Jordan spent over a year in the field, assisting and finally ipso facto becoming a 

midwife to the Maya in one village in Yucatan. In the first chapter of the book, Jordan 

and Davis-Floyd provided an explanation for conducting a comparative study of birth in 

four cultures (Yucatan, United States, Sweden, and Holland). They noted the universality 

of childbirth, the “improve[ment] and broaden[ing] [of] our appreciation of the 

organization of female networks, interests, and strategies,” and the changing birthing 

systems in various cultures (p. 5) in response to the question of why this research matters. 

These medical anthropologists sought to conduct a cross-cultural study of childbirth. 

They offer a comparative analysis of these birthing systems; their comparative analysis 

allows for an outside (etic) perspective of the inside (emic) of birthing systems; the 

perspective they offer had not yet been studied. Jordan and Davis-Floyd determined value 

in studying these birthing systems, deploying anthropology’s methodology of 

ethnography to do so.  

Before Birth in Four Cultures, the Yucatan’s Maya midwifery practices had not 

been studied, although anthropologists had been actively researching and using 

ethnography there as early as 1918. In fact, men as anthropologists, conducting 

ethnographic field research in Yucatan, found Mayan midwives unwilling to discuss their 

practices (Jordan and Davis-Floyd, p. 15). Basically, Maya midwives were unwilling to 

discuss their practices with men. This situation illustrates the important point that 
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regardless of a research design, ample funding, and appropriate methodological choice, 

some research sites are just inaccessible for various reasons. For Jordan, though, her 

ethos as partially, yet importantly represented by her gender, was enough for her to be 

considered to gain entry to the Maya’s childbirth spaces. 

As Jordan and Davis-Floyd’s study makes clear, the field researcher’s ethos or 

credibility is an essential element to gain access to a research site. Rhetoricians, like 

Kennedy and Burke, have explained, the credibility of the researcher is an integral 

element for persuasion, too. Kennedy (1997), in his discussion of comparative rhetoric, 

claimed that a person’s authority is the most persuasive element across cultures and 

across time. Burke claimed identification precedes persuasion. Here, authority as an 

ethical field researcher is an essential element to gain access to these privileged and 

sensitive research spaces. “In most places,” according to Jordan and Davis-Floyd, “[birth] 

is a private event, and in all places, access is restricted” (p. 119); this is most certainly the 

case for NICUs, too. And access may more easily be gained by women field researchers. 

I have found it important to acknowledge that NICUs, and the people and babies who 

occupy them, are special and private. I acknowledge the NICU as a highly specialized 

and sensitive space in order to encourage Burke’s identification and persuade my contacts 

to support my research studies in their NICUs. 

Jordan and Davis-Floyd discussed the more appropriate role of a woman as field 

researcher’s presence during a birth (p. 119). This position draws on elements of Woolf’s 

cultural feminist ideal (as cited in Flynn, 2002, p. 59). Cultural feminism is an awareness 

of women’s shared culture, as well as an awareness of women as a group having distinct 

and different characteristics from men (p. 59); I think employing cultural feminism’s 
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ideals can be strategic and can be used to access privileged and sensitive research sites. 

Although I would typically reject binaries and essentialist arguments as anti-intellectual 

and logically fallacious (e.g., all women are nurturing; all men are insensitive), using 

women’s shared reproductive capabilities to gain access to restricted, sensitive, and 

privileged research sites is a strategic deployment of essentialism and an essentialist 

logic—a logic held by the community the researcher wants to study. 

Theoretically, I reject essentialism; however, those we study may not; and in 

some cultures essentialism is deeply embedded and utilized, like in some cultures, only 

women are midwives because childbirth is strictly women’s business. A strategic 

essentialism, using Spivak’s theoretical concept and not the oft-misapplied definition as 

Spivak clarified during her interview with Kilburn, (as cited in Kilburn, 1996), in 

practice, means strategically using essentialist logics that are generally accepted within a 

culture, to gain access to a research space. I think using my gender to access NICUs, as 

well as casually mentioning that my mother was a NICU RN for over thirty years, helped 

me to make the argument that I am suited to conduct research in these sensitive and 

privileged research sites. I think women are more apt to gain access to field research sites 

like birth centers or NICUs, too, like Jordan and Davis-Floyd reported in their study. As 

special, sensitive, and privileged healthcare and personal spaces, a shared reproductive 

capability, rooted in a cultural feminist ethic, can be used to gain access and to establish 

and increase authority, rapport, and ethos. If we accept Burke’s idea that identification 

precedes persuasion, then women can be more readily identified with by other women. A 

woman field researcher in these privileged research spaces, then, can begin to access 

more useful data. Of course, gender does not automatically grant a researcher access: 
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ethos is further developed by following protocol and meeting logistical requirements 

(e.g., a contact person and IRB). To be clear, I suggest being a woman field researcher 

will not automatically grant access; however, it may be a prerequisite before access is 

even considered, regardless of theoretical musings and concepts about essentialism and 

binaries. Plainly and simply, gender roles are deeply ingrained in some cultures; and, as I 

later suggest, gender roles are part of NICU spaces, too.  

Strategically using cultural feminism and the recognition and appreciation for the 

differences between men and women (barring a discussion of gender for now) to gain 

access to privileged research sites may only be available to women field researchers. 

Women, using an essentially anatomically-produced ethos (strategically using 

essentialism) and ethical research behavior, are able to fill disciplinary knowledge gaps 

by conducting research in privileged research sites like a delivery or hospital room. 

Choosing feminist research methods, or those well-suited for feminist goals, becomes 

imperative, then. 

In order to move toward feminist goals, feminist research methods must be used. 

In Rhetorical Listening: Identification, Gender, and Whiteness, Ratcliffe (2006) argued 

for rhetorical listening as one way to enact feminist research, which she defined as 

eavesdropping, listening metonymically, and listening pedagogically. Rhetorical listening 

is a “code of cross-cultural conduct” (p. 17). Essentially, Ratcliffe argued for listening, 

along with reading, writing, and speaking, as part of the learning process and 

cornerstones of rhetorical studies. Rhetorical listening can be deployed strategically and 

skillfully by the rhetorician to uncover characteristics or elements of the culture being 

studied. Regular or everyday listening—listening in the Western rhetorical tradition, 
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which privileges talking—differs from rhetorical listening because of the skilled, trained, 

and motivated ear of the person practicing rhetorical listening. The skilled, trained, and 

motivated ear counteracts the tendency to privilege talking over listening like in some 

Western cultures. In this case, rhetorical listening means listening with the intent to know 

or characterize or understand and with the assumption that rhetorical listening, 

foundationally, means listening through the patriarchy, crossing cultures and strata within 

those cultures.  

Although Ratcliffe’s (2006) concept of rhetorical listening is a theoretical one, I 

employ her conceptualization of rhetorical listening as a supplement to and extension of 

Burkean identification—overall, an evolution of rhetorical listening as a theoretical 

concept of identification to its reorientation as a methodological tool. Essentially, I re-

cast Ratcliffe’s rhetorical listening as a method rhetoricians can use to respect persons 

and provide ongoing opportunities for participant consent. In short, I show the evolution 

of rhetorical listening from theory to a new methodological model for accessing and 

acting ethically in sensitive research spaces.  

“As trope for interpretive invention,” Ratcliffe advocated rhetorical listening as a 

“stance of openness that a person may choose to assume in relation to any person, text, or 

culture” (p. 17). Rhetorical listening is how I acquainted myself with the NICU 

environments in Denmark and the United States because, as rhetoricians know, studying 

communication is tied to context. For my project, it meant that by using rhetorical 

listening to characterize a culture with the aim of understanding the communicative roots 

or spaces where communication occurs, I am able to develop and refine a method to 

replicate my dissertation research in other locations, too.  



Texas Tech University, Kristin Bivens, May 2015 

49 

Using rhetorical listening as a method to learn about another culture resulted in 

the increasing value of my experiences and impressions in each of these countries.  For 

example, the Danes and the Swedes are intelligent and proud peoples, yet I have noticed 

a bit of what I would like to call “sibling rivalry” (of course, this is relegated to my 

experience, and it is not meant to generalize two distinct nations of people). In this 

context, by sibling rivalry, I mean good-natured competitiveness and a palpable sense of 

national pride. At the same time, though, both Danes and Swedes identify as 

Scandinavians with a shared history, yet with intense national prides.  

The sibling rivalry has made me aware that I should not praise the Swedish 

neonatal medical system casually in front of members of the Danish NICU. In fact, I 

determined this after I initially visited the Rigshospitalet NICU in August 2013. When I 

spoke about the lower and better ranking of Lund University’s NICU’s premature 

mortality and morbidity rates (in Sweden) in front of two Danish nurses, I listened to 

what was not being said—silence. This silence indicated to me that perhaps praise of 

LU’s NICU was unnecessary (and maybe even mildly insulting).  

During the Rhetoric Society of America conference (2014) in San Antonio, I 

attended a session with a presentation titled, “Ad Utrumque: Does the Seal of Lund 

University Suggest a Preparation for Fighting the Evil Danes or a Preparation to Consider 

the Opposing Viewpoint?” During this particular session, the presenter, Anders Eriksson, 

discussed the history of Skåne or the oft disputed southern part of Sweden that has been 

both the part of Sweden, as it is now, and formerly Denmark. Without delving too much 

into the content of the presentation, the title suggests, at the very least, some animosity 

http://www.visitsweden.com/sweden/Regions--Cities/Southern-Sweden/Skane/
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between the Swedes and the Danes, whether actual or purported. When I asked Eriksson, 

at the close of the session, about what I described as “sibling rivalry,” he smiled.  

Others have sought to illuminate this “sibling rivalry,” via academic routes. The 

London Times’ Morrison (2008) reported:  

Not since Shakespeare declared that something was rotten in the state of Denmark 

have the inhabitants of that fair country been so disgruntled. A Copenhagen 

University academic has just produced some research that has shaken every Dane 

to his irreducible Viking core. He analysed all the products in an Ikea catalogue 

according to name. What he found was startling. It seems that Sweden’s all-

conquering furniture firm quite shamelessly names its fanciest futons, tables and 

chairs after Swedish, Finnish or Norwegian places, while reserving Danish place 

names for doormats, draught-excluders and cheap carpets.  

Min gud, as they say in Danish. That has set the kat [sic] among the pigeons. The 

Danish press has accused Ikea of “symbolically portraying Denmark as the 

doormat of Sweden”. Ikea’s response is that the Danes “appear to underestimate 

the importance of floor-coverings”. I can't work out whether that retort is a 

genuine attempt to smoothe ruffled feathers, or yet another sly Swedish dig at 

their neighbours. Either way, it hasn’t helped to mollify the seething Danes.  

But, it is falsely reported and untrue. And while looking for the actual article, written by a 

KU academic, I found the Penn State Language Log, which Liberman (2008) revealed 

that facts had not been verified and the original story had been redacted in the entry, 

“Speculative semiotics of Northern European product names.” The presence of a 

conversation, even one that turned out to be false and speculative, suggests ground ripe to 

reap topics that would fuel this “sibling rivalry” between Danes and Swedes.  

My definition of rhetorical listening echoes Ratcliffe’s: an essential element of 

cross-cultural communication by the trained and skilled rhetorician to identify 

characteristics of a person or a culture, as the previous examples show in practice. 

Rhetorical listening precedes research, and it may involve reading a culture’s or person’s 
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texts, listening to a culture’s or person’s conversations, and/or observing a culture’s or 

person’s actions. Rhetorical listening is a preliminary element and action for a researcher 

to participate in intercultural communication research; the communication researcher 

should rhetorically listen both for what is and what is not seen and/or heard. Rhetorical 

listening may contribute to a fuller immersion in the research site, regardless of the 

location of that research site (and regardless of the researcher’s gender) . In order for the 

participants from a research site to be persuaded to speak (and act) candidly and 

authentically, the participants will need to be persuaded to do so; perhaps by identifying 

with the researcher by the researcher’s utilization of emic or insider characteristics and 

language, not etic or outside.  

Ratcliffe has more to say, which supports my position here. According to 

Ratcliffe’s interpretation of Burke, identification precedes persuasion; Ratcliffe posited 

that “rhetorical listening may precede conscious identification” (p. 19). In the notes to her 

chapter that define rhetorical listening, Ratcliffe clarified, citing Pradl (1996): 

Rhetorical listening may be used to listen to identifications with any cultural 

categories (e.g., age and class, nationality and history, religion and politics) or 

with any cultural positions (e.g., parent and child, patient and doctor, clergy and 

parishioner, teacher and student). (p. 189-190) 

It is in rhetorical listening that identifications may be nurtured, and I contend, form the 

foundation for establishing and maintaining a researcher’s ethos to foster cross-cultural 

identifications and to enable persuasion, thus enacting a principle of intercultural 

communication. Although Ratcliffe does not explicitly mention that identifications are 

amongst insiders, I assume that it is—identification is from within, not outside.  I will not 

make the mistake of praising Swedish neonatology as openly as I did during my first visit 
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to the Rigshospitalet NICU; speaking like this automatically positioned me as an outsider 

who is most obviously not fitting in. The nurses could not identify with me, which may 

not allow for identification and the free flow of information during data collection.  

Rhetorical listening, then, may be used advantageously and strategically when 

there is a language barrier between researcher and participant (e.g., fluency in medical 

discourse). Rhetorical listening may be in the form of noticing other components of 

communication, including gestures and body language—the non-verbal forms of 

communication--to more fully understand a culture and its inhabitants, thus aiding the 

field researcher in enacting an ethos to gain access to research sites and utilizing a would-

be principle of intercultural communication.   

Public Records, Reports, and Documents 

Another means through which a researcher can rhetorically listen to a culture is 

through an examination of that culture’s public record: the reports and other documents 

available to outsiders (and easily available via the Internet). The role of public records in 

technical communication has been used to make arguments, as in the case with the 

Powering the Midwest: Renewable Electricity: Renewable Electricity for the Economy 

and the Environment, as Rude (2004) contended: “. . . the report was conceived as a tool, 

not just as a publication presenting information. It was information intended to be used. 

The publication enhanced the chances that activism could succeed because it provided 

sound information and credibility” (p. 280).  

As previewed and utilized in the introduction, and consistently throughout 

chapters 4, 5, and 6, I use public records, reports, and documents to not only make and 

support arguments, but also to further represent Danish, Swedish, and U.S. cultures 
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through rhetorical listening. Rude noted the role these public records may serve in 

argumentation; in my study, I use texts—the public records, reports, and documents—in 

ways that may not have been intended by the author or authors, exploring the expansion 

of the text, as noted by scholars in writing studies and technical communication, like 

Rude (2004).  

Although Rude did not necessarily intend to make an argument using public 

records, as I suggest, she recognizes that public records and reports function not just as a 

text, but as a tool to promote an argument, especially since public reports include 

research (p. 282). In fact, Rude acknowledged the importance of reports to both provide a 

frame for the issues they examine and to persuade decision makers. It is precisely the 

framing ability these reports, public records, and documents provide I use to advance my 

arguments.  

The accessibility and currency afforded by the Internet is unmatched. The NIH, 

CDC, WHO, March of Dimes, UN, and other institutions, both non-governmental and 

governmental, post their public records, reports, raw data, and other documents online. 

So, not only is the information and data easily accessible and timely, it is also available to 

make and frame arguments, as Rude argued.  

Making arguments with documents, or recapturing or re-presenting a person, or in 

the case of my dissertation’s study, a culture, is not novel in technical communication or 

feminist rhetorical studies. Malone’s scholarship has used public records, meeting 

minutes and reports, and other documents to recover and retell the roles of women 

organizers in professionalizing technical communication (2014), the role of Elsie Ray and 

STC (2013), the professionalization of technical communication (2011), and the Chrysler 
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engineer, Lucille Pieti (2010). Briefly scanning Malone’s references pages reveals his 

reliance on public records, organizational reports, and other organizational documents 

used to make an argument and to recover history—a method implied in Malone’s 

scholarship.  

And there is precedence for using textual documents, like Malone has done, to 

shake out fragments to re-tell history in feminist rhetorics. Kirsch and Royster (2010) 

acknowledged:  

reflective and reflexive practices . . . predispose[d] us to understand the 

inevitability that, more than likely, there will be factors and dimensions of scenes 

and situations that we may not notice, and especially so if we fail to exercise a 

direct and specific commitment to look and look again, listen and listen again, 

think and think again recursively. (p. 652) 

And, it is in this article where they use fragments to extend their arguments—to re-

examine practices and understandings, scenes and situations—about feminist rhetorical 

practices and feminist rhetorical excellence. They use fragments to reflect on their 

article’s aim:  

This essay has evolved from fragments, fragments woven together to create a 

narrative, a theory, a history, a better understanding of women's lived experiences, 

past and present. . . fragments of reflections, descriptions, and analyses; fragments 

of an evolving text. (p. 640-641) 

Royster and Kirsch made an argument based on fragments. And like Royster and Kirsch, 

Malone used fragments, or incomplete and untold narratives, from public records, 

reports, and other organizational documents to re-tell and recover feminist rhetorical and 

technical communication history. My study does not involve re-telling feminist rhetorical 



Texas Tech University, Kristin Bivens, May 2015 

55 

and technical communication history, but I used public documents to develop a portrait of 

the cultures and geographic locations where I researched.  

Public records, reports, and documents, then, can serve, as Rude reinforced, other 

purposes than just as a text. Public records, reports, and other documents can help a 

rhetorician listen to another culture, easily, via textual documents that are publicly 

available, allowing the researcher to gain insight into research, data, and information that 

is easily accessible and publicly available.  

Intercultural and Cross-Cultural Communication 

The technical communication literature is rife with research recognizing the 

importance of intercultural communication and the ethical implications of intercultural 

communication (e.g., Dragga, 1999; Dragga & Voss, 2001; Voss & Flammia, 2006).  

Framed within ethical research practices in technical communication, intercultural 

communication is both a methodological and pedagogical topic in our field.   

The most apparent use of intercultural communication theory in technical 

communication is within the shared border of risk communication.  In their Introduction 

to the special issue, Ding and Savage (2013) remarked about cultural explorations that 

extend beyond the nation-state-centric mindset, using both a cultural heuristic and 

cultural dimensions, as well as critical cultural theories to interrogate these spaces.  Most 

applicably, Ding and Savage noted “the chosen [methodologies] and theoretical 

frameworks directly influence the types of findings that will be produced” (p. 3-4).  Their 

Introduction provided a snapshot of the emerging role of intercultural communication in 

technical and risk communication.  
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Echoing Hesford and Schell’s call for more transnationally theoretically-informed 

research, and Condit’s (2013) call for healthcare and medical communication researchers 

to conduct more international research in order to reach multiple audiences for our 

scholarship, Ding (2013) positioned her piece within a new ethical transcultural 

communicative theoretical framework.  This piece of scholarship represents the 

overlapping borders of technical communication and risk communication.  In her article, 

Ding suggests using a theoretical framework for transcultural risk communication, and a 

revision of the western-centric professional communication cultural contexts used to 

theoretically frame risk communication.  This new risk communication theoretical 

framework—transcultural communication theory—accounted for the conflation and 

separation of cultural identity and national entities.  

Although Ding’s work does not directly involve research at a healthcare site, it 

does acknowledge the importance of disentangling cultural identity and national entities, 

as well as concretizing a process for examining the communication in a different culture.  

This is essential to investigating cultural and material communication contexts (Ding & 

Savage, 2013).  Ding’s scholarship, briefly reviewed here, exemplifies a rigorous 

approach to studying communication across national borders, one that could be argued to 

be a manifestation of Barton’s (2001) disciplined interdisciplinarity; and also, one that 

promoted Hesford and Schell’s (2008) call to revise theoretical constructions.  Very 

specifically, Ding noted that her scholarship (2013) specifically regarding Chinese online 

communication practices, and Haraway (1997) pointed out, through Marge Piercy, that 

access to information is power, implying the significant difference between online 

communication practices and Chinese online communication practices, situated in a 
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particular nation and culture; she further explained that analysis of risks that move across 

borders demands attention to the material particulars of the situation. Arguably, Ding 

advocated for a cultural sensitivity and a rhetorical awareness of the context where 

communication occurs, including a careful attention to potential elements, including 

culture, which affects and effects communication.  

Ultimately, Ding’s (2013) work straddles the shared disciplinary borders of risk 

communication, technical communication, and public health, exploring the rhetoric of 

epidemics by accessing relevant literature from cultural studies, speech studies, rhetorical 

studies, and media studies, respectively; thus, Ding positions her work with an approach 

that could be, as Barton called it, disciplined interdisciplinarity while promoting and 

using a new theoretical construct, as suggested by Hesford and Schell.  

According to Ulrey and Amason (2001), cultural sensitivity precedes effective 

intercultural communication—cultural sensitivity and effective intercultural 

communication are related. Cultural sensitivity—or being sensitive to what Ding 

categorizes as national entities and cultural identities –is a “willingness to use cultural 

knowledge while interacting with patients and considering culture during discussions and 

recommendations for treatment” (Ulrey & Amason, 2001, p. 450). Cultural sensitivity 

can be enacted and practiced through Ratcliffe’s method of rhetorical listening, perhaps 

preceding Burke’s identification.  

Also in the technical communication literature, Maylath et al. (2013) 

acknowledged the “complexities of working in different time zones with different first 

languages and different cultural frames of reference,” noting that “ultimately 

communication occurs between individuals, not whole cultures” (p. 72).  Their assertion 
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suggested a theoretical communicative framework that acknowledges and accounts for 

the complexities of intercultural communication. They identify the importance of 

accounting for the complexities and nuances of intercultural communication, which are 

dynamic (Hunsinger, 2006).  An articulation of these nuances and complexities suggests, 

perhaps, an epistemological movement or shift from one way of knowing to the need for 

another one, perhaps one that can be gleaned and developed by transiting shared 

disciplinary borders, once again, by and through rhetorical listening.  

And Barton (2001) provided further support for this movement or shift.  Implying 

methodological agility and transdisciplinarity, Barton (2011) stated: 

We have much to offer medicine with our sophisticated theoretical frameworks 

and variety of methodological approaches, and medicine has much to offer us 

with its richly complicated context and its standards for research.  Through 

disciplined interdisciplinarity research, then, we may be able to move toward 

making valued and validated contributions to a wide variety of fields. (p. 328). ] 

Ding’s (2013) and Maylath et al.’s (2013) works suggested a potential trend in the 

technical communication literature: the application of our (Barton, 2001, p. 328) 

intercultural communication theoretical frameworks.  These theoretical frameworks, 

furthermore advocate for a shift from one way of knowing to a different one—one that 

may be found in or influenced by a border discipline, as advocated by Barton.   

In Voss & Flammia (2012), most notably, they wrote about the ethical approaches 

in technical communication: universalism and relativism.  Most applicably, the relativist 

approach demonstrated intercultural communication as rhetorically-informed, noting: 

“The relativist approach, however, is based on the belief that behavior can only be judged 

to be ethical or unethical within the context of the culture in which it occurs” (p. 74). 
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Since Voss & Flammia referred, specifically, to actions, intercultural communication is 

not limited to only written and spoken communication, as semiotics, actions, and gestures 

are communicative acts worthy of study, too.  Their intercultural communication 

approach, also, de-emphasizes U.S.- or western-centric perspectives, which, I would 

argue, is essential to the application of ethical intercultural communicative theoretical 

frameworks; Voss and Flammia agreed, citing cultural sensitivity as a lynchpin to ethical 

intercultural communication   

Gesture-Speech Theory 

Gestures are culturally constructed and are not genetically inherited (as cited in 

Loehr, 2004, p. 22). Crossing disciplinary, cultural, and geographic borders has 

introduced me to linguistics’ gesture-speech theory and provided access to linguistic 

episteme. In my dissertation study, there were language barriers to divert, and gesture-

speech theory, which can be used complementarily with rhetorical listening, is a means to 

navigate these language barriers. Paget (1930), a trained physicist, included his treatise 

on the ontology of spoken language in his work, Human Speech: Some Observations, 

Experiments, and Conclusions as to the Nature, Origin, Purpose and Possible 

Improvement of Human Speech. In this work, Paget minutely and tediously discussed the 

experiments he designed and conducted to eventually determine: 

in recognizing speech sounds, the human ear is not listening to music but to 

indications, due to resonance, of the position and gestures of the organs of 

articulation . . . [and] Originally man expressed his ideas by gesture, but as he 

gesticulated with his hands, his tongue, lips and jaw unconsciously followed suit 

in a ridiculous fashion. (p. 125 and p. 133) 
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Paget physiologically connected speech sounds with movement, promoting an 

ontological position picked up by some linguists in the late 20th and early 21st centuries. 

One such linguist was McNeill.  

McNeill (2012) extended Paget’s gesture-speech theory, ultimately and 

importantly arguing gesture and language are entangled and should be considered as co-

expressed communicative elements, and if you consider gesture and speech as 

disentangled elements, you’re wrong. Furthermore, McNeill argued that the notion that 

language starts when gestures stop is a myth.  According to McNeill, the gestures 

continue—gestures are used to communicate both co-expressively and independently in 

the absence of spoken language, and I agree. Paget’s foundational work and McNeill’s 

more recent scholarship on gesture-speech theory are essential and foundational for my 

research.  

Based on the ontological assumptions embedded in gesture-speech theory, then, 

language and communication will take place and, most importantly, be observable by 

gesture, too. This is integral to observing communication, anywhere, but especially in 

cases where the researcher’s and participants’ fluent and conversant languages do not 

overlap. This means it is possible to study communication in locations employing 

languages that a researcher cannot understand, aurally. If we accept this glossogeny, or 

origin of speech, the gestures indicate language expression, too; and I do accept it.  

The importance of gestures, as noted in linguistics, has a history in rhetorical 

studies, too. Movements as gestures to communicate, according to Lanham (2006), have 

been the focus of written works since the 17th century. One book comparing classical 

Greek gestures and another—Gestures—, a compendium of modern gestures, are 
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available (as cited in Lanham, p. 119). There is theoretical precedence for examining 

gestures as a co-component of spoken language. Language and communication, thus, can 

be studied in the absence of a shared spoken language because communication exists in 

the absence of a shared spoken language.  

The importance and study of gestures in rhetoric is one of the traditional canons 

of rhetoric: delivery. The concept of gestures and speech as co-expressive is not 

new. In fact, the fifth traditional canon of rhetoric holds that voice and gesture 

were the primary components of delivery. Gesture, according to Lanham (1991), 

one of two parts of delivery, is divided into an “elaborate catalogue of body poses 

and hand positions [. . .] to be mastered; (p. 179). Lanham importantly noted and 

continued:  

Delivery has been much studied in our own time, but not by students of rhetoric. 

The behavioral biologists and psychologists call it “nonverbal communication” 

and have added immeasurably to our knowledge of this kind of human 

expressivity. . . . Silent films offer a less academic catalogue of the basic gestures 

of emotional reenactment. And another area where students of rhetoric seldom 

look, cartoon animation, offers much for a student of gesture. (p. 180) 

It is interesting that Lanham noted the role of silence in studying gestures, which is also, 

as I argue above, an important component of intercultural communication as introduced 

by Ratcliffe: rhetorically listening to both what is communicated and what is not 

communicated. Basically, there is a role for gesture and rhetorical listening in studying 

communication. If gesture and speech are viewed as co-expressed, which is a 

foundational assumption of my project, then silence presents a space to rhetorically listen.  

Where words are spoken and where communication occurs matters, too. Space 

and place are essential factors in communication. Let us consider words and gestures. 

Saying the word “fag” in the U.S. is a derogatory slur, but in the U.K. it is slang for a 

cigarette. Gestures should be situated in contexts, too. The middle finger in the U.S. is 
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used to express a profane displeasure; giving someone a thumb up in Thailand is the 

equivalent of sticking out your tongue. Context for language (oral and gesture), or 

understanding a culture, is essential. Listening rhetorically is important to both 

communicate and to understand communication, as well as present a persuasive ethos.  

In this chapter, I explored relevant literature to further situate my dissertation 

study and showed how the relevant literature exposes gaps where my research fills. From 

nursing communication to intercultural communication, the importance of location, 

geography, and context, as well as situated knowledges—the tools to access cultures—

were the underlying assumptions driving this review. While the relevant literature 

exposed this gap, it also provides an appropriate context to situate my dissertation study.  

In the next chapter, I detail and discuss my research methodology, which includes a 

discussion of contextual inquiry, grounded theory, and informed consent.  
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Chapter 3  

Contextual Inquiry and Grounded Theory Research Design 

Qualitative methodologies have often been used to study communication in 

healthcare settings (e.g., see Dautermann, 1997; Mol, 2002).  The qualitative research 

methodology that is used in this study is contextual inquiry. Contextual inquiry (CI) 

entails workplace observations of participants, interviews with participants (Beyer & 

Holtzblatt, 1997), researcher and participant issue co-exploration, and specific inquiry 

focus (Raven & Flanders, 1996). Although the initial intention of this dissertation’s study 

was to use CI at a research site in Denmark, the United States and Sweden, it turned out 

that field research was only feasible in Denmark and the U.S. However, the method of 

rhetorical listening was employed in Sweden to determine a cultural logic— a culture’s 

way of reasoning, which is discussed later in this chapter.  

For this study, nurse and patient caregiver participants were observed at the 

Rigshospitalet NICU in Copenhagen, Denmark and the University Medical Center’s 

NICU in Lubbock, Texas. I obtained the necessary human protection permissions from 

the KU Rigshospitalet’s NICU, as well as exempt status from the Danish Data Protection 

Agency (DPA). I also gained approval from TTU IRB (#504088) and TTUHSC IRB 

(#052061).  

My data collection methods included observations and interviews with the 

participants. The participants were parents of infants in the NICU, as well as nurses. I 

hand-recorded data in field notes, and then I transcribed the field notes into password-

protected documents. I recorded interviews using a digital audio recorder, and then I 

transcribed interviews to password-protected documents. I selectively transcribed the 
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interviews because irrelevant and private information was shared; some of the private 

information is protected. For example, the Danish Data Protection Agency found my 

research study exempt because I did not seek (or record) potentially sensitive and private 

information such as health history or union status. If, for example, this information is 

revealed during observation or interview, it should be left out of field notes and transcript 

because it is irrelevant and privileged.  

After data collection, I used a modified version of Glaser and Strauss’s (1967) 

grounded theory from The Discovery of Grounded Theory: Strategies for Qualitative 

Research with direct influence and application from Lindlof and Taylor (2011) and 

Charmaz (2012). The specifics of my data analysis are more thoroughly explained in each 

respective chapter.  

Purposeful and Theoretical Sampling 

The research sites were chosen via a convenience sampling strategy. The 

participants were chosen using a purposeful sampling technique, initially. Due to a 

familial connection, I spent the better part of a year in Copenhagen, Denmark. While 

there, I solicited the help from a nurse in the Neonatalklinikken to support my study in 

her unit, and I did acquire the necessary approvals (see Appendix A and Appendix B). 

Further, since I primarily live in Chicago, I contacted Northwestern University to garner 

support to conduct this study in their NICU; however, because there were not any 

principal investigators affiliated with Northwestern willing to work with me, it became 

unfeasible. I was able to acquire support from the TTU Health Sciences Center School of 

Nursing finding a principal investigator, so the Texas NICU affiliated with my doctoral 
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institution became my second research site.  At the sites, the participants were chosen 

using a purposeful sampling technique, initially.  

Koerber and McMichael (2008) identified purposeful sampling from the 

perspective of the researcher who seeks to identify participants who have particular 

characteristics (p. 464). I sought participants who were willing to consent to participate in 

this dissertation study; these participants were parents and caregivers of infants, including 

nurses, in NICUs. I identified these participants with recruiting materials, and with the 

help of a contact at Rigshospitalet (Janne) and the UMC NICU (Pam).  

For the Danish Neonatalklinikken, my contact, Janne, disseminated the recruiting 

materials and provided consents in both English and Danish to the nurses and to the 

parents who were willing to consent to participate. The participants also had access, via a 

Quick Reference (QR) code, to my full proposal. Identifying participants in the Texas 

NICU was not as straightforward. My contact, Pam, agreed to share recruiting materials 

with the nurses; when there was no interest from the nurses as my visit to the NICU 

neared, I created a two-minute video (an elevator speech) about my research. After my 

contact shared the video, more than ten nurses showed interest. The nurses and parents 

who were still interested when I visited the NICU in Texas for data collection were then 

provided the consent form after I explained what my research entailed and provided an 

opportunity to ask questions.  

However, as noted above, purposeful sampling was used only initially. Whereas 

the participants were chosen purposefully for the first day and subsequent days of data 

collection, I focused my attention on certain participants after I invoked theoretical 
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sampling at each site. To review, theoretical sampling, according to Glaser and Strauss 

(1967), is “the process of data collection for generating theory whereby the analyst jointly 

collects, codes and analyzes his data and decides what data to collect next and where to 

find them, in order to develop his theory as it emerges” (p.45). After participants were 

initially identified, theoretical sampling—one of the tenets of grounded theory—was 

employed, as outlined by Glaser and Strauss (1967) and Charmaz (2012). Using 

theoretical sampling to choose participants meant that, although some parents consented 

to participate in Texas, since, some clearly wanted privacy. For example, one mother 

wanted privacy while she breastfed her child. I concluded her want for privacy when she 

closed the curtain; other parents left the curtains open pre-feeding. I chose to focus data 

collection on the parents with the curtains left open on the second and subsequent day. 

Using theoretical sampling provided an opportunity to shift focus to the communicative 

exchanges that were more likely to provide answers to my research questions.  

Shifting focus included identifying a previous interesting data point from one 

day’s data collection (observation or interview) or code, then focusing my attention on 

that particular data point or code. For example, in the Neonatalklinikken in Copenhagen, 

based on my field notes, I wrote in my first theoretical memo (see Appendix D) the 

following:  

I just finished reading through my observation field notes and interview 

transcripts. I was incredibly nervous before I met with Janne, and they were 

incredibly busy in the NICU on that day (well, probably most days). I think this is 

fairly typical.  

Observing turned out to be a fruitful enterprise, and I found out that there are 

certain times that are more lucrative to observe during than others: those would be 

the times immediately preceding the infant’s feeding. During that time, vitals are 
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taken and medications are administered, diapers are changed and the baby stirs 

with the movements by the nurse and parent.  

It’s an experience in a very private and emotional space, not to mention a 

surprisingly quiet one.  

I was able to determine the most data-lucrative time to observe, and I focused my 

attention—based on theoretically sampling—on the activities and communicative 

exchanges immediately preceding the infants’ feedings in both Denmark and Texas. Data 

collection-wise, this time was rich. Moreover, as I noted above, my research was in a 

very private and emotional space and a surprisingly quiet one in Denmark. As I elaborate 

in chapter 6, the quiet Neonatalklinikken in Copenhagen foregrounded my aural 

observations and eventual analysis of the Texas NICU; hence, I was able to enter the 

NICU in Texas expecting the environment to be quiet, but it was not. Theoretically 

sampling, in this particular example, provided intentionality and focus for my 

observations of participants, attempts to answer my research questions, and interviews 

with participants. 

Koerber and McMichael discussed this in their article about qualitative sampling 

techniques, noting that “building the theoretical sample always involves a purposeful 

element” (p. 466). Essentially then, grounded theory’s theoretical sampling is a hybrid, 

which includes elements of purposeful sampling.  

The Participants 

In Denmark, I was able to observe five nurses, including four registered nurses 

and one nursing student, and I was able to observe three moms. In total, I conducted three 

interviews: one with a registered nurse and two with moms (Table 3.1). The data 
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collection occurred over three, non-consecutive days. Data collection in Texas occurred 

over three, consecutive days. I observed five nurses; three moms; one dad; and one 

grandmother. I had the opportunity to interview four registered nurses, two moms, and 

one dad. I interviewed one nurse twice (Table 3.2). Due to limitations imposed by the 

Danish Data Protection Agency, as well as the IRB, I did not gather demographic 

information about the babies, the parents, or other caregivers. I recognize these 

demographics would show a more complete picture of all the participants, but protecting 

their privacy is more important.  

Table 3.1 Participant involvement: observations and interviews in the Neonatalklinikken 

in Copenhagen, Denmark. 

Denmark Nurses 
Parents and Other 

Legal Caregivers 

(OLCs) 

Demographics  

Observation 5 3 

4 registered nurses 

1 nursing student 
3 moms 

Interview 1 2 
 

1 registered nurse 

2 moms 

In most cases, I observed participants who were willing and for whom participation and 

my observation was feasible. For example, it was not feasible to observe the entire unit or 

beyond the room I was affixed to in Copenhagen because of the rooms and layout. In 

Texas, additionally, I was prohibited by the vantage point I had twenty feet away from 

the bedsides. Furthermore, I did not collect data from participants who did not consent 

even though they were proximally near my vantage point.  
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Table 3.2 Participant involvement: observations and interviews in the NICU in Lubbock, 

Texas. 

Texas Nurses 
Parents and Other 

Legal Caregivers 

(OLCs) 

Demographics  

Observation 5 5 

5 registered nurses 
1 dad 

3 moms 
1 grandmother 

Interview 5 3 

 
5 registered nurses 

2 moms 

1 dad 

Contextual Inquiry Research Methodology 

The qualitative field research methodology I used is contextual inquiry (CI). CI is 

a traditional workplace field methodology; it entails participant workplace observations 

and interviews (Beyer & Holtzblatt, 1998), researcher and participant issue co-

exploration, and specific inquiry focus (Raven & Flanders, 1996). CI treats the 

participant and the researcher as partners, while using CI, traditionally, as a means to 

contextually design for users or the participants (Holtzblatt, Wendell, & Wood, 2004, p. 

15). Beyer and Holtzblatt (1998) noted four principles of CI, including the contextual 

importance of conducting the research in the participants’ workplace; the collaboration 

between participant and researcher; the co-exploration of potential interpretations; and 

the focus on a particular aspect or element (p. 41-64).  

As a methodology that advocates co-investigation with participants (like 

community based participatory research), CI is epistemologically in tune with the 

unknowns of my dissertation research—it allows for clarification via the data collection 

methods: participant observation and interview.  Contextual inquiry assumes that the 

participant has the knowledge and guides the inexperienced researcher, using issue co-
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exploration and even a specific inquiry focus. During interviews, specifically, elements of 

co-exploration emerged while discussing not only the interview questions, but also the 

caregivers’ experiences in the NICU, both parents and nurses.  

When CI is used, the data collection methods include participant observation and 

interview, although focus groups may be used to collect data, too. Usually, observation is 

followed by an interview, although the observation may be interactive, when using CI. I 

used CI and conducted three observation-interview pairs for each research site. To 

complement CI, I collected textual documents for grounded theory analysis and 

triangulation for all of the data I acquired through observations and interviews.  

The data I analyzed was collected by three methods. First, I used field notes to 

collect and record the data from my observations. Second, I audio recorded interviews 

with participants for transcription. Third, I collected participant-supplied textual artifacts, 

including documents produced in-house from each NICU.   

Grounded Theory Data Analysis: the Theory and the Application 

Grounded theory emerged in the 1960s in nursing research as a way to situate data 

gathered in hospital and healthcare contexts. Grounded theory as a theoretical framework 

is dynamic: theory is built from the ground up. Grounded theory allows space for theory 

to emerge from the data, flowing out from the data, yet emerging from the data. Table 3.3 

shows the grounded theory process.  

Glaser and Strauss (1967) coined the term and developed the methodology; 

essentially, they were frustrated with a lack of new theoretical frameworks and tired of 

the same ones that basically only validated what we already knew—the disciplinary 

knowledge of sociology at that time. The purpose of grounded theory is to explore new 
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research terrain, which is why it is suited for my dissertation study. Although the 

specifics about how to conduct a grounded theory analysis have evolved and changed at 

the hands of several researchers, the essence of grounded theory is still to discover or 

generate the theory derived from the study’s systematically collected data.  

I used a modified grounded theory to code, categorize, refine, and define data 

(Glaser & Strauss, 1967; Lindlof & Taylor, 2011; and Charmaz, 2012) after the initial 

participant observation and interview.  Grounded theory entails allowing themes to 

emerge naturally from the data, coding according to those themes, and categorizing the 

data according to the coding; the data is constantly compared to determine categories and 

conceptual elements; as new forms of data enter the iterative analytic process, these new 

data might cause the researcher to adapt and alter the theoretical framework (Lindlof & 

Taylor, 2011).   

Charmaz further explained grounded theory methods as “systematic, yet flexible 

guidelines for collecting and analyzing qualitative data to construct theories grounded in 

the data themselves” (p. 2). Basically, this means that if one consults the literature too 

much prior to beginning the analysis, then the analysis validates what’s already known, 

and we force our analysis to fit existing theoretical frameworks, in lieu of letting the 

theory emerge from the data.  

Additionally, as Glaser and Strauss (1967) and Charmaz (2012) noted, data 

collection and analysis occur simultaneously. The application of this principle involved 

taking field notes during 1-3 hour observations in each NICU—based on my research 

questions—then using the semi-structured interview questions to clarify, extend, refine, 
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and interrogate the observation. Using each observation-interview pair (three pairs for 

each research site), I open coded the data, line-by-line, for emergent themes to code. 

Table 3.3 Grounded Theory Analysis Process 

Grounded Theory Process Result 

Data collection: observations and interviews Field Note and Interview 

Transcripts 

Open coding based on research questions Emerging Codes 

Refining emerging codes in theoretical memo Refined Codes 

Axial coding based refined codes Concepts  

Defining concepts  Conceptual Elements 

Defining conceptual elements in theoretical memo Category and Process 

After each observation-interview pair, I wrote a theoretical memo; after all observation-

interview pairs were complete, I wrote one more theoretical memo for a total of four 

theoretical memos per research site (see Appendix D: Rigshospitalet NICU theoretical 

memos; see Appendix E: UMC NICU theoretical memos). 

The role of the theoretical memos was to write generatively about the data 

collection for each observation-interview pair after the open coding for that data to refine 

the codes and eventual concepts that initially emerged. According to Charmaz, memo 

writing (or memoing) is an informal process to aid the researcher to analyze the collected 

data. Writing is generative, and “writing memos expedites your analytical work and 



Texas Tech University, Kristin Bivens, May 2015 

73 

accelerates your productivity” (Charmaz, p. 72). The theoretical memos, too, allowed for 

more focused observations and interviewing based on the emergent codes and concepts. 

For example, in Appendix D, in Theoretical Memo #3: Reaffirmation of the Sensitive and 

Private NICU Space (p. 17), I wrote:  

Oh, boy—this observation and interview attempt was a complete and total bust. 

What I have surmised is that one twin weighed in at 1 kg, and the other one 

didn’t, then it looked like after the neonatologist did her examination that mom 

was then able to do skin to skin contact with one of the twins. Two nurses 

supported and helped mom as they took one of the twin boys out of the incubator 

and mom lied down on her bed in the room to do skin to skin contact.  

Whereas this excerpt did not contribute to my eventual data analysis, it has contributed to 

my practice as a researcher. Based on this observation and the record that the theoretical 

memo provided, I was able to re-visit this interview, weeks and months later, to re-assess 

what had actually happened during the interview from a methodological perspective, 

trying to find value in what, at the time, was an intensely emotional time for the mother, 

and it brought up more emotion for me, too, as a field researcher. I was able to develop 

ideas about microwithdrawals of consent, which I discuss a bit later in this chapter. 

Initially, though, I was not able to see this contribution to methodological and ethical 

researcher practice during data collection.  

During data collection, Charmaz was fairly adamant about “conducting the 

literature review after developing an independent analysis” (p. 6). She referred to Glaser 

and Strauss’ initial work that “urged [us] novice grounded theorists to develop fresh 

theories and thus advocated delaying the literature review to avoid seeing the world 

through the lens of extant ideas” (p. 6). Dey (2007) has pointed out that “there’s a 

difference between an open mind and an empty head,” though, and I suppose the 
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rationale behind not wanting to let the literature guide too much of the analysis (or study 

in the beginning) derives from the problems that spawned grounded theory for Glaser and 

Strauss: no new theories were created to explain emerging phenomenon—there was only 

validation of existing theory. Here’s what they wrote:  

Besides reminding colleagues of a somewhat slighted task, we also are trying, 

through this book, to strengthen the mandate for generating theory, to help 

provide a defense against doctrinaire approaches to verification, and to reawaken 

and broaden the picture of what sociologists can do with their time and efforts. 

(Glaser & Strauss, 1967, p. 7) 

Glaser and Strauss eventually parted ways over disagreements regarding verification and 

positivist approaches, an argument in which Glaser accused Strauss of, basically, 

bastardizing grounded theory (and later continuing to do so with Juliet Corbin). In 

response, Glaser wrote Basics of Grounded Theory Analysis (1992), and he addressed the 

discrepancies from Strauss’s work. He wrote, regarding literature reviews, “Grounded 

theory is for the discovery of concepts and hypotheses, not for testing and replicating 

them” (p. 32-33). I think the concern for Glaser, Strauss, Charmaz, and Dey regarding 

when to do a literature review can be summed up as wanting to create, not verify, existing 

knowledge and theory. This means completing data collection, first, then a robust 

literature review, at least according to these scholars. This debate is important to note 

here because conducting the literature review after data collection and analysis violates 

typical assumptions about when do conduct a literature review in scholarly research 

practice. For my dissertation study, prior to data collection, as you read in chapter 2, I 

consulted literature for various topics during the entire research process on intercultural 

communication, rhetorical listening, and speech-gesture theory.  
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After I gathered the complete data set from the Rigshospitalet research site, I 

“sort[ed], synthesize[ed], and organize[ed] [the] large amounts of data and 

reassemble[ed] them in new ways after open coding to axial code the data (Charmaz, p. 

60). This process resulted in further refinement of the emergent codes into concepts, then 

into the conceptual elements of a category. Categories are the conceptual elements in a 

theory (Charmaz, p. 91). Table 3.4 summarizes grounded theory’s coding and defining.  

Table 3.4 Grounded Theory Analysis: Coding and Defining 

Grounded Theory Analysis Result 

Open Coding Codes 

Axial Coding Concepts 

Defining Concepts Category 

During axial coding, I strove, as Charmaz instructed, to find relationships and 

connections between categories; these relationships will, ideally, be conceptual rather 

than descriptive (Charmaz, p. 61). The coding process aimed to refine and simplify the 

data in order to extract theory derived from the data. The coding process was done by 

hand, using highlighters and pens. I did not manage my data or use qualitative data 

analysis software to code. I used minimal technology; however, I used word processing 

for field note and interview transcription.  

With the accumulation of more data and the advancement of the theoretical 

memos, I examined and re-examined all theoretical memos to employ theoretical 

sampling. “Theoretical sampling starts with data,” according to Charmaz, “constructing 
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tentative ideas about the data, and then examining these ideas through further empirical 

inquiry” (p. 102).  Theoretical sampling enables the researcher to determine a category’s 

properties, or, according to Charmaz, the conceptual elements of a category.  

Teston (2009) successfully employed theoretical sampling after the first phase of 

research that she conducted, which involved observing cancer care deliberations. Using 

her phase I data, she was able to determine a focus for her research during phase II. In 

short, theoretical sampling is rooted in the data, and it provides a focus to continue 

research based on preliminary (even pilot) data collection—it is a process “to [obtain] 

further selective data to refine and fill out your major categories” (Charmaz, p. 12). 

Theoretical sampling is developed in theoretical memo-writing and “adopting certain 

categories as theoretical concepts” (Charmaz, p. 11) or conceptual elements.   

I used the constant comparative method (Glaser & Strauss, 1967) to refine the 

concepts and eventual conceptual elements of a category. Glaser and Strauss’ constant 

comparative method entails four stages:  

(1) comparing incidents applicable to each category 

(2) integrating categories and their properties 

(3) delimiting the theory, and 

(4) writing the theory (Glaser and Strauss, 1967, p. 105).  

Ideally, data collection stops when theoretical saturation is reached, then the grounded 

theory researcher writes up the theory. Theoretical saturation, according to Glaser and 

Strauss (1967), occurs when 

[a]fter an analyst has coded incidents for the same category a number of times, he 

learns to see quickly whether or not the next applicable incident points to a new 

aspect. If yes, then the incident is coded and compared. If no, the incident is not 

coded, since it only adds bulk to the coded data and nothing to the theory. (Glaser 

and Strauss, 1967, p. 111)  
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Since this section provides a general and skeletal overview of the modified grounded 

theory I employed, chapters 4 and 6 include the specific details for the grounded theory 

analysis processes I completed for the research sites in Denmark and the United States.  

Cultural Logics: A Rhetorical Listening Result 

Although it was fairly easy to gain access to the Rigshospitalet’s NICU and gain 

the Danish Data Protection Agency’s and the TTU IRB’s approval to conduct research 

with human participants, it was a bit more cumbersome to gain access and approval to 

conduct research at the UMC NICU. The process of obtaining the necessary permissions 

began in late May 2014 when I met with the NICU director, Pam. After several rounds 

over two months of pre-submission revisions, I gained approval in October 2014. From 

start to finish, the IRB approval process took about five months. Ultimately, though, even 

after initial contact and an informational meeting with a woman, Marie, in Sweden in the 

NICU she supervises, I decided it was not feasible, based on my research timeline, to 

pursue field research in a Swedish NICU.  

However, other aspects of Ratcliffe’s influential rhetorical listening, as discussed 

in the previous chapter, resonated and were applied to learn more about Sweden’s 

healthcare system. Specifically, in my chapter on Sweden, I offer a cultural logic of the 

country, with a specific emphasis on its healthcare system. Ratcliffe defined a cultural 

logic as a way of reasoning endemic in a group of people who are members of the same 

belief system. A cultural logic is a belief system which comes with cultural scripts and, to 

reiterate, a way of reasoning. She explains cultural logics, in rhetorical terms, as 

rhetorical syllogisms or enthymemes. For example, she explained using enthymemic 

structure:  
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IF a definition states,  

THEN an attitude is exhibited, and 

THEREFORE an action can be observed.  

Cultural logics, then, can reveal unstated assumptions, which may be hidden by crafty 

definitions and attitudes. Basically, a cultural logic can affirm or disaffirm what is held in 

a definition by examining the attitudes and actions that could affirm or deny the presence 

of a particular logic. Furthermore, a cultural logic can help to characterize or situate a 

specific culture, in essence, rhetorically analyzing a culture.  In her own words, Ratcliffe 

(2014), in a podcast interview on This Rhetorical Life (Syracuse), clarified: 

When I talk about cultural logics, what I mean by that is when you assume certain 

things then you decide to think in a certain way and that gives you a cultural script 

for acting in certain way. So we’re back to Kenneth Burke’s notion of rhetoric 

with its socializing function having both a means of moving one to attitude and to 

action. And so thinking about cultural logics that way—what’s the assumption? 

what’s the kind of principle that I’m functioning from? and what kind of action 

gets associated with that? and then suddenly people see that yes I believe this, but 

I’m not alone. It not just helps them see cultural logics, but it helps them see it as 

something that can be critiqued and analyzed with a non -personal threat attached 

to it. (2014) 

In chapter 5, I construct a Swedish cultural logic in four moves: the first move defines a 

rhetoric of equality; the second move examines the child in Sweden; the third move looks 

at several actions that violate the attitudes and laws of children’s rights in Sweden; and 

the fourth move connects the first three moves to a Swedish cultural logic regarding 

healthcare for infants within the context of a rhetoric of equality. The cultural logic I 

construct is firmly rooted and contextualized in my experiences in Sweden and my use of 

public documents.  
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A Feminist Methodological Strategy: Contextual Inquiry and Informed Consent 

Field research is not an easy endeavor. Even though I put forth my best efforts to 

gain access and conduct research within my timeline in Sweden, it was not possible. I 

spent several months total in Sweden in 2013 and 2014; I write about my experiences in 

Sweden in chapter 5. Previously, I wrote I had acquired a visitor’s permit to stay beyond 

the usual ninety day period in the Schengen Zone. I was permitted to stay until August 

2014; I met with Marie in late April 2014; shortly thereafter, I had to return to the United 

States for one month.  Due to other obligations, and difficulties due to my unfamiliarity 

with the human research participant protections in Sweden, I was unable to replicate my 

study in Sweden. However, Marie continues to be eager to support my research in 

Sweden.  Field research, in general, is time-intensive when it is domestic. Field research 

abroad, too, is time-intensive.   

In the same vein, and initially, I wanted to use ethnography as my research 

methodology. However, ethnography is time-intensive. Ethnography’s primary data 

collection methods include interview, observation, and textual artifact examination. In the 

discourses of health and medicine, ethnography has been used to study nurses’ writing 

process (Dautermann, 1997) and to trace the diagnosis of atherosclerosis through a 

hospital (Mol, 2002). A border discipline of medical rhetoric, I would argue, is medical 

anthropology. Jordan and Davis-Floyd (1993) used ethnography to investigate Birth in 

Four Cultures, and I would further argue their inquiry was underscored by a feminist 

agenda to understand the birthing systems in Yucatan, Sweden, the Netherlands, and the 

United States.   
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However, ethnography requires prolonged, intense immersion in a culture of no 

less than one year. Although spending a year in each culture and in each neonatal 

intensive care unit (NICU) would have been ideal for my dissertation’s study, it was not 

possible due to financial and time constraints. A full year in any NICU is unlikely 

because a NICUs inherent nature is a private and specialized acute and intensive care 

environment. I knew, though, that CI uses the same data collection methods, although the 

immersive qualities vary, considerably. CI is a research methodology from technical 

communication, and CI involves issue co-exploration with the participant in the 

participant’s work environment.  

At this point, I should also announce several methodological assumptions that 

have informed and guided my study. The first assumption is that qualitative researchers 

can use research methodologies to promote feminist research agendas. A feminist 

research agenda is rooted in ethics and consent, and it ensures that participants are 

informed and are listened to during their participation—fostering the participant’s 

agency.  

The second methodological assumption is that informed consent, on paper, is not 

the same as informed consent in practice. Informed consent in practice is agency; it is the 

participant’s ability to make microwithdrawals and microengagements during their 

participation. Before defining and discussing microwithdrawals and microengagements, 

an explanation of the process for gaining bureaucratic approvals for researching with 

human participants should be provided.  

Before research with human participants begins, there are several steps a 

researcher must complete before gaining legal and ethical clearance to proceed. Since 



Texas Tech University, Kristin Bivens, May 2015 

81 

access to one of my research sites extended beyond the borders of Texas and the United 

States, I also had to engage with the human research participant governing bodies in both 

Denmark—the Danish Data Protection Agency (DPA)—and in Sweden—the Swedish 

Central Ethics Review Board (CEPN). The process entailed gaining permissions at the 

unit (NICU) and hospital administration-levels, as well as from the Danish DPA. As I 

wrote earlier, I did not ultimately pursue Swedish CEPN approval, but I did engage the 

CEPN at several points to determine that it would not be feasible to conduct research in 

Sweden. Once I had gained the requisite approvals and my research design and protocol 

had been both reviewed and approved, I was able to begin my field research at two sites: 

one in Denmark and one in the United States.  

My field research at the Rigshospitalet’s NICU in Copenhagen was typical (and 

ideal) for the first two observation-interview days—I observed two nurses, two moms, 

and three babies, as well as interviewed two moms and one nurse. These two days went 

quite smoothly. On the third day, as I noted in theoretical memo #3, I experienced an 

overt withdrawal of consent due to a particular situation. It is this withdrawal that I will 

relay, as it directly impacted the notion of microwithdrawals of consent during my field 

research on this day.  

Cora, the mother of two twins I observed on the third day, had been in the 

Neonatalklinikken for about a month; it is policy that premature babies are not allowed to 

be held for extended periods of time until they weigh 1 kilogram or 2.2 pounds. On this 

day, one of the twins reached 1 kilogram, so Cora was able to hold her son through skin-

to-skin contact, which is also known as kangaroo or k-care in the United States and 

Sweden. Cora had verbally consented when I spoke to her about the study, and she also 
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consented when she signed the IRB-approved and DPA-exempted consent form. Prior to 

my field research starting, my contact, Janne, at the hospital distributed recruiting 

materials to the participants, which included the informed consent, as well as my full 

proposal. Once Cora’s son reached 1 kilogram, though, she was allowed to participate in 

skin-to-skin contact with him.  

The two nurses assisted Cora as they laid her diapered son on her chest. As I 

understood it, this was the first time Cora was able to have skin-to-skin contact with her 

son since he had just reached 1 kilogram in weight. It was quiet in the room while the two 

nurses, both women, transferred Cora’s son to her chest as Cora laid on her bed in the 

room; it was very quiet, silent in fact. The nurses were attentive while being supportive of 

both the baby and Cora during the process, which lasted almost an hour.  

I remarked earlier about my methodological assumption that contextual inquiry 

(CI) could be utilized as a feminist methodology in the field, although before my study, I 

was not sure if this would be possible.  I was not sure whether or not my use of CI in a 

hospital setting would or could be invoked as a feminist methodology. I understood how 

CI could be utilized in a workplace setting because I had used it to study an 

environmental engineer’s writing process; I did not know, originally, how or if it could or 

would transfer to a hospital setting, although, theoretically, it’s a fit for how I think 

healthcare research should be approached—by listening, rhetorically to what is said and 

what is not said.  

Previously, I discussed Ratcliffe’s (2006) concept of rhetorical listening as a code 

of cross cultural conduct, as well as a stance of openness that a feminist researcher can 

take. In Rhetorical Listening, she argues for an awareness of differences—or points of 
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disagreement—not just repeating and reifying a rhetoric of sameness, which does not 

value, to my mind, points of departure and difference. Rhetorical listening informs the 

third methodological assumption: rhetorical listening is a means for the researcher to not 

only participate in another culture; it is also a way for the researcher to note 

microwithdrawals during their participation; rhetorical listening is the key to awareness.  

After about an hour, during my observation of Cora and the communication with 

her nurses, the nurses were satisfied that the baby was tolerating the skin-to-skin contact, 

and they left mom’s bedside and passed by me. As the second nurse passed, though, she 

stopped by me, lowered her voice, and said, “mom says you can stay and observe, but she 

does not want to be interviewed.” I shook my head as an acknowledgement that mom 

had, through her nurse, explicitly withdrew her consent to be interviewed. Of course, I 

knew any participant at any time could withdraw their consent, and I was prepared for it, 

I thought, until it happened.  

It was very quiet in the room, and when I glanced toward Cora, she had her eyes 

closed and appeared to be sleeping while her son slept on her chest. It was after a few 

more minutes that I decide that I should go—I felt like I was intruding on a special 

moment between Cora and her child; in fact, in retrospect, I know I was intruding. NICUs 

are special and specialized spaces, as well as sensitive ones. I had been previously 

frustrated when an IRB reviewer wanted to know the exact number of participants I 

would interview in the NICU in Copenhagen. I was frustrated because I knew babies’ 

conditions can change so quickly in a NICU setting. A heart rate can go up and blood 

pressure can go down, and I need to be invisible. I may not be able to help in those 

instances, but I sure do not want to interfere or hurt in them either.  
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Essentially, navigating my concerns and knowing things can change so quickly 

did not prepare me for when they did—even though I thought I was prepared. Cora, as I 

saw it, used her agency to overtly withdraw her consent to be interviewed, but after I had 

left the hospital that day, bike-less as I had a flat tire that was being repaired at a bike 

shop that day, I started to wonder why I left feeling so unsettled, so intrusive, so awkward 

about the research experience with Cora that day. I was able to write about my reaction in 

a theoretical memo. However, it was not until months later, while further considering 

Ratcliffe’s ideas about rhetorical listening as a code of cross cultural conduct and 

reviewing theoretical memo #3, that I realized that Cora had re-negotiated her consent 

during my time observing, and perhaps my other research participants had done the same, 

but not so overtly.  The idea of microwithdrawals is the participant enacting agency 

during the research process, and it’s not necessarily overt.  

I concluded that the reason why I felt so obtrusive and awkward was because 

Cora had not only explicitly withdrew her consent to be interviewed, but she had also re-

negotiated her consent to be observed through a microwithdrawal. I found that by 

listening rhetorically—taking a stance of openness that informed consent is an ongoing 

process—I was in tune with the microwithdrawal of consent when Cora clarified that I 

could still observe, but she did not want to be interviewed. By taking a stance of openness 

that informed consent is an ongoing process that is negotiated not just on paper to fulfill 

legal requirements, I was able to feel comfortable that I was respectful to what I heard.  

Since that time, though, it has occurred to me that, perhaps, I could have stayed 

and observed; however, the nurses left the room; the baby was sleeping, as was Cora. It 

seemed the most appropriate course of action, although I will never be certain if it was; I 
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am comfortable with my decision, and I am comfortable with my behavior as a feminist 

researcher in the field.  

When we withdraw consent to participate in a survey or questionnaire, even after 

we have started it, we might just close the screen or throw away the survey—the 

participant is in control of this situation, as there typically is not a researcher next to them 

when it happens. But in the field, it’s different. Rhetorically listening, as a code of cross 

cultural conduct and a method to enact as a field researcher, which may mean being in an 

environment or workplace culture different from one that you identify with, may indicate 

how we should behave responsibly without disenfranchising our participants.  

The fourth methodological assumption is then: contextual inquiry requires 

participant buy-in and consent. Contextual inquiry positions the participant as the expert 

and the researcher as the learner. The issues and ideas are co-explored, and there is space 

to negotiate consent to the process. In practice in the field, yes, contextual inquiry can be 

used as a feminist methodology and strategy to acquire data, and the “yes” is contingent 

on listening rhetorically to ensure that informed, full, and consistent consent is offered by 

the participant. My research agenda, wherever the research site is, cannot be ethically 

promoted without an assurance of my participants’ willingness to remain involved. And 

this, I think, is problematized in web-based or electronic research on the Internet on pages 

and sites where content can easily be found by a simple Google search, meaning one does 

not have to log into a site to see participants’ comments about a topic.  

The technical and healthcare communication literature has been involved in this 

discussion, too. Barton (2008) used linguistic discourse analysis to examine interactions 

between biomedical and behavioral research studies’ recruiters and potential participants. 
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Ultimately, she suggested that the binary between a principle-based ethics of rights and 

the context-based ethics of care is falsely appropriated.  She proposed a complex and 

problematized emergent ethical research situation when viewed within these frameworks; 

and Barton offered the rhetorical skills of compositionists and rhetoricians as uniquely 

situated to contribute to an understanding of biomedical research participant recruitment 

and the role of persuasion in such recruitments.  Although Barton focused on recruitment, 

it follows that retaining participants could be a logical way to continue their discussion.  

Focusing on representation, informed consent, and copyright and fair use, McKee 

(2008) positioned her piece within the context of the emergence of the complexities of 

researching using digital media to study writers and their practices and the ensuing and 

problematized ethical and legal issues encountered during the research process.  McKee 

contended that “every methods-based decision [in writing studies research] is also an 

ethical decision” (p. 105); I agree.  Notably indicated is the importance to reflect upon the 

impact of research and the various multi-modal convergences that the writing studies 

researcher encounters today, not just in “planning and conducting research, but also when 

writing up our research reports” (p. 119).  As rhetoricians and writing studies scholars, 

are we informing our participants in open-Internet research? How do we account for their 

intention when they post on a disease-specific website? For example, what considerations 

do we need to discuss and engage with if we are to use the Internet, where we know 

information is open to anyone who can find it, as ethical researchers?  

Ethics does enter the technical communication literature in the informed consent 

in digital writing context. McKee and Porter (2008) offered a continuation of McKee’s 

(2008) piece by advocating for a rhetorical approach to digital writing research framed by 
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rhetorical theory and casuistic ethics.  This frame can aid digital writing researchers in 

attempts to examine their research designs and their associations with those whose digital 

writing they study, thus making ethically-informed decisions regarding their digital 

writing research.  Specifically, they recommended consulting people inside and outside 

the field, as well as people being studied when undertaking digital writing research, as 

well as the use of an IRB decision tree and casuistry to decide “right” conduct when 

involved in digital writing research.   

Hand in hand with the two previous works, McKee and Porter (2010) advised 

technical communicators about the dynamic nature and ethicality of conducting global 

Internet research with specific regard to not only ethics, but the potential legal and 

regulatory ramifications involved, too.  The cross-cultural and cross-national natures of 

technical communication Internet research are highlighted by the authors in an attempt to 

bring attention to “issues that technical communicators doing Internet-based global 

research are likely to encounter” (p. 284).  McKee and Porter suggested that an awareness 

of the breadth of laws, regulations, and practices that technical communicators may 

encounter is beneficial for making ethically-informed and -considered research decisions, 

thus “pay[ing] attention to the particularities of communication venues and contexts we 

seek to research” (p. 287).   

What can an application of microwithdrawals of consent add to the discussion? 

Probably, not much, but when viewed, in tandem, with microengagements of consent, it 

may mean that you ca not have one without the other. Without engagement, there cannot 

be withdrawal; thus, a guideline emerges for consent: no engagement in the research is 

possible, on the open Internet, so no withdrawal can occur; thus, no informed consent is 
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possible. Even with IRB approval, researchers should be aware of the continuous nature 

and practice of participants providing consent—it is our ethical duty, and we are remiss 

and erroneous in thinking that it is a one and done mentality: consent is constantly 

negotiated and garnered.  

Research Questions and Contextual Inquiry 

Using constant negotiation as an approach to the informed consent process made 

me constantly and consistently evaluate how I was using my data, too. Using my research 

questions as a guide, I went through my field notes and interview transcripts line-by-line, 

looking for answers to my research questions—the codes that would be the foundation 

for my dissertation study. I used colored highlighters to open code information from my 

field notes and interview transcripts where I thought answers to my questions emerged, 

and I wrote synthesizing notes in the margins of some of these pages. For research 

question #1-4, I reported the answers to my research question, which are discussed in 

their respective country-specific chapters.  

It was at this time that I noted the taxonomy or hierarchy of my research 

questions, as you can see in Table 3.4. I logically divided my research questions into 

three categories: primary, secondary, and tertiary. The primary research questions asked 

my field notes and interview transcripts to report and answer (grounded theory’s open 

coding); the secondary research questions asked my field notes and interview transcripts 

and me to apply through synthesizing (moving from grounded theory’s open coding into 

axial coding); and the tertiary research questions asked my field notes and interview 

transcripts to theorize based on my reporting and synthesizing/applying.  
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What this helped me do was see how I would use my data in making a bigger, 

more logical argument, thus using grounded theory effectively. After I completed open 

coding, I articulated what I had “figured out” based on the data I had collected using both 

theoretical memos (Appendices D and E, memos #1-#3) and, eventually, advanced 

memos (Appendices D and E, memo #4). In advanced memos, according to Charmaz, a 

researcher should trace, describe, identify, tell, place, and compare. Table 3.5 explains 

more thoroughly.  

Table 3.5 Charmaz’s suggestions for writing an Advanced Theoretical Memo (ATM). 

Writing an Advanced Memo (Charmaz, 2012, p. 81) 

Trace and categorize data subsumed by your topic.  

Describe how your category emerges and changes.  

Identify the beliefs and assumptions that support it.  

Tell what the topic looks and feels like from various vantage points.  

Place it within an argument.  

Make comparisons to 

compare different people  compare categories in the data with other 
categories for fit 

compare data from the same individuals with 
themselves at different points in time  

compare subcategories with general categories 
for fit  

compare concepts or conceptual categories 
compare the entire analysis with existing 
literature or the ruling ideas in the a field 

refine the consequences of your analysis.   
 

By re-examining my research questions, I was able to see how they related to 

grounded theory; I built my research questions to mirror the building of theory in 

grounded theory (Table 3.6). First, I analyzed how each research question functioned in 

my research—for example, to help with data gathering, analyzing, or comparing. Second, 

after I identified the function, I was able to place my research questions in a hierarchy, 

further noting how the research question functioned in grounded theory’s process of 

theory building, too. And third, then, I was able to see the result from each research 
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question as a deliverable: a chapter. Constructing research questions with the same intent 

(to build as theory emerges) is not only smart, but it is an area of further exploration. 

Table 3.6 Taxonomy of Research Questions 

My Research Questions Grounded Theory 

Taxonomy 

RQs #1-4 (and sub questions) 

RQ #1: How is information communicated to those who are legally 

responsible for these neonates, like parents, grandparents, social workers, 

and/or foster parents, in NICUs (biological parents may not be the only 

individuals who are legally responsible for a neonate)? Who 

communicates this information? What information is communicated? 

And when is this information communicated?  

RQ #2: How does the use of medical terminology affect communicative 

exchanges and interventions at each at the three research sites? 

RQ #3: What kinds of questions do caregivers ask? What kinds of 

information do caregivers seek? Who do caregivers seek answers from? 

Where and when do caregivers seek information? How do caregivers 
perceive the answers they receive?  

RQ #4: What role do gestures and non-verbal communication play in 

these communicative exchanges and interventions? How do these 

gestures complement or supplement verbal and/or written 

communication? How do caregivers respond to gestures? 

Primary: Reporting 

(analysis after data 

gathering) 

Appendices A and B: 

Advanced Theoretical 

Memos #4 

 

RQs #5-6 (and sub questions) 

RQ #5: How do these three NICU case studies compare and contrast? 

How is information communicated? Who communicates the information? 

What information is communicated? When is information 

communicated? And where is information communicated?  

RQ #6: How do similar communicative exchanges and interventions, 

including gestures, compare and contrast across the three research sites?  

Secondary: Applying 

(discussion after all 

analysis) 

Chapter 4: Denmark, 

Chapter 5: Sweden; and 

Chapter 6: United States 

RQ #7 

RQ #7: How does the national culture of each site influence 

communicative exchanges and interventions within each culture? What 

role does culture play in communication in these NICUs? How does 

culture affect what, when, and where information is communicated at 

these three NICU sites? 

Tertiary: Theorizing 

(discussion after 

comparing) 

Chapter 7: All Site 
Discussion 

Constructing research questions with the same intent (to build as theory emerges) 

is not only smart, but it is an area of further exploration. In methods courses in technical 

communication, for example, we learn that the research questions determine the choice of 

methodology. I argue in this section that the research questions should not only indicate 
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the most appropriate methodological choice, but they should also reflect the theoretical 

framework. In the case of my dissertation’s study, grounded theory and CI are the 

methodologies. Grounded theory is both a methodology and a theoretical framework—

grounded theory is an epistemology and understanding the assumptions, as discussed 

earlier in this chapter, is essential for using the methodology and theoretical framework 

most appropriately and effectively.   

In the next chapter, the results of using both CI and grounded theory as I have 

explained here are seen in examinations and answers to my study’s research questions. 

My study involves research in the field in Denmark and the United States, as well as 

constructing a cultural logic from public documents and my experiences in Sweden. 

Next, we pan out to look at Copenhagen, Denmark before focusing on the particulars and 

results of my field research in the Rigshospitalet’s Neonatalklinikken.   
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Chapter 4  

Denmark 

Lytte til Danmark: Listening to Denmark 

The main theme of this chapter is “hospital way.  In order to most effectively 

situate this theme, and before delving into my research study, it seems warranted to 

introduce Copenhagen and Denmark as I have known them, including my insights on 

various aspects of Danish culture and life in Copenhagen, in general—the aim is to 

provide a big-picture view of Danish society where the hospital is located.  

As you read in chapter 2, one of the codes of effective cross-cultural 

communication is rhetorical listening, which is steeped not only in listening, but also in 

observation. Eavesdropping peppered with observations comprise the characterization of 

this field research site, both the actual site—the University of Copenhagen’s (KU) 

Rigshospitalet’s Neonatalklinikken (NICU)—and the country where the field site is 

situated—Denmark. I begin by offering a broader view of Copenhagen, then zoom in to 

focus on facets of Danish culture.  

Denmark is part of Scandinavia, which includes the countries of Denmark, 

Finland, Iceland, Norway, and Sweden. The Scandinavian countries are geographically 

part of northern Europe; and they share a common Germanic ancestry and language 

similarities. The country of Denmark is actually a group of 391 islands. The Kingdom of 

Denmark currently includes Greenland and the Faroe Islands. The United Nations’ 

Human Development Report 2013(the overall well-being standard) ranks Denmark very 

highly at fifteenth in the world (p. 143). Whereas the Central Intelligence Agency (CIA) 
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provides superficial information about Denmark and its inhabitants on their World 

Factbook page for the country, the U.S. popular press has consistently adorned Denmark 

as one of the most desirable places to live in the world, calling Danes, regularly, some of 

the happiest and most prosperous people on earth. The Huffington Post, for example, in 

2013 released an article, “Denmark is Considered the Happiest Country. You’ll Never 

Guess Why,” while the UN’s World Happiness Report in 2012 and 2013 named Danes as 

the happiest people on earth. The majority of the Danish population lives (and bikes) in 

the Copenhagen metropolitan area. All five Scandinavian countries fall within the top ten 

for happiest countries, according to the UN’s World Happiness Report (2013).  

Countrous Københavns : Countours of Copenhagen 

And based on my experiences in Copenhagen, it is easy for me to understand why 

Danes and those who live in Denmark are so happy. Before I first entered Copenhagen 

University’s (KU) Rigshospitalet, I had spent over a month enjoying life in Scandinavia, 

including a few weeks in Sweden and a short trip to Norway. In the summer months of 

2013, the streets were filled with bikers and the parks were full of picnickers. On most 

days, the sun was shining, which most locals stated was uncharacteristic. In fact, the 

Danish government reported in the Statistical Yearbook 2013: 

The Danish weather is known for being variable. It is a fact that it rains or snows 

every second day in Denmark, since a year has an average of 171 days of 

precipitation.  

Denmark is a country where the total hours of sunshine a year gives occasion to 

enjoy the sun while it is out. There is an average of four hours of sunshine a day, 

naturally primarily during the spring and summertime. From May to August, there 

are more than six hours of sunshine a day.” (2013, p. 450) 
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I worked and wrote from a café in the trendy neighborhood of Nørrebro, which 

provided an interesting mix of young university-aged hipsters, a multitude of 

backpackers, and immigrants from places like Morocco. The place where I lived, on 

Rantzausgade Street, runs parallel to Assistens Cemetery where famous Danes like Hans 

Christian Andersen, Søren Kierkegård, and Niels Bohr are buried. Due to the sunny 

weather during the mild Scandinavian summers of 2013 and 2014, I enjoyed picnics in 

the park adjacent to Assistens cemetery. I rode a bike, and on most days, while I sat in the 

café, I worked in silence with only the café’s music, usually Leonard Cohen, Bob Dylan, 

Nina Simone, or an array of 1960s music that were moderately familiar to me, in the 

background.   

My living conditions in Copenhagen (or in Danish, København) were quite 

different from what I had become accustomed to living in what the U.S. popular press has 

named as one of most stressful cities in the United States: Chicago (The Huffington Post 

and CNN.com, among others). In Chicago, I commute, by car or el train 30 minutes each 

way, four days a week; I teach a four-four load at an urban community college that has 

open admissions. I live in the “safest neighborhood” in Chicago; however, I use a loudly 

ticking rape clock that dictates my daily activities. A rape clock is what women use to 

inform their daily activities. For example, if I run outside, I will only do so during 

daylight hours; and I will never take the trash out to the back alley after it is dark. A rape 

clock indicates a continual awareness of violence against women. I have experienced 

several marked incidents of contrapower harassment of which two have involved the 

Chicago Police for threats made against my well-being by, at the time, current students. If 

it appears that I subscribe to Copenhagen and Denmark as a happier place or safer place 
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to live than Chicago, it is because I think, on most days, it is. My experience in 

Copenhagen has been very positive, and it has only reinforced my impression as 

Denmark as a safe place to live and Danes as a, generally, happy people. Of course, there 

are exceptions, and I am careful not to idealize or generalize my experience; however, I 

have enjoyed the time I have spent in Copenhagen, as I have drawn from my experience 

living in the United States to compare and juxtapose the two countries.  

I was able to work, almost, in total isolation, listening to conversations in Danish 

that I did not understand by people who were completely unfamiliar to me. The Danish 

language is seldom pronounced how it is written. This makes it a difficult language to 

learn—the phonology is considerably complex. And my attempts to speak Danish have 

been regularly returned with smiles and responses in English. I was technically 

participating in Danish culture, but not in a profound way. Citizens of the United States 

are allowed to visit Denmark (or any combination of the countries that comprise the 

Schengen zone in the European Union, including Sweden) for a maximum of 90 days out 

of six months without a VISA or residence permit. Since there is a time constraint on my 

time in Scandinavia, I will not have the opportunities, like other researchers, to use 

ethnography as a research methodology.  And ethnography requires immersion. It is the 

most time intensive and immersive field methodology—it demands an extended and 

extensive investment from the researcher and participants, alike.  

Although I have spent a significant amount of time in Denmark both during the 

summer of 2013 and on subsequent visits to Denmark in 2014, I have continued to be 

impressed by the Danes and Copenhagen. In a city of a little over half a million people, 

about 50% of that population use bikes as their primary mode of transportation. In fact, 
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by some estimates, there are more bikes than people in Copenhagen. I have seen women 

in cocktail dresses and heels on a summer night biking to their destinations; routinely, 

every morning, parents transport their children in child seats on their cargo bikes to 

school or elsewhere.  

And the city is set up for bikers. Adjacent to almost every major street are the 390 

kilometers (242 miles) of bike lanes and traffic lights for bicyclists throughout the capital 

city of Copenhagen, according to Denmark’s official website. In fact, the website reports 

that 63% of Danish parliamentarian politicians bike to work in the center of Copenhagen.  

With so many bikes, there are plenty of bike shops to service bikes. I have 

become increasingly familiar with one particular bike shop, as I have had flat tires fixed, 

legally-required lights affixed, and other general maintenance. In fact, the morning of the 

final field site visit to the Rigshospitalet NICU, I discovered my back tire was flat. This is 

a common occurrence, as I have had plans changed several times with others due to flat 

tires—it’s part of the culture.   

Dansk Mad: Danish Food 

And for each bike shop, there is a nearby kebab shop, too. Michelin-rated 

restaurants populate the culinary landscape of Copenhagen.  Cuisine is of particular note 

when it comes to Danish culture. When I first came to Denmark, I poked around the 

Internet to learn more about Denmark, and I found this Scandinavian proverb: 

Norwegians eat to live; Swedes eat to drink; and Danes live to eat.   

And this comes at a steep price: living to eat. Eating out is quite expensive, in my 

experience here. The servers in restaurants do not work for tips, and rarely have I seen a 

http://denmark.dk/en/green-living/bicycle-culture/copenhageners-love-their-bikes/
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server receive a tip, although it’s not completely uncommon, especially by tourists. 

Servers, like other workers in that industry, earn a living wage and are not dependent on 

tips as their wage, so the food comes a slightly higher cost, although there are other 

contributing factors, too. One of the most popular Danish dishes is smørrebrød, which is 

dense, buttered bread, usually rye, topped with lever postej (pâté) and beets, or cold cuts 

and cornichons—it’s an open faced sandwich, typically eaten with a knife and fork and 

the toppings are limitless.  

Dansk Køkken: Danish Kitchens 

The steep prices for dining out keep some Danes eating at home. The Danish are 

known for design, whether it’s Scandinavian design or a Scandinavian aesthetic, form, 

function, and intent are taken seriously and are consciously applied. When I first told a 

friend I would be researching in Denmark, he suggested I go to a Danish Kitchen store.  I 

did, and it was clean and crisp and not unlike a kitchen layout in an IKEA catalogue. At 

the very least, it was modern and impressive.  

In “The Kitchen: An Architectural Mirror of Everyday Life and Societal 

Development,” Bech-Danielsen (2012)— a Danish scholar—argued about the history and 

function of Danish kitchens, “Today the kitchen has become the central space in many 

dwellings, but as the dwelling is increasingly being rendered representative value, 

modern kitchens are designed with emphasis on their aesthetic appearance” (p. 457). The 

role of the kitchen in Danish society is worthy of note.  

The kitchen is the central space, as noted above, in the Danish home. Throughout 

casual conversations with nurses at the Rigshospitalet NICU, I have found that their goal 
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in their Neonatalklinikken is to mimic the families’ home environments as much as 

possible, which includes making the kitchen (newly re-designed and remodeled in 

December 2013) accessible and welcoming to parents of infants in the NICU. I was told 

the purpose of making the kitchen available and useable for parents was in order to 

enable parents to eat their meals in the kitchen in the Neonatalklinikken, so they do not 

have to leave the ward to eat meals, and as Bech-Danielsen contended, kitchens are 

central to the Danish home, which in turn, suggests the importance of kitchens in Danish 

hospitals and prisons.   

Dansk Fængsler og Hospitaler: Danish Prisons and Hospitals 

Scandinavian design can be seen in the Danish prison system, too. In early 2014, 

while perusing BuzzFeed, I took a quiz called, “Scandinavian Prison or American 

Office?” Famously, Scandinavian prison systems intend to rehabilitate prisoners, which 

contribute to lower recidivism rates in comparison to the U.S. The design of the prisons is 

to support attempts to rehabilitate prisoners and replicate life outside prisons. Figure 4.1 

shows the design of a Danish prison. In “What Can the U.S. Learn from this Humane 

Danish Prison?” Lebarre (2010) described Danish prisons as:  

designed to feel like home (albeit a home with cameras everywhere). The New 

Statesman reported on one facility in Funen, a Danish island, in which inmates 

share small living units, grocery shop, and cook for themselves in communal 

kitchens; if they're married, they can shack up with their wives and young 

children in a designated wing. It's not as preposterous as it sounds: studies show 

that the more you replicate life outside prison, the lower your recidivism rates.  

http://www.newstatesman.com/200609040017
http://www.newstatesman.com/200609040017
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Figure 4.1 This Danish state prison design by C. F. Møller Architects includes “an 

administration building, an occupation building and a cultural centre [sic] with library, 

religious worship room, sports facilities and a shop” (Labarre, 2010). 

Prisoners’ rights have been a scholarly topic in the United States since Ward 

(1972) wrote about the Danish and Swedish prison systems. Open prison systems, as well 

as closed prisons, are part of the penal landscape in Scandinavian countries (Larson, 

2013). In Scandinavian countries, the prison systems are meant to be rehabilitative, not 

retributive. Larson reported:  

This is all possible because, throughout Scandinavia, criminal justice policy rarely 

enters political debate. Decisions about best practices are left to professionals in 

the field, who are often published criminologists and consult closely with 

academics. Sustaining the barrier between populist politics and results-based 

prison policy are media that don’t sensationalize crime—if they report it at all.  

Famously, humaneness is an integral component in Scandinavian prison design 

and prisoner treatment. In Denmark, the prison system is an open one. The Danish prison 

philosophy of incarceration has been described during an open lecture by Okkels Birk 

(2013), a criminologist at the Danish Institute for Study Abroad, as one where “You have 
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to imprison yourself. Here you actually have to be your own prison guard” (as cited in 

Tull, 2013). Tull, a student who attended the lecture, further reported about Okkels Birk’s 

lecture:  

Prisoners are not allowed to leave, but there is essentially nothing stopping them 

from simply walking away. If a prisoner does leave, Birk said, then the police will 

be notified and the prisoner will be retrieved. More important prisoners will be 

rounded up promptly, but less important ones might be allowed to wander in 

society for a few days before they are forced to return.  

Denmark prisons differ in their goals for inmate reform as well. The purpose of 

these prisons is not to make the inmates’ lives as miserable as possible. Instead, 

Danish prisons strive for the goal of normalization. The prisons are designed to 

closely resemble life on the outside, an idea Birk called “re-socialization.” 

Denmark’s open prison system, Okkels Birk pointed out, would not work in the United 

States, as the incidence and presence of violent crimes that occur in the United States are 

virtually non-existent in Denmark due to social welfare programs that cover the cost of 

higher education and provide a living stipend for all students, as well as free health care. 

The Danish prison system works for Denmark because it reflects the culture of Denmark, 

one where people typically trust the people they pass on the street. Larson (2013) in his 

The Atlantic article reported:  

Yet inside the four high-security prisons I’ve visited in Denmark, Norway, 

Sweden and Finland, common areas included table tennis, pool tables, steel darts, 

and aquariums. Prisoner art ornamented walls painted in mild greens and browns 

and blues. But the most profound difference is that correctional officers fill both 

rehabilitative and security roles. Each prisoner has a “contact officer” who 

monitors and helps advance progress toward return to the world outside—a 

practice introduced to help officers avoid the damage experienced by performing 

purely punitive functions: stress, hypertension, alcoholism, suicide, and other job-

related hazards that today plague American corrections officers, who have an 

average life expectancy of 59.  
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It seems as though Danish culture is reflected in the prison system in Denmark. This 

comparison between prisons and hospitals may seem uncanny and unnecessary; however, 

in France, the birthplace of the contemporary hospital, Foucault noted in an interview 

(Droit, 1975) that prisons and hospitals share design, asking: “What is so astonishing 

about the fact that our prisons resemble our factories, schools, military bases, and 

hospitals-all of which in turn resemble prisons?” If we accept the assertion Foucault 

frames as a question, then what can we learn about our hospitals from our prisons? Is 

there a correlation between a country’s prison and hospital systems? Are there clues 

about Danish culture and society in their prison system and the philosophy informing that 

prison system?  

Danske Sundhedsvæsen: Danish Health Care 

In Denmark, the leading cause of hospitalizations for women is pregnancy-

related: birth and abortion (Statistics Denmark, 2013, p. 63). In fact, the Danish 

government reported in its 2013 statistically-driven yearbook that a total of 16,362 

women, aged 15-49 years old had hospital abortions in 2010, which accounts for some of 

the women hospitalized for pregnancy-related conditions, including birth; this number 

can further be quantified as 13/1,000 women who underwent abortions in 2010 (Statistics 

Denmark, 2013, p. 35). The legal and hospital-performed abortion rates are worth 

mentioning here, as it suggests pregnancies that result in births are wanted and may also 

suggest greater investment in the care of an infant.  

According to the Statistical Yearbook 2013, “All persons who live in Denmark 

are covered by the National Health Service and can therefore receive full or partial 

compensation for all expenses related to visits to a GP [General Practitioner], a specialist 
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doctor, . . . ” (2013, p. 64). And at least one parent spent on average, 265 days at home 

with a newborn in 2011 (p. 68); in Denmark there are childbirth benefits for parents 

where 265 days of parental childbirth paid leave are used among parents.  

Weaving Foucault’s rhetorical question from above into the framework, does 

Danish healthcare philosophy account for the design of this hospital? The design of the 

NICU rooms is intended to foster family-centered care. Basically, a key component of 

Scandinavian, including Danish, design principles includes attention and application of 

intent. If the intent of the Danish prison system is rehabilitation, then the design and 

layout of the Danish prison system will reflect this. The intent of the Rigshospitalet’s 

NICU is to foster family-centered care and practices, including involving parents as much 

as medically possible based on their baby’s condition.  

The current design, or re-design, of this NICU was influenced greatly by some 

parents whose babies were once patients in this NICU. Beck, Weis, Greisen, Andersen, 

and Zoffman (2009) studied the physical layout of the NICU, which was described as: 

The ward hous[ing] four to seven infants in a room 25m2 in size that was closed 

off on three sides. The exposed side of the room opened out to the personnel’s 

work area. It was only possible for parents to sit in armchairs next to their 

respective infants. (p. 89) 

Using focus groups to assess three design layouts, these researchers discovered that the 

parents mentioned above preferred the smaller rooms with parent beds next to the 

incubator or crib. The focus groups also revealed that parents’ attitudes reflected more 

family-centered care in the parent and baby beds side-by-side design. This meant that the 

parents were more involved in their baby’s care.  
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I witnessed this layout firsthand during my preliminary visit to the 

Rigshospitalet’s NICU; and I was able to take a photo during the course of my research 

(see Figure 4.2). I was surprised to see adult beds next to incubators and cribs; however, 

Ragnhild furnished me with the Beck, Weis, Greisen, Andersen, and Zoffmann article 

before our three-hour meeting ended. Not only was Ragnhild clearly proud of the family-

centered care re-design of their NICU, she was also prepared to provide evidence of the 

layout’s efficacy with the Journal of Neonatal Nursing article by Beck, Weis, Greisen, 

Andersen, and Zoffmann from 2009. Empirical and evidence-driven design solutions 

appear to be a part of the Rigshospitalet’s NICU’s culture. The layout of the room and 

nursery can be seen in Figure 4.3.  

 

Figure 4.2 The baby’s incubator is on the left; the parent bed is on the right. 
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Figure 4.3 The layout of the open-bay design of the room and nursery in the 

Neonatalklinikken. 

Sygepleje i Danmark: Nursing in Denmark 

In Denmark, where trade unions are strong and include around 20% (1,095,420) 

of the total population (Statistics Denmark, 2014, p. 213), the Dansk Sygeplejeråd (DSR), 

also known as the Danish Nurses’ Organization (DNO) in English, includes 53,181 

members; and of that number, 51,402 are women, according to the Statistical Yearbook 

2013 (p. 213). The DNO reported that those numbers include 87% of all Danish nurses. 

As you can see, even if the remaining 13% are men, women still serve as nurses in a far 

greater number than men. Even though biomedicine can be accurately characterized as 

patriarchal and paternalistic, it should be noted that in Denmark, according to trade union 

data as reported by the Danish government, the Danish Medical Association has 16,718 

members; and of that number, 8,682 are women. These spaces, as noted above, are 
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mostly comprised of women, and if we accept the trade union data, hospitals are 

dominated, gender-wise, by women in Denmark.  

KU’s Rigshospitalet’s NICU was the location of my first official foray into the 

world of international field research, and it was in an international setting in a foreign 

hospital. Wisely, I think, I felt intimidated and nervous. I knew I would not be able to 

merely walk into the KU Hospital and ask permission to research there. It would be a 

little more complicated and time intensive than that. Although I was becoming more and 

more familiar with aspects of Danish culture written above, and I understood the human 

participant protections and their respective governing bodies I would need to gain 

approvals from, I was unsure how to navigate the emotional implications of the research I 

was proposing to conduct.   

Asking Permission and Access 

Discussions in TCR literature regarding ethics have covered the ethical 

recruitment of biomedical research participants (Barton, 2008), informed consent 

(McKee, 2008), and international Internet research (McKee and Porter, 2010), which are 

all very useful at various stages of research with human participants. A step before 

conducting ethical research, though, can reasonably be identified as the researcher 

establishing ethos, which is a prerequisite to accessing any research site, and especially a 

privileged, sensitive, and private healthcare field site, international or otherwise. Briefly, 

now, I would like to relay a narrative of how ethos has played into accessing the field site 

at the Rigshospitalet in Copenhagen, which was not only a logistical, but an emotional 

challenge.  
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The TCR literature I surveyed did not address accessing international field sites in 

a useful way. I did find a passage in Jordan and Davis-Floyd’s (1993) monograph 

helpful; and it is worth contextualizing and quoting here. In this excerpt, Jordan discussed 

the emotional implications of gaining access to international field sites. The one she 

referenced here is Yucatan and her contact there, the midwife Doña Juana:  

. . . I wonder why I was so apprehensive about meeting with Doña Juana. First of 

all, I think, it had little to do with her but everything to do with my circumstances. 

I found myself in a situation where I had little control, a situation exacerbated by 

the fact that I knew that my ability to make sense was severely impaired. As I 

thought about the impending encounter, I felt that I would be operating from a 

position of powerlessness in which she held all the cards and I none. I wanted 

something from her that was extremely important to me, but I had nothing to offer 

in return. Furthermore, I didn’t know what the local rules were for making such a 

request, nor did I know how to handle a potential denial. (pp. 96-97) 

When I read this passage, I immediately recognized how I had felt while exchanging e-

mail with my contact in the Copenhagen NICU, Ragnhild, as well as when we did 

eventually meet. I would argue Jordan doubted her representation as a trustworthy 

person, outside her culture, while attempting to gain entry to an international field 

research site—she doubted the manifestation of her ethos just as I did.  

Inde i Rigshospitalet: Inside the Rigshospitalet 

Prior to beginning the research process, my beliefs about Danish culture were 

partially shaped by a personal experience with a friend, Elsa. During the first summer I 

spent in Copenhagen, I met a woman, Elsa. Elsa and I were introduced via Skype by a 

mutual friend. We became friends, and toward the end of my time in Copenhagen in 

2013, sitting on the beach in Charlottenlund, just north of the city on the Baltic Sea, Elsa 

confided in me that she was soon to start treatment for a recent diagnosis of cancer. Her 

treatment would include chemotherapy, radiation, and two surgeries. In March 2014, Elsa 
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asked me to accompany her to appointments at the Rigshospitalet oncology ward. I did, 

twice. The first appointment was the day before her second surgery to have a gland 

removed. The second appointment was to find out if the gland contained cancerous cells.  

My intent, with Elsa’s permission, is not to betray her confidences as a friend, but 

to remark on what I noticed as a friend helping a friend at the same hospital where I 

conducted my field research. Elsa had become acquainted with the Rigshospitalet in the 

previous eight months due to her treatments and appointments.  I was there to support 

her, so I was led from appointment to appointment throughout the halls and wards of the 

hospital, guided by a current patient and my friend.  

As Elsa’s support person, we met with several nurses, an oncologist, a surgeon, an 

anesthesiologist, and a phlebotomist. During the pre-surgery visit, there were meetings 

with those physicians and other medical staff that would be integral in her treatment and 

care the days following surgery. The visit with the anesthesiologist was the most 

interesting, although all of the medical visits provided further evidence of the presence of 

gestures or “spontaneous body movements that accompany speech” while 

communicating medical information (Loehr, 2004, p. 7).   

Later I return to some observations about these gestures, including the 

significance of gestures in what linguists have called a “low-contact culture”—using 

gestures is significant in these healthcare communicative exchanges because gestures 

typically are not used.  A low contact culture is one where physical contact is minimal 

and touching occurs minimally (and only in very specific circumstances). And gestures 

are culturally-specific, too, according to Efron (as cited in Loehr).  I argue, later, that not 

only is Denmark a low-contact culture, but Danes typically use gestures infrequently. If 
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you were deprived of the ability to hear, and you were dropped in the multicultural 

neighborhood where I have lived, Nørrebro, based on a general poverty of gestures, a 

person would not think, even on a hot day in the summer, that they were in Italy (or 

Greece) where more articulated gestures typically accompany speech.  

After parking and locking my bike outside entrance 2 of the Rigshospitalet, I met 

Elsa outside a bank of four elevators; we boarded an elevator and went up to the seventh 

floor: the Onkologisk Klinik (the oncology clinic or ward). We waited for about an hour 

before meeting with the first physician.  After the end of that session, we waited for about 

another hour, and met with the surgeon. Mostly, the day was spent waiting to meet with 

select and involved medical professionals. The discussions between Elsa and the medical 

and nursing staff were in Danish, although I was greeted in English, along with 

handshakes, every time.  In the interim, though, I noted that there was a small cafeteria 

for oncology patients on the seventh floor, as well as an art collection throughout the first 

floor of the hospital, including a scale-sized stuffed polar bear. There’s a library on the 

main floor of the hospital (Figures 4.4 and 4.5), and a non-denominational chapel 

(Figures 4.6 and 4.7), both pictured below. Although the architecture of the hospital 

seems, from the outside, uninspired (see Figures 4.8 and 4.9), the art and library provide a 

much different impression.  

And it is an emphasis on the person in the entirety of the Danish healthcare 

system—one component of a highly accepted and effective welfare system in Denmark. 

In April 2014, I helped my post-surgery friend, Elsa, pack for an extended trip abroad. 
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Figure 4.4 The Rigshospitalet’s library. 

 

Figure 4.5 The Rigshospitalet’s library. 

 

Figure 4.6 The Rigshospitalet’s non-

denominational chapel. 

 

Figure 4.7 The Rigshospitalet’s non-

denominational chapel. 

 

Figure 4.8 The outside of Rigshospitalet. 

 

Figure 4.9 The outside of Rigshospitalet. 
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While I was there, a person was there to clean her home since she has been sick and in 

treatment for cancer. The person washed dishes, mopped the floor, and took out the trash, 

among other chores that are difficult for a person who has cancer to complete. Who pays 

for this service? The Danish government (through taxes), as part of the nationalized 

healthcare system for citizens and legal residents of Denmark, does. Elsa never even sees 

a bill for this state-paid housework help.  

When a person, like Elsa, is diagnosed with a chronic or terminal illness (even in 

the short-term), they are assigned to a social worker who manages the care of the sick 

person. This social worker facilitates not only the person who will come to assist in 

household work, like described above, but also will recommend therapy sessions to 

manage the emotional and physical strains that illness, chronic or otherwise, are bound to 

bring with them. In Elsa’s case, she is able to choose from several state-paid therapists. 

Since Elsa has experienced some hormonal irregularities due to her treatment, she has 

sought the care of a therapist about a dozen times.  

The above examples of the state-funded housework helper, as well as the social 

worker and therapists, suggest that the individual—and that individual’s psychological 

and social needs—is integral to the design of the healthcare system in Denmark. Like all 

systems, though, this one is not perfect. I have lent my ear on several occasions to Elsa as 

she has vented about her frustrations with the Danish healthcare system. Most of her 

frustrations and complaints are centered on the timeliness of relaying information about 

her laboratory or other test results, as well as her perceptions of the inefficiencies with 

Danish healthcare, in general. To date, due to her frustrations with general practitioners 
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who manage her care, she has changed three times to my knowledge. It is easy to 

recognize that the individual is at the center of Danish healthcare design.  

As I discussed above, Scandinavian design is not only well-known for its 

simplicity and innovative implementation, but it is also guided by the user, and in this 

case, that’s the patient. The Rigshospitalet’s culture is one where the patient—the person 

seeking diagnosis, treatment, or care—and patient’s family are more visibly accounted 

for in the design. In short, I think the Rigshospitalet was and is designed with the patient 

as the user, not necessarily just the medical, nursing, and ancillary staff.  And architecture 

and architectural innovation is a matter of national pride in Denmark. In 2012, a proposed 

re-engineering of the Rigshospitalet was approved and should be completed in 2017, as 

noted on the hospital’s website: 

The future Rigshospitalet has been designated “World’s Best Hospital 

Architecture” at the 2012 World Architecture Festival in Singapore. 

Rigshospitalet’s ambition is to create a highly specialized university hospital with 

efficient workflows and attractive spaces. The building's zigzag form creates a 

compact architecture, allowing both ample daylighting and short transport 

distances. (http://www.architecturalengineering.dk/en/cases/rigshospitalet.aspx) 

From the description above, it’s readily apparent that although not explicitly stated, it is 

obvious that the patient (or user) is the center of the design. For example, the ample 

lighting and short transport distances are to benefit those who receive (and give) care at 

the Rigshospitalet.  One of the architects who worked on the design, Dan-Weibel, 

remarked, “The positive patient environment will support the treatment and contribute to 

shorter hospitalization. Moreover, the proximity of the different functions creates short 

distances for staff and thus optimizes the daily operations” (as cited in Rigshospitalet 

Hospital Expansion/3XN Architects).  
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The specialty within architecture that focuses on hospital and medical facility 

design is known as Health Care Architecture. Health Care Architecture may possess 

similarities with Medical Geography or the disciplinary idea that the physical location of 

a hospital or healthcare facility plays a role in health.  For example, a sanitarium in the 

woods by a river or a hospital’s emergency department on the first floor (and not the 10 th 

floor).  

Medical geography—which might be considered a border discipline to technical 

communication—acutely accounts for location in its scholarship. Medical geographers 

are well-versed in the importance of location, location, location. Scientists in the middle 

of the nineteenth century noted the important role that situation and location played in the 

eventual discovery and acceptance of germ theory.  As Chapter 2 explicitly suggests, 

location, physical and theoretical, are significant factors in disciplinary perspective. 

Medical geographers Meade and Emch (2010) pointed out an epistemological assumption 

of medical geography: “the way countries organized their healthcare systems had a major 

effect on the dimensions of health quality” (p. 13). To extend, I suggest that geography 

affects communication about health, too.  

In fact, Gesler (1992) used social theoretical frameworks to articulate the 

relationship between health and space. Gesler concluded in his piece:  

It revives a very strong human/environment tradition which some geographers 

fear the discipline is losing; it applies a renewed interest in humanistic cultural 

landscapes to health care; it demonstrates once again that the social and the 

special are intimately intertwined; and it shows how structure, agency, and time-

geography might all be brought together to study health care-seeking behavior in 

particular environments and places. (p. 744) 
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Smyth (2005) followed suite with Gesler’s investigation of therapeutic sites.  In 

her study, Smyth contemplated the importance of various therapeutic spaces “within 

which health is played out such as the institutions of health care, including hospitals and 

clinics, and other institutions that provide therapeutic functions” (p. 488).  In short, as 

rhetoricians know, space and place should be taken into account in any rhetorical 

situation, and as my analysis suggests, this is especially so in sites of healthcare 

communication.   

Inde i Neonatalklinikken: Inside the NICU 

I was instructed, when I arrived at entrance 5 of Copenhagen University’s 

Rigshospitalet, to take the elevator to the second floor and to ask for Ragnhild. The 

instructions were provided by Ragnhild. Ragnhild is a nurse and nursing PhD student at 

Lund University and the director of the Knowledge Centre for Breastfeeding Infants with 

Special Needs. After contacting Ragnhild via e-mail, she agreed to meet with me. I was 

extremely nervous; not only was I attempting to impress a researcher’s ethos upon 

someone who was only acquainted with me in brief e-mail exchanges, but I was also 

trying to gain access to a foreign research site.  

We sat in comfortable chairs in Ragnhild’s office, at her desk, on the second floor 

of Copenhagen University Rigshospitalet’s Neonatalklinikken (neonatal intensive care 

unit) for the first time in late July 2013. I was fresh from a three-week holiday on 

Sweden’s west coast, having enjoyed a piece of a mild summer which boasted of several 

consecutive weeks of temperatures in the mid-70s. Swedes told me this was unusually 

warm weather; no one complained, including Ragnhild who was fresh from a holiday, 
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too. Prior to our meeting, Ragnhild suggested a three-hour time slot so we could talk 

about our mutual research interests, as well as provide a tour of their excellent NICU.  

After exchanging pleasantries and offering hands with introductions, Ragnhild 

took me on a tour of their NICU. Maastrup and Greisen (2010) have described the NICU 

as a 36-bed unit; this NICU is a level III nursery; level III nurseries provide the most 

advanced care and treat the tiniest and most premature neonates. They have 2- and 5-bed 

rooms; in fact, the 2-bed rooms include a bed for a parent right beside their baby’s 

incubator or crib (see Figures 4.2 and 4.3). And in the 5-bed rooms, there are two parent 

beds placed directly beside the babies’ incubators or cribs.  

While Ragnhild led my tour of the NICU in Copenhagen, she also pointed out that 

their NICU included a family kitchen where parents of the neonates could congregate and 

cook. The kitchen provides a space where parents can prepare uncomplicated meals for 

themselves, while at the same time staying in close proximity to their babies. I was 

impressed, and I said as much to Ragnhild during this visit.  

Months later, during an interview with one of the moms, she noted that the 

kitchen I saw on the tour with Ragnhild had been remodeled in December 2013.  In fact, 

the Neonatalklinikken does not just have one kitchen, but there is a second for 

employees, too. I discovered this when I interviewed a nurse during my field work in the 

employee kitchen, which features snacks and coffee (and a dishwasher for dirty dishes).   

During my three-hour meeting with Ragnhild, I asked her about the parents she 

usually sees in the NICU, drawing upon my experience working in a NICU in central 

Illinois while an undergraduate. I had asked about the role of the government and social 
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services for unwanted babies or babies that would be adopted or babies for whom the 

parents were unfit to care for them. Ragnhild stated that since abortion is legal in 

Denmark, there are very few unwanted pregnancies.  

Also, we spoke about the different kinds of Danish foods I had eaten during this 

initial visit. We also talked about the difficulty I was having learning any Danish due to 

the nature of the language and the propensity of Danes to respond to my Danish attempts 

in English. In Denmark, according to the EU Commission, over 85% of residents speak 

English (2006, p. 13), and it has been my experience that most speak very good, fluent 

English, which was the case for Ragnhild during our three-hour conversation.  

Our conversation at Rigshospitalet included discussion of the seedlings of the 

proposal that would eventually lead to this study, and Ragnhild’s intellectual generosity 

contributed to my acquisition of numerous documents that are available to parents, as 

well as articles written about studies conducted by nurses working in this unit. In sum, I 

was able to acquire the textual artifacts for future research.  Over the course of three 

hours, I was able to establish a burgeoning relationship with Ragnhild who eventually put 

me in contact with the NICU nurse manager, Janne Weis.  

Janne became my contact at the Rigshospitalet NICU, and even after my research 

ended, we have stayed in touch. As a nurse and recent PhD, she studies communication in 

NICUs too--specifically, she studies Guided Family-Centered Care (GFCC) to support 

parents and overcome barriers in the care of their infants. Her PhD thesis study 

(dissertation), in fact, aimed to discover the outcome of implementing GFCC. It should 

be noted that in order to defend doctoral research in Denmark, the candidate must publish 
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their scholarship, first; so, Janne’s successful defense at the Rigshospitalet’s in 

conference room B was based on three previously collaboratively authored and published 

studies she conducted. Synthesizing her findings, she concluded that parents experienced 

GFCC as supportive and nurses experienced GFCC as a means to facilitate interactions 

with parents (Weis, 2013a). The GFCC included scheduled dialogues, between the 

primary care nurse and the parents, based on reflective journals completed by parents 

(Weis, 2014).   

Another major finding of her scholarship indicated the importance of person-

centered communication, which focuses on the parent’s perspective to obtain mutual 

understanding of the problems their infants face in order to share in the decisions of their 

baby’s care based on the parent’s values and preferences (Weis, 2013b). To a technical 

communicator, person-centered communications may sound familiar; perhaps, it is user-

centered design of communication with parents, which has been used in technical 

communication as both a method and methodology—a topic to be returned to in my 

analysis of this dissertation’s research.   

I learned a lot about this NICU on my visits and through interactions with the 

nurses in the Neonatalklinikken; and I was able to establish an ethos that poised me to 

eventually conduct my research in this NICU. Although the path to field research in 

Copenhagen’s Rigshospitalet’s NICU was, in retrospect, mostly smooth, it was 

formidable at points, exposing different aspects of international field research I had not 

considered when I set out to access a healthcare field research site in Denmark.  Although 

formidable, it was still accessible, though. Using my experiences and impressions—my 
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perspective—above, now sets the cultural stage and context to return focus to my study’s 

research questions and design, including grounded theory building.  

A Grounded Theory Analysis: Conceptual Elements and a Category 

Using my research questions (RQ #1-4) as a guide (see chapter 1), I open coded 

field notes from three observations at the KU Rigshospitalet’s Neonatalklinikken and 

interview transcripts from three interviews with two moms and one nurse in the 

Neonatalklinikken. The open coding revealed ten preliminary codes from the 

observations and interviews with participants. These codes are shown in Table 4.1. In 

Table 4.1, I identify the code, as well as briefly define it; the third column of the table 

shows from which research question (RQ) the code emerged.  In this section, I identify 

the preliminary codes (Table 4.1), then distill those codes into one category with two 

conceptual elements (Table 4.2 and Table 4.3).  

Table 4.1 Open coding’s preliminary codes. 

Preliminary Code Definition RQ 

Eavesdropping 
The act of obtaining information from a source not intended 
for the recipient.  

1 

Reading Lab Results The reports of blood drawn from the babies.  
1; 2; 3 

Enabling Information Flow 
The movement of information from physician to parent or 

nurse to parent with clarification from (other) sources.  
1; 3 

Providing Biopsychosocial 

Support 

The support for moms that is biomedical, psychological, and 

social from the nurses.  
1; 3 

Mirroring/Mimesis The mirroring of gestures, words, and actions.  2; 3; 4 

“Speak[ing] Hospital” The biomedical terminology used by physicians and nurses.  2; 3 

Being the Hospital’s 

Child” 

The feeling moms expressed over whose child is in the 

NICU.  
2 

Asking Situationally-

Dependent Questions 

The questions asked and answered when situations (in situ) 

call for such questions and answers.  
2; 3 

Acting “The Hospital 

Way”  

The manner of care nurses provide based on the needed care 

of the infant.  
2; 4 

Gesturing by 

Pointing/Deictic Gestures 
The gestures that point and provide focus or clarification. 

4 
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For example, when comparing the codes for similarities and differences, I found some 

preliminary codes to be more robust and encompassing (e.g., “The Hospital Way”; 

mimesis; eavesdropping) than other more specific actions, words, attitudes, and gestures 

(e.g., deictic gestures; lab results; situationally-dependent). Figure 4.10 and Figure 4.11 

show the distillation and grouping of the preliminary codes, as modelled in LaRossa 

(2005).  The preliminary codes indicated two primary conceptual elements: 

eavesdropping and mimesis.  

Conceptual Element: Eavesdropping 

 

Indicator 1: 

Lab Results 

Indicator 2: 

Information Flow 

Indicator 3: 

“Speak Hospital” 

Indicator 4: 

Situationally-Dependent 

 

Figure 4.10 Grouping preliminary codes as indicators of a more robust, encompassing, 

and overarching data-based conceptual element: eavesdropping. 

Whereas the indicators for eavesdropping were more readily apparent as I 

distilled the preliminary codes into conceptual elements, the process, as presented in the 

diagrams, was not as straightforward and clean as suggested in Figure 4.11. I identified 

mimesis, or the mirroring of gestures, words, and actions, readily; however, while 

“speak[ing] hospital”, deictic gestures, and the attitudes and behaviors the nurses 

demonstrated in biopsychosocial support were obvious indicators, placing the “Hospital 

Way” as an indicator of mimesis caused tension and, like trying on a shoe that is too big, 

it fit, but there was room for something more. It is here that “the hospital way” emerged 

as the category based on my dissertation study. Before discussing “the hospital way” 
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(Table 4.4) as the category, though, I discuss the conceptual elements through definition 

and evidence based on data from my observations and interviews (Table 4.2 and Table 

4.3).  

Conceptual Element: Mimesis 

 

Indicator 1: 

“Speak Hospital” 

Indicator 2: 

Deictic Gestures 

Indicator 3: 

“Hospital Way” 

Indicator 4: 

Biopsychosocial Support 

 

Figure 4.11 Grouping preliminary codes as indicators of a more robust, encompassing, 

and overarching data-based conceptual element: mimesis. 

Eavesdropping as a Conceptual Element 

A conceptual element is a characteristic of the emergent category; it is also known 

as an axial code. A conceptual element—or characteristic—of the emergent category “the 

hospital way” is eavesdropping. Eavesdropping is listening to a conversation to which 

you are not a member of the intended audience; and the parent participants I observed 

engaged quite frequently in eavesdropping. Conversely, the members of the audience for 

a conversation are unaware that you are listening. According to Ratcliffe (2000), 

rhetorical eavesdropping is an ethical and rhetorical tactic, but there are differences 

“between accidental overhearing and purposeful eavesdropping” (p. 89). As I wrote 

earlier, in Rhetorical Listening: Identification, Gender, and Whiteness, Ratcliffe (2005) 

argued for rhetorical listening as one way to enact feminist research. Ratcliffe further 

clarified rhetorical listening as including eavesdropping, listening metonymically 

(listening to what’s being referenced via attributes), and listening pedagogically. Going 
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forward, I will refer to what I observed in the Neonatalklinikken as rhetorical 

eavesdropping (when the moms I observed eavesdropped), which, as noted above, 

Ratcliffe includes as a part of rhetorical listening.  

Table 4.2 Rhetorical Eavesdropping as a Conceptual Element 

Conceptual 

Element 

Definition Examples 

Rhetorical 

Eavesdropping 

A strategy to “listen” to privileged 
conversations as an unintended 
recipient, not directly addressed, 
of biomedical information.  

- Listening to a conversation 

in the hall.  

- Looking at lab result or 

monitor.  

- Reading the baby’s chart.  

During my observations, I recorded the following statements in my field notes: 

“Mom [Marie] glances to talking in hallway (very observant and appears sensitive to all 

conversations heard in her vicinity)”; and “Mom glances to hallway when she hears a 

man’s voice; mom looks at me then back at left baby, looking for what she needs to do 

next to care for her children.” These moms appeared aware of those partaking in 

conversations in the immediate vicinity. Ratcliffe, furthermore, noted: “purposely 

positioning oneself on the edge of one’s own knowing so as to overhear and learn from 

others and . . . oneself” (2000, p. 9). Eavesdropping is not a new phenomenon to learn 

secrets or information unintended for the eavesdropper. Of importance, here, is the 

intention of those speaking. Are the rhetors or speakers aware that their conversations are 

being listened to by these moms?  

The intention of the sender of information, or the rhetor, is of particular note, as it 

allows moms to engage in conversations about their babies’ care. For example, during the 
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interview with Alice, she reported about her baby, “Yeah, he coughed up a lot of saliva.” 

Then after hearing the surgeon in the other room, she broke off her interview response 

and said, “It’s the surgeon, so I’ll just go up.” She meant go see the surgeon in the other 

room. Even while answering a question in our interview, she was eavesdropping on the 

voices in the other room. Once she recognized the surgeon was present (we were in a 

small room adjacent to her son’s room), she left the small room to meet with the surgeon. 

Mom was listening, and her listening paid off, as she was able to immediately speak with 

the surgeon regarding her son’s care.  

Although the instance I describe above may not be strictly eavesdropping, it is 

most definitely listening in, advantageously, to participate in communication with 

biomedical professionals. And once again, I return to the question, are those who are 

being eavesdropped aware? If they are not aware, could the ethical and rhetorical 

eavesdropping Ratcliffe described be used advantageously to support the parents of 

premature babies in NICUs?  

Whereas eavesdropping can be done illicitly, secretly, or unethically, sometimes, 

as in the case of Alice, eavesdropping can also be done by not being a member of the 

intended audience, yet being present. During the day, when I observed Alice and her 

communication with her son’s nurse, a student nurse was present. Since I do not speak or 

understand Danish to any literate extent, Alice, when asked about the content of a 

particular exchange between the nurse and the nursing student, responded as indicated 

below in the extended excerpt: 

KB: Have you been listening to a little bit of instruction with the student nurse 

here today? 
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Alice: Yes.  

KB: Does it sound familiar to you because you know some of it? 

Alice: I have seen a few of the student nurses been through eh in uh in with 

Arthur, and I always think to myself that I could be a nurse when I’m done; I 

know all of that.  

KB: What were they talking about today? 

Alice: Uh, very basic things how you can look on the child to see the color of his 

skin [inaudible] de-saturating and I know on Arthur it’s different on baby to baby, 

but I can see on him what the blue number on the screen will say; I can look at 

him, and sometime there will be a delay, and the screen won’t come as fast, and I 

can see it, so I um reacting faster than the screen is.  

KB: And if he’s de-saturating or something, you can see it? 

Alice: Yes. Yes, if he’s de-saturating, I can see it in his skin in his skin tone in his 

arms and lips and ears, actually, so.  

KB: So, that’s what was being . . .  

Alice: Yeah, so what do you think his color is like now? If you compare it to 

earlier, what happened, and she was like, yeah, he’s like more color, and I’m like 

he’s more red; he’s more red.  

KB: So, you knew the right answer? 

Alice: Yeah, I know the right answer. He’s very what do you call it it’s very clear, 

it’s very easy to spot on him. The color changes is pale of nature eh so the color 

changes is very easy to spot on him.  

Alice was present during the conversation, and although she remarked to me, when 

asked, that she understood the content of the exchange between the nurse and the nursing 

student, she did not interject, as she was not a member of the audience for that particular 

conversation. The distinction between audience member and non-audience member for a 

communication is an important distinction to make.  
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Laboratory results (or lab or blood results) typically provide the chemistry or 

pathology for blood that has been extracted from the patient. In the NICU, bilirubins, 

blood gasses, and cultures are typical reasons why blood would be taken from a baby. A 

more nuanced discussion of the purpose for a blood draw is unnecessary at this point; 

however, when lab or blood results are available, as they were at several points during 

my observations, a number is reported, along with a range for acceptability, which the 

medical or nursing professional can interpret to make adjustments (or not) to a baby’s or 

patient’s care. When the results are available, they can be accessed electronically on 

computers in the baby’s rooms.  

The results for a bilirubin or c-reactive protein (CRP) may not indicate much to a 

person without biomedical or nursing training; using the ranges, though, for the normal 

and acceptable low and high numbers for each test may help anyone understand what 

numbers are within and outside a range. During my interview with Laura, the nurse, I 

asked about when she sat down to work at a computer next to one of the babies in the 

room. The exchange went as follows:  

KB: You were doing some charting, maybe, on the computer? 

Laura: Yeah.  

KB: And there was, there looked like a spreadsheet with a bunch of 

boxes? 

Laura: Yeah.  

KB: And mom was standing next to you? 
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Laura: Yeah. It was a blood test.  

KB: Okay.  

Laura: Yeah, we were looking for the blood test for today, and we just 

have a look at it.  

KB: So, does she, did you explain to her, what the different levels meant 

on the blood test? 

As I wrote before, lab results provide advanced biomedical and nursing information. It 

can be assumed, then, that the intended recipient of advanced biomedical and nursing 

information would be someone who has an understanding of this kind of information due 

to education, i. e. a nurse, a pathologist, a phlebotomist, or a physician. An unintended 

recipient of a laboratory report, like the mothers of premature infants in my study, could 

be argued to be rhetorically eavesdropping—as a tactic to gain knowledge, while skirting 

the borders of knowing and not knowing, as Ratcliffe has pointed out—on information 

not intended for her. Using and reading laboratory results, then, is another form of 

rhetorical eavesdropping.  

Not surprisingly, parents of the infants I observed and interviewed reported they 

received most of the information about their child’s care from nurses (among other  

sources); however, it was surprising that parents used biomedical artifacts, like lab 

results, to learn about their babies. Marie spoke about the laboratory results, too:  

KB: So, you were looking at um the CRP and the bilirubin results, and did 

you find that you understood when she [Laura; the nurse] was talking?  
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Marie: Yes.  

KB: Like the ranges? 

Marie: Yes, and I could see the blood samples for the last couple of days, 

so I can see.  

KB: Okay. The comparison? 

Marie: Yes, and the blood plasma, I don’t know, was also so he don’t need 

to get blood. Blood transfusion.  

In this interview excerpt, the Danish mother not only was able to translate from 

biomedical language to Danish, but also from Danish to English. And information is not 

only received, via rhetorical eavesdropping, from the lab results, but also from the babies’ 

medical charts, too. Alice has access to her son’s charts, which is also a kind of rhetorical 

eavesdropping. And Marie also has access to her twin sons’ medical charts (charts). It 

seemed as though it was a recognized practice, and maybe only for moms who have 

longer stays in the NICU; for these moms, though, it seemed common practice to read 

their babies’ charts.  

When I interviewed the nurse, Laura, and this was confirmed during my interview 

with Marie, it was divulged that Laura had not taken care of Marie’s twin boys before. 

However, Marie noted she would read the babies’ charts and remarked:  

Marie: Laura [the nurse] will have, she’s on team three, so I haven’t had her as a 

nurse before, but she’s very she’s very good to read me, and she, when she came 

this morning, she saw I will go outside, and I will read about the kids, and then 

you can tell me what you think is most necessary thing I should know about, and I 

told my kind of version of them. And some of the things, small things that Jack 
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likes to lay on his stomach and lay in a, in a certain way with his arms and um she 

asked me if how I will how I think that the day should be. When will we nurse 

them and eh when I’m going to eat breakfast and listen to how I think that they 

should be.  

A common practice is to read about the infants via medical and nursing documentation or 

charting. In the example above, from Marie, we learn that when she wanted to learn about 

the babies, she read about them. As a mom, but not a nurse, she is not a member of the 

audience for medical and nursing charting—parents are not the intended audience for 

medical and nursing charting. Alice confirms the intended audience for charts when she 

described them as, “the note almost like a document the nurse read every time she come 

here.” Alice also noted, “. . . it means that when I read the charts, I have access to his 

charts, or when I talk to the nurse we can be a lot more efficient in the dialogue because I 

talk her language, she doesn’t have to translate to me.”  

Marie, like Alice, has access to her baby’s chart. Although this access isn’t 

unprecedented or denied, it is interesting in the respect that these moms are not the 

audience for the charts, which suggests that they are not intended or necessarily expected 

to read the charts; if they were, non-biomedical language would be used in the charts and 

would be geared for a different audience. Hence, parents reading the charts can be labeled 

as rhetorical eavesdropping. In chapter 7, I will discuss openness, accessibility, and 

transparency as Danish cultural qualities, which are reflected in Danish healthcare, too; 

however, it is important to note the role of eavesdropping, as a rhetorical tactic, to learn 

about “the hospital way” for the moms of the infants I observed and interviewed. I would 

contend, further, that rhetorical eavesdropping is not only an essential element in learning 

“the hospital way,” but also in the process of appropriating biomedical language and 
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terminology to learn “the hospital way.” So, the process of making the infant not the 

“hospital’s child,” begins with rhetorical eavesdropping.  

Mimesis as a Conceptual Element 

A second conceptual element of “the hospital way” is mimesis (see Table 4.3). 

Mimesis is a classical rhetorical trope used in the delivery canon. Mimesis, as defined by 

Lanham (1991), is “Imitation of gesture, pronunciation, or utterance” (p. 102); or, 

blending in and acting local with the aim to mimic. Mimesis, in the context of this 

dissertation’s study, is the product of rhetorical eavesdropping, or as Ratcliffe (2005) 

argued, eavesdropping is kith and kin to rhetorical listening. Whereas Ratcliffe does not 

mention mimesis within the scope of her discussion about rhetorical listening, I argue 

mimesis is the product of the strategy (or tactic) for learning about another culture’s logic 

or the “belief system or way of reasoning that is shared within a culture” (p. 10). 

Mimesis, then, is the product of rhetorical eavesdropping, which means rhetorical 

eavesdropping enables mimesis. For this study the culture’s logic refers to biomedical 

culture at the Rigshospitalet in the Neonatalklinikken.  

Mimesis is also known as imitation or imitatio. Fronda (2012) defined imitation 

as:  

In Platonic and Aristotelian philosophy, mimesis referred to how written and 

visual arts mimicked or imitated the world. The term, and its Latin equivalent 

imitatio (“imitation”), were more widely used in rhetoric and all genres of 

literature. In this context, imitation meant an author’s conscious use of features 

and characteristics of earlier works to acknowledge indebtedness to past writers. 

Imitation can be found in nearly all works by Greek and, especially, Roman 

authors. Ancient theoretical discussions of imitation agree that good imitation 

required more than simple copying.  
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Although the Platonic and Aristotelian definitions of mimesis or imitatio are situated in 

ancient Greece and Rome, I would like to strictly use the term mimesis going forward, 

and I would like to use the following definition. Mimesis is the product of rhetorical 

eavesdropping: the mirroring of gestures, words, and actions.  

Table 4.3 Mimesis as a Conceptual Element 

Conceptual Element Definition Example 

Mimesis 
The application of the product of rhetorical 
eavesdropping: the mirroring of gestures, 
words, and actions.  

- Mirroring deictic 

gestures.  

- “Speak[ing] 

hospital.” 

- Caring in “the 

hospital way.”  

During interviews, both moms, Alice and Marie, spoke somewhat extensively 

about appropriating biomedical language and terminology. Alice, in particular, spoke 

about learning to “speak hospital,” which, later on in this chapter, I will explain as a 

component of learning “the hospital way.” One of the moms’ methods to learn “the 

hospital way” is learning the language of the culture, i. e. biomedicine; or, as Alice calls 

it below, “the hospital words.” In the extended excerpt that follows, Alice remarks on 

acquiring “hospital words” and switching from biomedical terminology to “normal” 

diction:   

Alice: Because I use the medical terms. I I I don’t know them in English, and 

they’re probably close to Danish words, but it’s when I have to talk to my mother 

or my sister, I have to really think about what it’s called in normal language 

because I call it AB [apnea and bradycardia] and the IV [intravenous 

fluids]something and it’s been put a new central line and all stuff like that, and 

they don’t know these words, so I have to tell them okay, it’s uh, ehm he got a 

new drop, uh yesterday, I really have to think about not using medical terms when 

I talk to my family because they wouldn’t understand.  
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KB: But you, do you have a background [in nursing]? 

Alice: No, no, no.  

Alice, since she has been strategically rhetorically eavesdropping, has been able to use 

biomedical terminology to more efficiently communicate with the nursing staff:  

KB: But you picked them [medical terminology] up? 

Alice: I pick them up. Yeah.  

KB: So, say, well, I know the hospital, another one that I’ve observed at, the As 

and Bs, apnea and bradycardia, and that’s when uh the respirations . . .  

Alice: And the pulse goes down.  

KB: Right, goes down, so . . . when the first time that happened and they said that, 

did you ask, and then they clarified? 

Alice: Eh, no, yeah, it’s because I heard them use the term that he “bradycardil” 

[Danish]  

KB: Mmmhmm.  

Alice: And then I was like, uh, “bady,” “brady,” “bradycardl?” What did you say? 

Oh “bradycardil.” Oh, alright. And then I use it now, I use it bradycardia. And so 

then I use the term, and also I called it a (TE FISTULA in Danish) and just called 

it in normal language, it’s called uh, feeding tube stop, something like that, very 

rude. And in a few days, I would go around saying (TE FISTULA in Danish), as 

well, and I had to remember when I am talking to my friends, oh, they don’t know 

what that means.  

Laughter.  

Alice: Feeding tube stop.  

KB: It’s almost as though you came in not speaking the language, and then 

learned the language, and now you’re translating for everybody else?  
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Alice: Exactly, but it means that when I read the charts, I have access to his 

charts, or when I talk to the nurse we can be a lot more efficient in the dialogue 

because I talk her language, she doesn’t have to translate to me.  

Marie, while using rhetorical eavesdropping as a method to acquire new biomedical 

terminological explanation and understanding, asks questions about biomedical 

terminology;  she remarked, when I asked her about hearing the biomedical term “CRP” 

(C-Reactive Protein, a blood test) for the first time:  

Marie: All the time when I meet a new term I don’t really understand, I ask them 

for what does that mean. Why does he need to have a higher concentration of 

cadmium or things, so they told me because that do affect the heart and all the 

things so I ask a lot of questions, I think.   

Marie and her husband not only understand biomedical terminology in the hospital, but 

they also began to use medical terminology in their conversations at home, too:  

Marie: Yes. And we are now when the doctors and nurses is talking, I can 

understand what they are talking about when they using the medical terms.  

KB: Okay.  

Marie: And sometimes when we talk about it at home and telling friends and 

family about all the things we use some of the medical terms, too, but I have to 

remember they don’t understand, so . . .  

[. . . ] 

KB: Do you find yourself when you talk about your boys with your husband, do 

you use the medical terms that use? 

Marie: Yes.  

KB: You do?  

Marie: Yes.  
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KB: Was it always like that? 

Marie: No, in the start, we used the normal terms about it, but when we talk with 

the doctors and nurses in the medical terms we talk together with the medical 

terms.  

The practice of using biomedical terminology in the hospital with physicians and nurses, 

as well as with each other at home has also led to Marie using biomedical terminology 

when her twin boys have visitors.  

KB: Okay. Um, do you find, when you have visitors, do you find yourself having 

to explain using different words than what the nurses [use], so can you give me an 

. . . ? 

Marie: Yes, the staff was giving the names in Danish, like um, blood samples and 

all the things in the blood samples, but now we talk the same language.  

In the interview excerpt above, Marie acknowledged that she does use biomedical 

terminology when she and her babies have visitors, but she further points out that she and 

the nurses “talk the same language,” which is one of the methods used to, as I will later 

argue, move from “other agency” to “self-agency” (Young et al., 2010); in short, it’s one 

of the methods she and Alice use to learn “the hospital way” in order to care for their 

infants more and to take a more central role in the infants’ care while they are patients in 

the Neonatalklinikken.  

Insightfully, Alice further noted regarding acquiring a working and usable 

knowledge of biomedical terminology:  

Alice: You pick up, and when you heard it enough, and the next time some[one] 

threw up [emesis], and you needed, and it was emesis because you pick it up, it’s 

like moving to Paris, and I would start picking up French word, and little by the 

way, I would start use French words, and at some point I would speak French. 

Same here, move in here, pick up the words, and now, I speak hospital.   
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And, it’s not just the appropriation of biomedical terminology to learn and 

practice “the hospital way,” but also, through learning to “speak hospital” and use 

“hospital words,” which are mimetic actions, Alice is studying “the hospital way” or the 

nursing actions to mimic the manner of care nurses provide their infants:  

Alice: I know what she’s talking about. When you, eh, every time I put food in his 

tube, I have to, like, pull to see if there’s something, called in Danish “aspirate” 

and I use that word all that word, now. We aspirate this, and we [inaudible] this; 

it’s just what you use. And I really have to remember when I talk to my mother, 

okay, I tested if there was something in the tube, and because it’s not natural 

anymore to say the normal words, it’s natural now to say the hospital words.  

KB: The medical terminology? 

Alice: Mmmhmmm.  

Alice rhetorically eavesdropped in order to act like a nurse, or act “the hospital way.” In 

the excerpt that follows, she points out part of her strategy—or the method she used—

was to observe the nurse:  

KB: . . .  Um, so do you find it typical in a day that you’re learning something 

new about your son from the nurses? 

Alice: Uhhh. Not every day. No, not anymore. At the start, definitely. And I 

would pick up in the way that they lifted his legs or the way that they wiped his 

skin and the way they would all the the little things they would and then 

sometimes one nurse would do it another way and another way and it would get 

confused, and but eh not anymore. Now I know how these things are to be done 

with him with his care with all his primary care [. . .] all the medicine they take 

care of; all the baby things, I’ve learned to do in the hospital way; I know where 

all the sheets are; I know where the weight is, what kind of soap you can use and 

where you can get it; I know where the diapers are.  

“The hospital way” does not just include “speak[ing] hospital”; it also includes 

the gestures and actions of the nurses, or the way nurses change diapers, feed the babies, 
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take the babies’ temperatures, change their CPAP caps, and suction the babies, like in the 

preceding interview excerpt. Laura, a nurse, remarked there was a difference, between the 

“nursing stuff” and the “mom things.” Marie, the mother of twin boys, knew to wait to 

take one of her son’s temperatures because his blanket had been off him too long. When I 

asked the nurse, Laura, about this during our interview, she agreed that the temperature 

should be taken when the baby has been under the blanket; Marie knew this, too; and 

thusly, acted like a nurse when she explained, “[We waited] it was because we hadn’t got 

the temperature, but we had a the cover off him, so he has lost some of his warmth, so it 

wouldn’t be a real temperature.”  

Alice, who had been a parent of a NICU baby for eight months at the time of our 

interview, is able to act like a nurse in the care of her son, Arthur, because she “just 

picked [it] up, and they kind of let me do the suctions because they knew I could.” 

Eavesdropping and mirroring the nurses’ actions and watching the nurses act has helped 

these moms learn “the hospital way” to act. Alice continued:   

Alice: I think after a few months, . . . they knew I’d seen it so many times now 

that I could do, and then there’s no no parents are not allowed only nurses, but 

they’re like you can do it. We know you can do it, no problem. And so it just 

make it clear agreement with each nurse, is it okay if I do the suction sometimes, 

or is it okay that I turn up and down the oxygen and stuff like that. Because 

sometime there will come a new nurse that doesn’t think that’s okay, most of 

them that knows me is like very comfortable with letting me do some of the nurse 

stuff . . .  

From the same interview, Alice implied she not only was speaking and acting like 

a nurse, but also thinking like one. And since Alice had been a NICU parent for almost 

eight months, it may be that since she has been there so long, she has been exposed to 

“the hospital way” more:  
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Alice: We had a time where we went to the operation room, I can’t remember 

why we were there, it was something trivial, so it was you know, a light mood, 

and the nurse, and I was just talking about that maybe they should do this because 

he’s been acting like this, and I’ve been observing, this and this and this and this, 

because I like seeing when the nurses talk to the doctors, what are they 

pinpointing, and then I look for the same things, and then one of the nurses in the 

OP that doesn’t know me, she said what are you a doctor or a nurse yourself? Oh, 

no, just a mom who has been here way too long.  

In the excerpt above, Alice is thinking like a nurse or thinking hospital. And when Marie 

waited to take her son’s temperature, she too, was thinking like a nurse. In fact, the nurse, 

Laura remarked, “And then she said, oh, just eh, get a lot of cold air, when I was 

[changing] him. Can I do it later? I said, ‘yes, that would be fine.’”  

After learning the language of biomedicine, acting like a nurse, and thinking like 

a nurse, then could that suggest that these moms have learned “the hospital way”? Could 

it be that these conceptual elements—eavesdropping and mimesis—are the methods used 

by these parents to learn “the hospital way” in order to transition from “other agency” 

and being the parent of the “hospital child” to “self-agency” and acting, or gesturing, 

directly like a biomedically learned parent?  Are there connections between gestures, and 

the pointing they entail, that these moms and nurses foster for identification, enabling 

persuasion, and acquiring self-agency? I think there are connections, and next, I will 

explain.  

First, a review. Young et al. (2010) distinguished between other agency and self-

agency:  

This discourse, which we call a rhetoric of agency, focuses on “self-agency,” the 

claiming of agency for one’s self, rather than “other agency,” the assigning of 

agency to some other source, be it another person, institution, or higher power. (p. 

630).  
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Gesturing, as Mc Neill has argued, is co-expressed with language. Gestures and oral 

language are complementary; one does not supplement the other. However, when oral 

language is not shared, gestures, especially ones that point—deictic gestures—can be 

used effectively. For example, if you point to your wrist in almost any culture in the 

world, it will be understood that you seek the time of day. And even if you cannot 

understand the oral response to this gesture, typically, the person with the time can or will 

show a device with a clock.  The deictic gesture coincides with (and perhaps precedes) 

identification.  

According to Ratcliffe’s interpretation of Burke, identification precedes 

persuasion; Ratcliffe posited that “rhetorical listening may precede conscious 

identification” (p. 19). I contend that it may be through deictic gestures, and the pointing 

they entail, that these moms and nurses foster identification, enabling persuasion, and 

acquiring self-agency. Several times during my observations, and in my field notes, I 

recorded “mom and nurse point to monitor”; or during my observation of Alice: “Mom 

pointed to monitor, then nurse’s voice still lowered and speaking to student, pointing at 

monitor.” If you recall, one of the ways these moms can eavesdrop is through their 

babies’ monitors, which report their child’s vital statistics, including heart and respiration 

rates.  

Although Ratcliffe does not explicitly mention that identifications are amongst 

insiders, solely or otherwise, I assume that it is—identification is from within, not 

outside.  So, this means these moms must foster identification with their babies’ nurses to 

persuade the nurses to allow them to perform care for their babies in “the hospital way.” 

And, I argue identification is part of a process (the process I observed) that these moms 
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used to move from an outsider to insider status with the nurses and nursing teams they 

encountered.  

And mimetic gestures—or gestures that mirror another gesture—may play a role 

in continually fostering identification and persuasion.  During all observations, gestures 

were mimicked by both the nurses and the moms. For example, the moms mirrored body 

language with hands folded across laps after the care of the babies had been completed 

for the time being.  When diapers had been changed, babies had been fed, and 

incremental care complete (including administration of medications), I observed moms 

with their hands in their babies’ beds, and nurses would also place their hands in the 

babies’ beds. Learning to “speak hospital,” gesturing to show identification through 

deictic and mimetic gestures, and performing the nursing actions, may be components of 

the process, for parents who have been parents in the NICU for extended periods of time, 

to learn “the hospital way” and acquire self-agency.  

“The Hospital Way” Category 

To review, I have identified two conceptual elements: eavesdropping and mimesis 

as components of the broader and encompassing category “the hospital way.” The 

conceptual elements I have identified are methods that parents use to learn to behave in 

“the hospital way”: listening to conversations where the eavesdropper is an unintended 

recipient (or not the intended audience), as well as accessing their babies’ laboratory 

reports, vital statistics monitors, and biomedical charts to learn to “speak hospital” and 

act like a nurse. Mimesis or mirroring includes learning biomedical language to “speak 

hospital,” as well as persuading the nurse of their credibility to act like a nurse and 
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provide supervised nursing care for their premature babies. “The hospital way” includes 

gestures, words, and actions, which, in turn, suggest behavior—nursing behavior.  

As I noted earlier, Young et al. (2010) have defined rhetorical agency as a 

“discourse that indicates the individual’s ability to recognize and understand options, 

identify resources as well as barriers, and make purposeful decisions” (p. 629).  I would 

like to extend their definition to include parents acting directly on behalf of their infants. 

The authors also point out, with regard to the challenges of pediatric cancer research and 

informed consent that “how participants perceive and implement agency” is “especially 

important in pediatric research environments, where participants are inherently 

vulnerable” (p. 629).  This is true for neonates in NICUs as well.   

Table 4.4 Category, Conceptual Elements, and Codes 

Category  Conceptual Element Code 

“The Hospital Way”  

 

 

Eavesdropping 

 

 

 

Mimesis 

 

--conversations 

--labs and monitors 

--medical charts 

 

--deictic gestures 

--“speak hospital”  

--nurse actions 

Agency, Young et al. argue, “evolves from an individual’s sense of self-efficacy, 

or our belief that we are capable of controlling our function and environment”; this does 

not directly apply to the infant or neonate, but in the NICU environment, it applies 
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directly to parents (p. 630).  Young et al. continue by explaining agentic identity as a 

“communicative process that empowers patients and their families to become partners in 

their health care” (p. 630).  A longer selection from Young et al. highlights “self-agency” 

and “other agency”: 

We argue that agency, as communicative process, can be identified through the 

discourse of participants.  This discourse, which we call a rhetoric of agency, 

focuses on “self-agency,” the claiming of agency for one’s self, rather than “other 

agency,” the assigning of agency to some other source, be it another person, 

institution, or higher power.  Agency is identifiable in a variety of settings where 

individuals seek to include their voices and perspectives on specific issues” (p. 

630).      

Indeed, Young et al. (2010) use the application of their definitions of a rhetoric of agency 

to apply to rhetors in the realm of pediatric cancer research. Their ideas of agency, 

specifically “self-agency” and “other agency,” are pertinent to my argument of “the 

hospital way” as a category, as well as a process for moms who are the parents of infants 

in NICUs for extended periods of time.  

Wigert et al. (2006) found, in their interview study of mothers’ experiences of 

having full-term infants in a NICU, that mothers feel excluded when their infants are 

admitted to a NICU. However, they also found that when mothers participated in their 

infants’ care, this experience lessened feelings of exclusion and promoted mother-child 

bonding. This bonding is fostered by “continuous dialogue” about the care of their 

infants; continuous dialogue about the care of their infants also increased confidence in 

the caregivers, i.e., the nurses (p. 35).  As the previous study suggests, parenting children 

admitted to a NICU is complex. Another study by Cleveland (2008) provides a 60-article 

literature review entitled, “Parenting in the Neonatal Intensive Care Unit.”  Cleveland 

found “accurate information and inclusion in the infant’s care” to be one of six parental 
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needs (p. 666).  Parents need to communicate with those who care for their infants in 

NICUs, as these researchers have noted.  

If parents, particularly mothers, have reported feeling isolated from the care of 

their infants, it could be that in this Danish Neonatalklinikken, these moms have 

identified methods to learn “the hospital way” and gain access and approval in order to 

care for their infants in a more profound and involved way while their babies are patients 

in the NICU. The category of “the hospital way” is a process these moms have enacted to 

successfully gain approval and access to their infants, and these processes have led to 

increased involvement in the care of their babies.  

Having the opportunity, though, to appropriate the means to care and the agency 

to act are essential. Is “the hospital way” process specific to the Rigshospitalet’s 

Neonatalklinikken? Do certain cultural factors, ways of life, and a culture’s ways of 

reasoning leave ground fertile for “the hospital way process”? What can a culture suggest 

about neonatal care, in general? In the next chapter, I continue to lay the groundwork to 

answer these questions, while moving north from Denmark to Sweden.  
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Chapter 5  

Sweden 

Sweden and Denmark: Sverige och Danmark 

In this chapter, like grounded theory itself, the organization is inductive. First, I 

provide anecdotes, examples, and statistics based on my experiences and knowledge of 

Sweden; the aim is to give a broader view of Sweden before focusing, secondly, on 

Ratcliffe’s method of identifying a cultural logic--a cultural logic, or way of reasoning, 

that pervades Swedish culture and the rhetoric of equality that echoes throughout all 

Swedish policies and practices and can be identified in attitudes and actions. The cultural 

logic I identify echoes throughout neonatal care, too. As such, this chapter begins with a 

broader stroke before zooming in to take a more penetrating look at the cultural logic of 

deploying essentialism, strategically, and the impact that essentialism has on agentic 

identity.  

To begin, though, an anecdote: while returning from a short trip to Oslo, Norway, 

in late July 2013, we stopped to visit a UNESCO World Heritage Site at Tanum. The 

rock carvings here are on a hillside from the Bronze Age. According to the UNESCO 

site:  

The rock carvings in Tanum, in the north of Bohuslän, are a unique artistic 

achievement not only for their rich and varied motifs (depictions of humans and 

animals, weapons, boats and other subjects) but also for their cultural and 

chronological unity. They reveal the life and beliefs of people in Europe during 

the Bronze Age and are remarkable for their large numbers and outstanding 

quality.  
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The stugan or cottage or cabin in Svenneby where I spent most of July 2013 and 2014 

was fewer than 20 miles from the UNESCO site at Tanum.  

Closer to Göteborg, or Gothenburg in English, is the small town of Lindome. In 

Lindome, I spent time and lived with family. I stayed in a home near the small town of 

Kållered, which was a mere ten kilometers (or six miles) from the Danish border at that 

time. In Lindome, there was a sign erected in 1666 that announced, in Swedish, to the 

traveler that they had traveled ten kilometers since that sign. Land that is currently 

Swedish was once hotly contested, as well as battled for by the Danes. In fact, the 

southern part of Sweden, Skåne, has been under Danish control numerous times 

throughout history. The Danish city of Helsingør and Kronborg castle (Hamlet’s Elsinor) 

lie across the narrowest distance between Denmark and the Swedish city of Helsingborg. 

While on a tour of Kronberg castle in July 2014, the tour guide remarked, as he pointed 

across the sea—at the same angle the decommissioned cannons pointed—“that part of 

Denmark is Sweden.” On the joint tourist page for these cities (Helsingborg-Helsingor, 

2013), it states:  

It’s just 20 minutes by boat between the cities of Helsingborg and Helsingør 

between Sweden and Denmark. So near and yet so different. This, the narrowest 

part of the Sound, has seen many bloody wars. Today, the wars are long forgotten, 

but the mighty, historic landmarks of Kronborg Castle on the Danish side and the 

fortress tower of Kärnan on the Swedish side remain.  

Scandinavian countries have been briefly united as one kingdom several times in history. 

For example, Denmark, Norway, and Sweden formed the Kalmar Union from 1380-1521 

with several interruptions, according to the Tacitus Historical Atlas (Kalmar Union, n.d.).  
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Figure 5.1 The image shows the decommissioned cannons pointing across the narrow 

ocean to Helsingborg, Sweden from Kronberg Castle in Helsingør, Denmark—a distance 

of about 5 miles (or 8 kilometers). 

During a visit to a small town near Karlskrona, Sweden, in early August 2013, in 

fact, I walked several kilometers along a creek bed with four native Swedes to visit the 

site and marker erected in 1915 to commemorate the treaty in 1645—the Second Treaty 

of Brömsebro. The Second Treaty of Brömsebro was a treaty to establish peace between 

Danes and Swedes; the treaty ended the Torstenson War, a smaller war within the larger 

Thirty Years’ war between Denmark and Sweden. The marker represented the actual 

meeting place where the Danes and Swedes met in 1645 to agree to the treaty terms. The 

shared history between Denmark and Sweden is riddled with stories of wars and 

treaties—as are most countries of the world that inhabit the same geographic space.  

And it’s extremely easy to move from Denmark to Sweden. The Öresundsbron 

Bridge connects Copenhagen, Denmark to the Swedish city, Malmö, and it was 

completed in 1999. From Copenhagen’s central train station, you can literally cross the 
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bay and travel to Sweden in about 30 minutes. In fact, since the cost of living is a little 

lower in Sweden, I have encountered more than a few people who live in Sweden, yet 

work in Denmark. And, it’s possible to drive between the two countries across the bridge, 

as well as run from Denmark to Sweden during the yearly half marathon.  

More surprisingly though, especially to a non-European Union citizen, is that 

there is no border patrol between Sweden and Denmark when you travel by train, bus, 

bike, car, or foot. You can, also, literally and legally walk from Sweden to Denmark and 

vice versa without ever being asked to produce your passport. Openness and trust, as you 

will read in this chapter, in Sweden prevails. Since I stayed in Scandinavia beyond the 90 

days allowed for U.S. citizens, I sought and acquired a residence permit to extend my 

time in Scandinavia and in Sweden. Openness, which is thought to be a precursor and 

prerequisite of equality, not only includes the Swedish border but also includes the liberal 

and welcoming Swedish immigration policy. And as easy as it is to move across the 

ocean from Denmark to Sweden, we now move and shift our focus from Denmark to 

Sweden, too.  

Lyssna på Sverige : Listening to Sweden 

Beyond popular symbols and generic representations of Sweden, if one listens 

carefully to Sweden, equality will resonate, and it will echo throughout the country’s 

social and political policies and inform governmental and regulatory practices. In the 

previous chapter, I provided an introduction to the Denmark I have known; in this 

chapter, I will do the same: I will offer descriptions and anecdotes of Sverige; or--as the 

Kingdom of Sweden is known in English, Sweden--through discussion of my experiences 
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in Sweden, as well as Swedish culture, including language and food, kitchens, prisons, 

and hospitals, as well as healthcare.  

Known throughout Europe, along with France, for a liberal immigration policy, 

Sweden’s population is roughly 9.7 million people (Statistics Sweden, 2014). According 

to Statistics Yearbook of Sweden 2014, the liberal immigration policy has welcomed over 

30,000 Syrian refugees and twice as many refugees from other countries around the 

world in 2013.  The government of Sweden has stated, ”During the 20th century Sweden 

has changed from beeing [sic] a country of emigration to a country of immigration” 

(2014). The population, as I previously noted, has been categorized as a multicultural 

one, not homogeneous. About 15% of all inhabitants in Sweden are foreign-born (The 

Official Website of Sweden, 2015).   

Sweden, like Denmark, is a constitutional monarchy and parliamentary 

democracy. In the Swedish Yearbook Facts and Figures 2012 it was noted,” All public 

power in Sweden proceeds from the people. The people elect the Riksdag (Swedish 

Parliament) and governments are formed on the basis of how party seats are distributed” 

(p. 6). There are eleven ministries, including the Ministry of Health and Social Affairs. 

According to the website Sweden.se, “Everyone in Sweden has equal access to healthcare 

services under a largely decentralized, taxpayer-funded system. Like many other 

countries, Sweden faces numerous challenges, such as funding, quality and efficiency of 

its healthcare services.”  

Swedes have a long life expectancy (over 80 years for women; and just under 80 

years for men). Sweden ranks as one of the most gender-egalitarian countries in the 
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world; possible contributing factors include a generous welfare system and parental leave 

(since 1974) upon the birth or adoption of a child. In the Global Gender Gap Report 

(2013), Sweden is named the world leader in gender equality.  The rhetoric and practice 

of gender equality is deeply embedded and firmly rooted in social welfare, workplace, 

and economic policies in Sweden.  

Sveriges Siluett: Sweden’s Silhouette 

In early 2014, I attended a dinner for a successful PhD defense in mathematics at 

the Lund University in the nearby Swedish city, Malmö. While eating south Asian Indian 

food, I chatted with some of the other nearly 50 dinner guests, including a man who is a 

registered nurse at the Lund University hospital. Casually, we spoke at first; gradually, 

we spoke about my research interests. After our discussion of the role of nurses in health 

care, both in general and in Sweden, and the role of gestures in healthcare 

communication, I was emphatically encouraged to research motivational interviewing. 

According to the registered nurse, motivational interviewing—a concept that was first 

introduced by an American psychologist Miller—is taught and practiced in the Swedish 

healthcare system.  

I decided to investigate motivational interviewing before my preliminary visit to 

the hospital in the suburb of Gothenburg, Sweden, Mölndal—the place where I would be 

introduced to healthcare in Sweden. Motivational Interviewing is a concept Miller (1983) 

used to coach “problem drinkers,” as noted in “An Overview of Motivational 

Interviewing”:  

The definition of Motivational Interviewing (MI) has evolved and been refined 

since the original publication on its utility as an approach to behavior change. The 
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initial description by William R. Miller in 1983, developed from his experience in 

the treatment of problem drinkers. . . .  

an evidence-based practice in the treatment of individuals with substance use 

disorders. Motivational Interviewing focuses on exploring and resolving 

ambivalence and centers on motivational processes within the individual that 

facilitate change. The method differs from more “coercive” or externally-driven 

methods for motivating change as it does not impose change . . . . . (p. 1) 

During the discussion I shared with the male registered nurse, he emphasized the 

importance of motivational interviewing as integral in the care that nurses provide 

patients. He encouraged me, several times throughout the evening, to look into 

motivational interviewing. I wrote down the “Motivational Interviewing” in black pen on 

an orange sticky note and placed it in my monthly planner. As we left the celebratory 

dinner that night in Malmö, I patted my purse to make sure my monthly planner was 

there, and opened my umbrella before we stepped out into the rain on the walk to the 

Malmö central train station to return to Copenhagen.  

The weather in the winter months in Sweden, like in Denmark, was rainy in 2014. 

Like the previous mildly warmer summer months of 2013 in Denmark, the winter of 

2013-2014 in Sweden was uncharacteristically less snowy than usual. The Sweden.se 

website (the official website of Sweden) wrote about this country, which is about the size 

of California:  

In a land as varied as Sweden, [the] seasons can be quite different depending on 

where you live. For simplicity’s sake, the country can be divided into three major 

regions: Götaland in the south, Svealand in the middle and Norrland in the north.  

In Götaland, where you’ll find the cities Gothenburg and Malmö, winters are 

shorter and milder, while daytime summer temperatures normally range from [59-

68] degrees [Fahrenheit]. The air is relatively humid here, making warm days feel 

warmer and cold days colder. However, even in winter months, snow is rare near 

any southern coast.  
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Stretching from Stockholm in the east to southern Norway in the west, Svealand 

has a climate that is normally a few degrees cooler than that of Götaland. Average 

temperatures are just below zero [32 degrees Fahrenheit] in January, and snowfall 

is more common – especially in the northwest, where a number of popular ski 

resorts are located.  

Although relatively few people live here, Norrland has the climate many falsely 

associate with all of Sweden. Winters here are long, cold and dry, with sub-zero 

temperatures lasting several months. There is also much more snow here. 

Summers may be short, but temperatures are often a comfortable [59] degrees 

[Fahrenheit], with occasional peaks of up to [86] degrees [Fahrenheit].  

The mild Swedish climate is attributed to the Gulf Stream. Most of my time in Sweden 

has been spent in the Götaland region of Sweden, which is on the same latitude as 

Greenland. My experience in Sweden, in the Götaland region on the west coast, has left 

me with an extremely favorable opinion of Swedish weather. Having spent most of my 

life in the state of Illinois, where summers are hot and humid, and winters are cold, wet, 

and snowy, I have appreciated the milder Swedish weather and climate, as a direct 

contrast to some of the Illinois extremes where you may go to sleep with the heat on only 

to discover, around lunchtime, that the air conditioner is needed.  

The weather near Svenneby, Sweden, on the western coast, a little over two miles 

from the ocean, was consistently in the 70s (Fahrenheit) for most of the weeks I spent 

there and also in Lindome, Sweden, in July 2013 and 2014. The sun, also, rose around 

4:00 am and did not set until well after 9:00 pm in the evening. In direct contrast, in 

December 2013 and January 2014, the sun rose well after 9:00 am and set before 3:00 pm 

during the time I spent in Sweden. As I wrote in the previous chapter, the Danes take 

great advantage of the sun and the warmer spring and summer weather. According to 

Sweden.se, although the streets might be deserted during the dark, cold winter months, 
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during the summer months, Swedes enjoy the outdoors during Midsommar festivities in 

June and crayfish parties in August.  

Any time of the year, though, the Swedish practice of allemansrätten, or the Right 

of Public Access, allows an individual to camp on private land, within a respectful 

distance of the owner’s abode, for up to twenty-four hours.  The Swedish Environmental 

Protection Agency has defined the concept of allemansrätten, which literally translates to 

“everyman’s right,” as:  

The Right of Public Access is a unique right to roam freely in the countryside. But 

with this right come responsibilities – to take care of nature and wildlife and to 

show consideration for landowners and for other people enjoying the countryside. 

The Swedish EPA sums up the Right of Public Access in the phrase ‘Don’t 

disturb – Don’t destroy. ’ (Nilsson, 2013) 

There are medieval roots for allemansrätten, which Swedes consider part of their 

cultural heritage, according to the Swedish EPA. It’s so ingrained in the Swedish culture 

that a friend, a Swede, in Chicago once chained her bike to my neighbor’s fence; my 

neighbor disliked this, and my friend forgot her bike and was out-of-state for a week, so I 

had to talk my neighbor out of calling the police to have the bike lock cut and the bike 

impounded. It was an awkward conversation, and while I could have explained the 

Swedish concept of allemansrätten to my neighbor, I did not because, for the most part, in 

the United States, we view land as privately owned and used.  

Private property in the United States, when not designated as a public or national 

park, differs from this concept and practice, except the notable exception of the beaches 

in Hawai’i’s treatment as public even when associated with a particular hotel or resort or 

the Michigan Lakefront in Chicago. Norway and Finland, too, have similar land use 
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structures as Sweden; however, Sweden’s allemansrätten is wider in scope than these 

other Scandinavian countries. Openness and transparency are two key characteristics of 

Swedish society and law, as well as rights to move freely throughout the country and in 

nature. Allemansrätten falls under the scope of three property right regimes or categories, 

according to Mortazavi (1997): open access, common property, and private property (p. 

609). The combination of all three property right categories allows for access for one’s 

leisurely use of land; however, the practice of allemansrätten is rooted in respect.  

And allemansrätten is also rooted in the historical farming structures. Sweden is a 

big and thinly populated northern European country.  Now, Sweden is densely populated, 

but only in the larger urban areas of Stockholm, Göteborg, and Malmö. Historically, as I 

learned while visiting the Tanum UNESCO World Heritage Site in western Sweden, 

Swedes lived communally, sharing resources and work since the Bronze Age. Journeys 

from farm to farm were arduous and challenging. In order to survive, food and water had 

to be acquired on longer journeys. And, according to Bengtsson (1994), the rights 

included in allemansrätten reflect the historical farming structures and ways of life for 

Swedes, such as:  

. . . the right of way over another’s land; one may tent anywhere outdoors and stay 

overnight on another’s land; waters owned by others may be used for boating, 

bathing, and fetching water; and one may pick wild flowers (except protected and 

endangered species), berries, and mushrooms anywhere. (as cited in Mortazavi, p. 

611-612)  

Property owners, conversely, have rights, too. These rights include the preservation of 

their privacy as homeowners, as well as their economic interests must remain unmolested 

by others using their land; additionally, landowners have the right to close their privately 
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owned roads to other motor vehicles (Mortazavi, 1997, p. 612). Access, as provide for in 

allemansrätten, is available for purposes that are recreational “unless the economic 

interests of the landowners are violated” (Mortazavi, p. 613). For Swedes, there is a long-

term relationship with their land, which, as Mortazavi noted: “In a community with rather 

homogeneous members, all benefit from showing restraint in the short-run while 

harvesting the long run benefits” (p. 618). But, the homogeneous nature of the population 

in Sweden has changed; and, as I have pointed out earlier in this chapter, the population 

of Sweden is multicultural and heterogeneous, now.  

And of course, there are violations of the concept of allemansrätten, especially 

since the rights of allemansrätten apply for all who are in Sweden, not just Swedes, 

including tourists. With the acknowledgement and practice that “traditions of suitable 

behaviours are respected,” the rights of allemansrätten apply to all who touch Swedish 

soil (Sandell and Fredman, 2010, p. 291-292). The concept of allemansrätten is included 

in both the Swedish Constitution, as well as the Environmental Code (p. 295). There is a 

common understanding of the implication, among Swedes, of utilizing and maintaining 

allemansrätten. Trust is at the root of allemansrätten, as well as access.  

Firmly underscoring and informing access and openness, including 

allemansrätten, is the Swedish active practice of ensuring equality. According to the 

official website of Sweden:  

Sweden is a free and open society. Its people have the right to take part in 

demonstrations, freedom of speech, a free press, the opportunity to move freely in 

nature and the right to scrutinise [sic] those in power. Openness is also about 

creating an equal society.  
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I experienced several protests on May 1, 2014, both in Copenhagen, Denmark, and Lund, 

Sweden. While traveling, by bike in Copenhagen, to the train station, I witnessed a 

peaceful, yet loud protest between two of The Copenhagen Lakes, Peblinge Sø and 

Søerne, on Nørrebrogade, with a visible police presence while I was en route to hear the 

all men’s choir at Lund University in Sweden. When I disembarked from the train station 

in Lund (a train trip that takes not quite an hour), there was a similar protest underway, 

which ended, promptly, at a designated time. Not only are Swedes able to protest openly, 

but they are also allowed access to all land in Sweden—two actions enabled by Swedish 

law that aim to maintain and promote equality in Sweden.  

Svensk Grammatik och Mekanik: Swedish Grammar and Mechanics  

In 2012, debate surrounded the use of the gender-neutral, third-person singular 

pronoun, hen. Here’s what Sweden’s website had to say about it:  

The discussion in Sweden covers not only gender equality but also the gender 

neutrality of language. This was seen during 2012 in a lively debate over the 

gender-neutral personal pronoun “hen”, a newly minted word adopted by some 

people as an alternative to the gender-specific “hon” and “han”, she and he.  

Advocates say hen avoids the need to refer only to one gender or to use the 

cumbersome inclusive form of he/she [han/hon], while also opening up the 

language for people who might not identify themselves as either male or female, 

or who wish to avoid referring to themselves as one sex or the other.  

Critics argue that the word dilutes and damages the Swedish language and leads 

to confusion, particularly among children. Hen is being seen increasingly on 

Swedish websites and in print.  

And the linguists and participants discussing the gender-neutral pronoun on the 

Language Log, a website housed at the Institute for Research in Cognitive Science at the 

University of Pennsylvania, in 2012 commented consistently that the gender neutral 
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pronoun may not last; however, The Huffington Post’s Bahadur (2013) reported that 

Sweden had, in fact, added hen to the country’s encyclopedia, although the entry included 

that the gender-neutral pronoun was proposed. It’s too soon to tell if the gender-neutral 

pronoun movement will eventually reach mainstream speech practices and common 

usage.  However, it is likely. Recently, National Public Radio reported (2015):  

The official dictionary of the Swedish language is getting a fresh infusion of 

13,000 new words, editors of the Swedish Academy have announced. 

Among the additions is a gender-neutral pronoun. Instead of just he (han) and she 

(hon), there will now be hen as well. 

Currently, I am learning the Swedish language, and in the course I am taking, there has 

been no mention of “hen.” Being curious, though, I asked my Swedish teacher (Eva) 

about the use of the word. She noted she was reading it more than hearing it in Swedish, 

but recognized the change was positive. The aim of using hen is to promote gender 

neutrality, which ambitiously extends beyond gender equality. And it is fully in line with 

addressing the problematics of gender and gender identification within Swedish society.  

As a foreigner interacting within Swedish society and culture, one mechanical 

element that caught my attention was the absence of the possessive apostrophe on signs. 

For example, I noticed, on the E6 highway from Mölndal to Gothenburg that at the 

automobile dealerships, it would read: Sveriges, not Sverige’s (Sweden’s).  Not that 

Google Translate is the ultimate in any language’s translation, typing in “Kristin’s dog” 

in English translates into “Kristins hund” in Swedish—although Kristin is possessive, the 

possessive apostrophe is omitted. While researching the possessive apostrophe, I have 

found that apostrophes typically are not used in Swedish, unless representing a missing 
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letter, like in a contraction. Although Swedish linguistics is outside the scope of this 

study, I think it’s particularly telling that possession is not shown in basic grammatical 

constructions via punctuation in Swedish. In the textual documents that my contact in 

Mölndal provided me, where there would in English be a possessive apostrophe, no 

apostrophe exists. If an attempt to more fully integrate gender neutrality in the name of 

gender equality is a goal of Swedish social, work, and political policies and practices, 

then what could the absence of a possessive apostrophe denote?  

Svensk Mat : Swedish Food 

By no means have I tasted all of the culinary delights Sweden has to offer; 

however, most of the traditional Swedish foods can be bought, but dining out, like in 

Denmark, is expensive, so most food is prepared at home. Sill or herring is commonly 

eaten, and there are many variations of the always pickled yet sometimes curry or senap 

(mustard). Herring could be considered a staple of a traditional Swedish diet along with 

dill, crayfish, and fisk or fish, in general. The inclusion of seafood is no doubt 

unsurprising due to Sweden’s long shorelines and history as seagoers from Vikings to 

fishermen.  

Other popular Swedish culinary delights include smörgåstårta, which is a layered 

open faced sandwich or sandwich cake that often includes rye bread, egg, mayonnaise, 

pâté, cold cuts, shrimp, lemon slices, ham, caviar, tomato, cucumber, cheese, and smoked 

salmon. Sweets in Sweden are fully incorporated in Swedish culture, too. If you have 

ever been to the Swedish-owned Ikea stores in the United States, you will, undoubtedly, 

be greeted with the smell of baking kanelbulle or a cinnamon roll. Fika, or the practice, 

sometimes twice a day, of stopping and talking while drinking coffee and eating a sweet, 
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does not translate into English. It is meant to encourage people to stop and chat. On 

special occasions, too, prinsesstårta or princess cake, made with raspberry jam and 

marzipan, typically a lime green color, is served, like on a birthday.  

And less appetizing is surströmming. According to Sweden’s website,  

Every culture has at least one culinary specialty that makes both locals and 

visitors cringe. From late August to early September, a stinky tradition is upheld 

in Sweden, particularly in the northern part of the country. This is when cans of 

fermented sour Baltic herring (surströmming) are opened – a tradition dating back 

to the 1800s. The custom preferably takes place outdoors owing to the 

overpowering, unpleasant smell, which many compare with rotten eggs and raw 

sewage.  

Of course, the surströmming is not eaten every day. Eating it, at what I have heard 

Swedes call “a stinky fish party,” is one of the elements of a unique Swedish culture.  

An open-faced sandwich or smörgås is similar to the Danish smørrebrød, and it 

can be eaten at any time of the day, but I have eaten smörgås primarily for frukost or 

breakfast in Sweden.  A term often used in the United States, a smörgåsbord is a 

selection of of open-faced sandwiches. Lever pastej or pâté with gurka (bread and butter 

pickles) on bread or bröd is a common smörgås, as is bread with ost or cheese and skinka 

or ham. And, the Scandinavian proverb of Swedes eating to drink, I have found, to be 

true. On special occasions, snaps or alcohol shots are sipped. For example, during 

Swedish Midsommar celebrations traditional Swedish songs, like “Helan Går” are sung, 

and after the song finishes, participants sip their shot of Skånes Akvavit.   

Yet, alcohol is strictly regulated in Sweden by the government. In fact, 

Systembolaget is owned and operated by the Swedish government, and it is the only 

place outside of restaurants, bars, and nightclubs where strong alcohol can be purchased. 
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Each and every Systembolaget has the same variety and alcohol and wine, which vary in 

price from inexpensive to expensive. According to Sweden’s official website:  

Sweden’s state alcohol monopoly, Systembolaget, has as its stated mission “to 

minimise alcohol-related problems by selling alcohol in a responsible way, 

without profit motive”. So its stores are in the bizarre position of not really 

wanting you to buy their products.  

There are no special offers, no promotions, and limited opening hours. But it’s all 

for our own good, they say. According to a report by a panel of international 

experts, if the monopoly was abolished and booze was sold in supermarkets, the 

estimated annual toll in Sweden would be 1,580 extra deaths, 14,200 more 

assaults, and 16.1 million extra days of sick leave – a 40 per cent increase. A 

sobering thought.  

For the record, Swedes rank forty-second in the world when it comes to pure 

alcohol consumption per adult.  

And the alcohol content of spirits and beer in Sweden are lower than in the United 

States and Denmark, too. For example, beer can be purchased in Sweden with an alcohol 

content of 2.25% or lower; it is categorized as lättöl (or light beer), and it can be bought 

at outlets other than just Systembolaget. The highest percentage of beer you can legally 

buy within Sweden is 3.6%, which can only be purchased at the Systembolaget. Of 

course, as I noted above, the border is open, and goods move freely from both Denmark, 

where alcohol is not so governmentally and strictly regulated, and Germany into Sweden.  

Svensk Kök : Swedish Kitchens  

During my time in Sweden, I have spent just as much time sleeping as I have in 

kitchens. Frukost or breakfast in Sweden is typically eaten at home, and in my 

experience, it has meant not only eating to fuel the body for the morning’s activities, but 

it is also a uniquely social time for Swedes. “The Swedish kitchen,” as noted by Forsling, 

Lagerberg, and Walstrom (2014), “is not a sanctuary for a chef but rather a familyroom 
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where people combine cooking and socialising” (p. 5). Typically, smörgås are eaten, 

along with a hard boiled egg with caviar from a tube; however, there may be regional 

specialties. Also, bread or crispbread are eaten with butter and cheese. While eating, the 

members of a household gather to share the meal and conversation. Usually, breakfast is 

not eaten on the go, as it is in other places in the world, like in some places in the United 

States.  

And breakfast is eaten at the kitchen table. Swedish kitchens are the center of 

activity in the Swedish home.  Equipped with common kitchen technologies like 

microwave ovens, gas or electric stoves, refrigerators and freezers, and dishwashers, one 

only needs to take a walk through an Ikea store (or visit Ikea online) to get a sense of the 

simple and functional Swedish kitchen style. Kitchens are considered part of the social 

space, which is why “flats and houses built today often have the kitchen as part of the 

dining area or living room, and not closed up behind walls,” according to the official 

website of Sweden. Communing in the kitchen happens in the workplace, too, where co-

workers can share a moment during fika.  

Fika is the concept of taking the time each day, whether at home, at work, or at a 

café, to stop working, eat a sweet, and chat. Even though fika is (loosely) a coffee break, 

the intention is to socialize. During my time in Sweden and socializing with Swedes in 

the United States, I have found that fika is about socializing, although coffee or another 

beverage, like glögg during winter months and specifically in December, may be drunk 

while sweets like pepparkaka (gingerbread cookie) may be eaten. The official website of 

Sweden tells us:  
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Swedes prefer not to translate the word fika. They don’t want it to lose 

significance and become a mere coffee break. It is one of the first words you will 

learn when visiting Sweden, right after tack (thank you) and hej (hello).  

Fika is much more than having a coffee. It is a social phenomenon, a legitimate 

reason to set aside a moment for quality time. Fika can happen at any time, 

morning as well as evening. It can be savoured at home, at work or in a café. It 

can be with colleagues, family, friends, or someone you are trying to get to know. 

It is a tradition observed frequently, preferably several times a day.  

Accompanying sweets are crucial. Cinnamon buns, cakes, cookies, even open-

faced sandwiches pass as acceptable fika fare. It comes as no surprise that Swedes 

are among the top consumers of coffee and sweets in the world – or that Swedes 

appreciate the good things in life.  

Svensk Fängelser och Sjukhus: Swedish Prisons and Hospitals 

The Swedish prison system is famous for its humaneness. The goal of the 

Swedish prison system is to rehabilitate inmates, like in Denmark, and to lower 

recidivism rates. In fact, Orange (2013) reported that the Swedish government (the 

Riksdag) closed four prisons throughout the country because of the declining number of 

inmates to populate the prisons. Although Sweden has both open and closed prisons, 

there are two stories that highlight the humaneness and committment to rehabilitation that 

the Swedish penal system fosters.  

The Local (the Swedish news in English) and National Public Radio (NPR) 

(2013) reported that a prisoner escaped to have a tooth extracted. After he found and paid 

a dentist for the removal of the aching tooth, he turned himself in to to the local police 

and returned to prison. And, Andersson (2006), in the Aftonbladet, told of an event where 

staff at the prison in Norrtälje forgot to lock inmates’ doors. So, the inmates baked a 

fudge cake, made a pillow fort, and watched a movie before returning to their rooms. I 

think it’s of particular note that the premises were not vandalized, either, and the inmates 
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returned to their unlocked rooms. The reputation of the Swedish prison system is one of 

humaneness. This reputation is known throughout the world, and it prompted Saddam 

Hussein’s lawyers to request transfer to the Swedish prison system—a request that was 

ultimately denied.  

As I wrote previously, and Foucault more eloquently argued, prisons and 

hospitals resemble each other. According to Foucault, prison 

means a rigorous regulation of space, because the guard can and must see 

everything. It is also the rigid regulation of the use of time hour by hour. Finally, 

it involves regulation of the slightest bodily movements or change of position. (as 

cited in Droit, 1975, p. 1) 

Foucault continued in his interview with journalist Droit, to explain the role of 

surveillance in prisons, as “the control and identification of individuals, the regulation of 

their movements, activity, and effectiveness” (p. 2). If the goal of the prison system of the 

United States, as has been noted by criminal justice scholars, is retributive, Foucault’s 

assertion holds up regarding regulation and surveillance by someone other than the 

inmate; however, if a penal system’s goal is rehabilitative, like in Denmark and Sweden, 

surveillance is returned to the inmate; or, as Larson (2013) has pointed out in an open 

prison system, the individuals regulate themselves, including the man who broke out of 

prison to see the dentist, yet returned and the men who baked a sweet and watched a 

movie. In rhetorical terms, inmates in the Swedish prison system have agency or the 

ability to act on their own behalf.  

Foucault continued by stating that inserting humanity into a prison system extends 

beyond merely allowing an extra sweet or chocolate bar on a holiday for an inmate. In 
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fact, Foucault contended that “What we have to denounce is not so much the "human" 

side of life in prison but rather their real social function-that is, to serve as the instrument 

that creates a criminal milieu that the ruling classes can control” (as cited in Droit, p. 3). 

Foucault’s nuanced understanding for the role of prisons in society is exemplified in the 

Swedish system where openness and gender equality prevail. In an egalitarian society 

with accessible and equitable welfare resources, ruling class control is less of an issue.  

Of course, Foucault has a lot more to say on punishment. For example, he argued 

about changing perceptions of punishment in the eighteenth century:  

. . . a new strategy for the exercise of the power to punish. And “reform”, in the 

strict sense, as it was formulated in the theories of law or as it was outlined in the 

various projects, was the political or philosophical resumption of this strategy 

with its primary objectives: to make of the punishment and repression of 

illegalities a regular function, coextensive with society; not to punish less, but to 

punish better; (p. 81-82) 

Where some prison systems could be argued to have stopped evolving, focusing on 

punishment as punitive and as a deterrent, then it can be argued that Sweden’s 

humanitarian prison system strives to “punish better” by evolving from punitive to gentle 

to rehabilitative: a commitment to flexibility and revision, situated in the current 

conditions and goals of the society: equality. The punished, too, are influenced by the 

rhetoric of equality, discussed as a component of a Swedish cultural logic, later in this 

chapter.   

The Swedish Brå, or Brottsförebyggande rådet, the Swedish Ministry of Justice, 

advises “Comparisons between countries that are based on their individual crime 

statistics require caution since such statistics are produced differently in different 
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countries. Criminal statistics do not provide a simple reflection of the level of crime in a 

given country” (Crime Statistics, n.d.).  I think this is an important distinction to make, 

and it is evident in the careful labeling of “reported crimes,” ranging from classifications 

of bicycle theft to economic crime to hate crime and vandalism by the Swedish Ministry 

of Justice. Reported incidents of sexual assault and domestic violence may be 

underreported, and that is common in the United States, too. Murder and manslaughter, 

though, may not be potentially as underreported. In 2013, there were 87 confirmed cases 

of lethal violence, murder and manslaughter, in Sweden. Comparatively, in Denmark (the 

second research site), there were, in 2011, 49 reported cases of homicide, which does not 

include manslaughter (Statistics Denmark, 2013, p. 10). In the state of Texas (the third 

research site), there were 1,151 confirmed cases of lethal violence in 2013 (Texas Crime 

Summary, 2013, p. 84). Although the comparative statistics I report above are interesting 

(and not surprising), and as starting point, I think the Swedish government’s warning 

against comparisons should be heeded.  

An advanced understanding of rehabilitation and its role in recidivism in the 

Swedish judicial system is apparent. And if the autonomy, independence, and equality, 

which include rhetorical agency, can be gleaned as goals of the Swedish prison system, 

too, and we accept Foucault’s argument that prisons reflect hospitals within society, does 

that indicate that Swedish hospitals and healthcare will also advocate independence and 

autonomy and equality? And if so, how do these attributes manifest and what do they 

mean? Before these questions are addressed, though, it is pertinent to discuss Swedish 

healthcare and hospitals. What is the impact of egalitarianism (Foucault’s self-
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surveillance) and watching the punished and the sickest and the tiniest members of 

Swedish society: the NICU infant?  

Svensk Hälso-och Sjukvård: Swedish Healthcare 

Contrary to popular opinion, the healthcare in Sweden (and Denmark) is not free. 

Swedes pay for healthcare through taxes. The Swedish income tax rate is progressive, 

and it is based on a person’s yearly salary. Basically, it’s not a flat income tax, like in the 

state of Illinois in the United States, but it’s based on a percentage. For example, if you 

make around $90,000. 00 U.S. dollars (USD) per year, you will pay income tax at the rate 

of 56%; however, if you make under $3,000. 00 USD per year, you will not pay any 

income tax. In essence, the more money you make, the more money you will pay into the 

social welfare system.  

Additionally, if you visit a physician, Swedes and other eligible inhabitants in 

Sweden pay a modest amount (depending on the service, but usually under $10 USD) for 

the visit. It’s not a free healthcare system, yet those who are participants in it, are free to 

use it. And the healthcare system, like in Denmark, is not completely run by the 

government. There is private health insurance available for purchase in both countries. As 

I noted above, Systembolaget is the chain of government-run liquor stores throughout 

Sweden. Apoteket is the chain of government-run pharmacies, although some private 200 

privately owned pharamacies or apotehcaries do exist in Sweden since Apoteket’s 

monopoly ended in 2009 (Sweden.se). There is a mix of social welfare and private 

services for healthcare in Sweden. And coordinated efforts amongst municipalities, 

county councils, and regions aim to provide health and medical services for those covered 

in the Swedish healthcare system.  
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According to Sweden’s official website, equal access to healthcare is a right. And 

it’s also a shared responsibility: 

The responsibility for health and medical care in Sweden is shared by the central 

government, county councils and municipalities. The Health and Medical Service 

Act regulates the responsibilities of county councils and municipalities, and gives 

local governments more freedom in this area. The role of the central government 

is to establish principles and guidelines, and to set the political agenda for health 

and medical care. It does this through laws and ordinances or by reaching 

agreements with the Swedish Association of Local Authorities and Regions 

(SALAR), which represents the county councils and municipalities.  

And part of the shared responsibility is shared reproductive rights and responsibilities. 

Birth control has been available and legal since 1964, according to Women and Men in 

Sweden (2012); and abortion has been legal in Sweden since 1975 (p. 8). According to 

Abortstatistik (2012), there were 37,300 induced abortions, which accounts for 20.7 

abortions per 1,000 women (aged 15-44) in Sweden (p. 2) in one year; however, 

annually, there are 35,000-38,000 abortions in Sweden. According to Sweden’s official 

website: 

In Sweden, anyone can obtain contraceptives. If someone has an unwanted 

pregnancy, she is entitled to terminate the pregnancy with an abortion before 

week 18. After the 18th week, an abortion may be performed only following a 

decision by the National Board of Health and Welfare and only under exceptional 

circumstances.  

Infant mortality, as noted in the introduction, is extremely low in Sweden. In 

Women and Men in Sweden (2012) 115,641 babies were born; of those births, three 

women died from labor, pregnancy, and birthing complications (p. 30). Midwifery in 

Sweden has been attributed as an asset to Swedish healthcare and successful outcomes 

for infants and mothers. Not unlike the history Ehrenreich and English note concerning 
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women as healers in Witches, Midwives, and Nurses, Sweden’s persecution and execution 

of women as witches are echoed in western Europe’s witch hunts that claimed the lives of 

one million from the thirteenth to the seventeenth centuries (Oster, 2004, p. 215).  In the 

late seventeenth century, Sweden executed 300 people, mostly women, accused and 

convicted of witchcraft in mass trials (Geller, 2012, p. 1).  Like most of continental 

Europe and the United States, a stain in the history of women are the various trials and 

executions for witchcraft.  

Currently proud of the role of midwifery in Swedish healthcare, though, Sweden’s 

website remarked:  

Sweden has long had trained professional midwives. Research shows this has 

resulted in a sharp reduction in mortality among women in childbirth. In the 18th 

century, the rate was about one in a hundred. By the beginning of the 20th 

century, mortalities had dropped to 250 women per 100,000 live births.  

The Swedish Association of Midwives recently celebrated its 125th anniversary 

as a professional organisation and 300 years of midwife training. The first 

regulations governing midwifery in Sweden were established in 1711, and 

stipulated that midwives in Stockholm should be trained, assessed and take an 

oath.  

Today, maternal mortality in Sweden is among the lowest in the world; fewer than 

six out of 1,000 babies and fewer than one woman out of 100,000 die in birth. 

Swedish maternal care is often highlighted as a success story in international 

contexts, given its long tradition of significant contributions.  

Sweden has clearly noted the role of midwives in preventing maternal and infant 

mortality. Chemaly (2013) used Ehrenreich and English’s book (2010) as a means to 

argue that secularization lays the foundation for maintaining midwifery, and wrote:  

[Religion] might go a long way to explaining why today, in Sweden, one of the 

most secular countries in the world, midwives thrive and the gender gap between 
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men and women is among the smallest in the world. It is rated the second best 

country in which to give birth and become a mother.  

The role of women in Swedish healthcare is represented in the sheer number of women 

who provide care, from nurses to midwives to physicians. Midwives provide effective 

care, which can be seen in infants’ outcomes, especially mortality and morbidity rates. By 

using empiricism and data to drive decisions, religious intuition and faith fall away from 

the center, providing room for empirically based biomedical practices.  

Omvårdnad i Sverige: Nursing in Sweden 

In Sweden, like in Denmark, trade unions are strong. In fact, there is an alliance 

along the Scandinavian and Nordic countries (Denmark, Sweden, Norway, Iceland, and 

Finland) that links trade unions in a Nordic network. The Vårdförbundet, or the Swedish 

Association of Health Professionals, represents nurses, midwives, biomedical scientists, 

and radiographers; the union represents about 80% or 110,000 members, according to the 

union’s website. Additionally, the website reported 5,600 (5%) midwives and 94,600 

(86%) nurses as members. Eighty-six percent of the total members of the union are 

nurses. Within the Swedish Association of Health Professionals, each of the four 

profession have their respective professional societies, including the Svensk 

Sjuksköterskeförening or the Swedish Society of Nursing, which claims 70,000 members 

who are registered nurses and nursing students, according to the Swedish Society of 

Nursing website.  

In April 2014, I met with my contact at the hospital in Mölndal, Marie—a mutual 

acquaintance, a registered nurse, and the neonatal ward supervisor in the hospital. The 

hospital in Mölndal is affiliated with the medical school, Sahlgrenska University, which 
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is part of the University of Gothenburg. Marie is the neonatal intensive care unit (NICU) 

supervisor in the Gothenburg Sahlgrenska University NICU, too, which keeps her 

managing nurses and neonates at two locations, located about 3 miles apart.  On the day 

we met, a warm, spring day in April 2014, I knew I would immediately greet her with a 

firm handshake and eye contact.  

I have spent a few months in Sweden. During the first month I was in Sweden, 

over the summer solstice, I attended a Midsommar party in Karlshamn, on the east coast, 

south of Stockholm, on the Baltic Sea in Sweden. At this event, upon descending a slight 

hill toward the Baltic Sea, I was immediately greeted, person-by-person, with a firm 

handshake and the person’s name. Swedes are taught from a young age to introduce 

themselves immediately upon seeing a new person in their social space. I have 

encountered this social behavior many times in Sweden, from Gothenburg to Karlshamn 

to the day I met with Marie in the neonatal ward in Mölndal.  

At least I knew to lead with a handshake, as is the custom when meeting new 

people in Sweden. After the handshake, though, the nervousness I felt before sitting down 

to talk with Marie did not go away, and as I’ll discuss below in more detail, the 

uneasiness I experienced asking for permission to research in Sweden did not abate, 

either. I thanked Marie for meeting with me, and I asked her permission to take notes to 

what would turn out to be a marathon information session, where we shared stories, 

experiences, and cultural insights (mostly hers) about Swedish healthcare and feminism, 

in general. The information session lasted about four hours, and we covered topics 

ranging from the kind of care the neonatal ward in Mölndal offered to its connection to 

the University of Gothenburg’s Medical School—Sahlgrenska University.  
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During this initial visit to the hospital in Mölndal, Marie graciously explained 

midwifery’s role in maternal and child healthcare in Sweden, including the process and 

choices pregnant women have in the Swedish healthcare system. Marie also noted some 

of the cultural issues she has observed in the multicultural Sweden in which she has 

worked as a nurse. Her work has included providing support to refugees and serving as a 

nurse to her current role as the supervisor of two neonatal wards, including the neonatal 

intensive care ward in Gothenburg. Marie noted that in her experience it is very, very rare 

for a mother not to receive prenatal care, as is reflected in the extremely low rate of 

maternal death associated with pregnancy—five deaths in 2012; and three deaths in 2010, 

according to the Board of National Health and Welfare.  

Marie also shared the feedback loop in the hospital, which includes surveying 

parents upon their child’s discharge to receive feedback on their infants’ stay in the ward. 

Based on surveys, it was discovered that the bathroom facilities were inadequate, as 

reported by parents, so more toilets were installed. Although this is not necessarily 

significant information, it shows that the user’s or parent’s input is valued in the design, 

and that their needs are taken into account, which suggests family-centered, not nursing-

centered care. In my research about Sweden and my observations, official and unofficial, 

in Sweden, I have found that decisions in Sweden are typically empirically-driven with 

concerted effort to include as many people in the decision-making process as possible—

openness and inclusion are inherent in Swedish healthcare and Swedish society, 

generally-speaking.  

Interestingly, and without prompting or mentioning it, Marie brought up the 

Newborn Individualized Developmental Care and Assessment Program (NIDCAP). 
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During my initial visit to the Rigshospitalet in Copenhagen with Ragnhild, she discussed 

NIDCAP, which is a way of studying and recognizing babies’ body language to assess 

needs and to provide care. In short, it is paying attention to a baby’s gestures.  Although I 

will return to this later in the chapter, an example is the baby’s body language or gestures 

while at breast: if the baby’s hands are on the mother’s breast, they want to nurse; if the 

baby’s hands are off the breast, the baby does not want to nurse. Valuing the baby’s 

gestures, if one accepts the McNeil’s ontology of language as co-expressed with gestures 

and gestures preceding spoken language, then provides the neonates with agency.  

Asking Permission and Access 

Whereas openness and accessibility are two characteristics of Swedish policies 

and practices, as I have researched and represented in this chapter, I do not wish to 

suggest that systems and checks and processes are absent. In order to gain approval to 

research at a hospital site in Sweden, there are protocols, like in Denmark and the United 

States, to follow, including obtaining local approval in the NICU, as well as from hospital 

administrators and the Swedish government’s human participant protection body: the 

Central Ethics Review Board (CEPN).  

Establishing a contact to serve as a liaison to help me obtain permissions and 

navigate approvals proved to be a daunting task, once again, in Sweden. Initially, I had 

made contact with a neonatologist at Lund University. I was hopeful this contact would 

result in support for my research in the NICU in Lund; however, it did not, as second and 

third e-mails went un-returned. In order to demonstrate my ethos and worthiness as a 

researcher outside of biomedicine, it is necessary to cultivate a relationship with a contact 



Texas Tech University, Kristin Bivens, May 2015 

168 

and collaborator. At the suggestion of a friend, I was put in touch with the NICU 

supervisor Marie. 

Marie is extremely busy. I was grateful she was able to take a few hours to meet 

with me to discuss the NICU and healthcare in Sweden, in general. Our discussion served 

as an impetus to focus my research and stimulate my thinking about a Swedish cultural 

logic that I discuss later in this chapter. During this meeting, I attempted to establish my 

credibility as a healthcare communication researcher and medical rhetorician. I think I 

was successful. When I followed-up with a thank you e-mail, and since Marie and my 

mutual friend had indicated they would see each other in a few days at a book club 

discussion, I sent a chocolate cake to the book club discussion as a thank you for Marie’s 

time, I received a brief reply from Marie, via e-mail, that suggested she would support 

my effort to research in the smaller, less critical NICU in Mölndal. The sense I had from 

her brief e-mail and our longer face-to-face discussion was that she was extremely busy 

supervising two NICUs (one in Mölndal; and one in Gothenburg) and would not be able 

to help me secure approval, although she would support my efforts to research in her 

NICU.   

How could I, ethically, continue to pursue my research endeavor, while not 

interrupting Marie’s already busy work pace in both NICUs? In short, how do I 

determine if it is feasible to continue to pursue research in this NICU? And, do I damage 

my credibility if I continue to pursue research in this NICU, with Marie’s help and 

guidance, knowing how busy she is?  



Texas Tech University, Kristin Bivens, May 2015 

169 

Once again, the emotional implications of field research reared up. Jordan and 

Davis-Floyd (1993) wrote about the intricacies and challenges of gaining access to an 

international field research site. Asking permission, when the researcher has nothing to 

offer in return, is a delicate situation. As Jordan and Davis-Floyd indicated, “I didn’t 

know what the local rules were for making such a request, nor did I know how to handle 

a potential denial,” (p. 97) and, I would add, I did not know the effect my pursuit would 

have on my credibility and future research potential at this site. Although not officially 

withdrawing her consent to help me pursue research, did Marie microwithdraw her 

consent? Chataway (2001) remarked, “Potential co-researchers need principles on-site to 

decide whether or not to work with the researcher (the equivalent of informed consent)” 

(p. 239). What are the implications of pursuing a research opportunity in this NICU, even 

as Marie appeared to microwithdraw her consent? Will I be investing time into 

researching here, yet, when it comes time to do so, since Marie is so busy, she will not be 

able (or even willing) to help me recruit participants? My researcher’s sense, and 

rhetorically listening for a microwithdrawal of consent to participate, said to stop 

pursuing research at this site, for now.  And so, I did not continue to pursue field research 

at this site. It is at this point where my field research methodology and analysis 

transforms and evolves to become rooted in another aspect of rhetorical listening—one 

aimed to uncover a cultural logic.  

Swedish Cultural Logic: A Rhetoric of Equality  

A cultural logic, or a culture’s way of reasoning, is a belief system a group of 

people share through discourse, according to Ratcliffe’s (2014) Rhetoric Society of 

America keynote address in San Antonio, Texas. Ratcliffe, in her presentation, contended 
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that enthymemes or rhetorical syllogisms can help determine a cultural logic. She 

explained: 

IF a definition states,  

THEN an attitude is exhibited, and 

THEREFORE an action can be observed.  

Cultural logics, while not meant to be generalizable across an entire culture, do reveal a 

culture’s way of reasoning. It would be inaccurate to describe a cultural logic as 

acceptable by all members of a given culture, as there are bound to be exceptions and 

outliers. However, using statistics and a bell curve, it is logical to conclude that most of a 

culture will fall under the curve of the bell—a majority concentration of a population.  

Cultural logics, then, can reveal unstated assumptions; the unstated assumptions are 

enthymemes, and, in turn, the enthymemes are rhetorical. Attitudes and actions may also 

reveal unstated assumptions, thus cultural logics can be known.  Tropes, then, are one of 

the functions of a cultural logic, according to Ratcliffe (2014). In her own words, 

Ratcliffe (2013), in a podcast interview on Syracuse University’s This Rhetorical Life, 

clarified: 

When I talk about cultural logics, what I mean by that is when you assume certain 

things then you decide to think in a certain way and that gives you a cultural script 

for acting in certain way. So we’re back to Kenneth Burke’s notion of rhetoric 

with its socializing function having both a means of moving one to attitude and to 

action. And so thinking about cultural logics that way—what’s the assumption? 

what’s the kind of principle that I’m functioning from? and what kind of action 

gets associated with that? and then suddenly people see that yes I believe this, but 

I’m not alone. It not just helps them see cultural logics, but it helps them see it as 

something that can be critiqued and analyzed with a non -personal threat attached 

to it. (2013) 
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Examining, then, actions and attitudes may reveal assumptions, which, in turn may 

indicate a cultural logic. I will construct/disentangle a Swedish cultural logic in four 

moves: the first move is to define a rhetoric of equality as defined in Sweden by the 

Riksdag (the Swedish government); the second move will be to examine the child in 

Sweden; the move is intended to trace the Swedish ratification of the United Nations 

(UN) Convention on the Rights of the Child (UNCRC) and follow the influence of the 

UNCRC to unveil attitudes about children, including infants, term and premature; the 

third move will be to examine, briefly, several actions that violate the attitudes and laws 

of children’s rights in Sweden; and the fourth move is to connect the first three moves to 

a Swedish cultural logic regarding healthcare for infants within the context of a rhetoric 

of equality.  

First Move: A Definition of a Rhetoric of Equality 

As I mentioned earlier in the chapter, Sweden has a liberal and welcoming 

immigration policy, yet it has become more restrictive in recent years. Since World War 

II, Sweden has welcomed refugees and asylum seekers, including recently being praised 

for integrating and welcoming about 30,000 Syrian refuges (Gender equality, free trade 

crucial for economic development, says Sweden, 2013). Currently, according to 

Sweden’s official website: 

In 2012, 20.1 per cent of residents had their roots outside Sweden. The largest 

foreign group is from Finland (170,000 people) but in recent years, immigrants 

have come mainly from Iraq, Poland and Afghanistan. The Swedish Parliament 

and Government aim to have a migration policy that protects the right to asylum, 

facilitates freedom of movement across borders within the framework of regulated 

immigration, and promotes needs-based labour immigration.  



Texas Tech University, Kristin Bivens, May 2015 

172 

In what used to be a homogeneous population of mostly Swedes (or, at least 

Scandinavians), the Riksdag is tasked with assimilating, supporting, and legislating for a 

multicultural society. I suggest the approach the Swedish government, and the Swedish 

education system, advocated and nurtured was one of a rhetoric of equality—the 

approach to integrate those from other cultures.  

Equality in Sweden can be seen in the concept and practice of allemansrätten, 

which allows for equal and open access to lands throughout Sweden, as discussed earlier 

in the chapter. Also, linguistically, the discussion surrounding and the addition of the 

gender-neutral pronoun “hen” is also an indication of the goal of promoting and 

extending equality by using language to reject a gendered binary. Equality in Sweden is 

strived for, and gender equality, by definition, in Sweden “means that women and men 

have equal power to shape society and their own lives. This implies the same 

opportunities, rights and obligations in all spheres of life”; gender equality is one of the 

foundations of equality in Sweden (Women and Men in Sweden, 2014, p. 2). The Swedish 

idea of equality, though, “is a somewhat wider concept. It refers to parity in relations 

among all individuals and groups in society. Underlying this notion is the belief that all 

people are of equal value, regardless of sex, ethnic origin, religion or social class 

(Statistics Sweden: Men and Women in Sweden, 2014, p. 2). It is a strategy to promote a 

rhetoric of equality, especially in light of religious, cultural, and other differences 

commonly found in multicultural societies.  

In a speech, captured on video, addressing the UN in 2013, Swedish Prime 

Minister Fredrik Reinfeldt stated:  
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“It is our firm belief that by ensuring gender equality you also improve a country's 

productivity, economy and rule of law,” Mr. Reinfeldt said, noting that every 

year, 1 billion women are subject to sexual or physical violence, every day 800 

women die from preventable complications related to pregnancy and childbirth, 

and legal restrictions prevent women from owning property in many countries 

while many girls and women are refused access to schools and education.  

“Educating girls and women leads directly to an increase in a country's economic 

output,” he stressed. “Educated mothers place higher value on schooling their 

own children. Closing the gap between male and female employment rates 

increases a country's GDP (gross domestic product) substantially.” (as cited in 

Gender equality, free trade crucial for economic development, says Sweden, 

2013) 

Not only does the Riksdag promote gender equality in Sweden, Swedish governmental 

officials also promote gender equality on the international stage, as in Prime Minister 

Reinfeldt’s address.  

Swedish gender equality policy can be better defined by articulating four of the 

Swedish government’s goals: an equal distribution of power and influence; economic 

equality between women and men; equal distribution of unpaid care and household work; 

and men’s violence against women must stop (Women and Men in Sweden, 2014, p. 3). 

Although all four are admirable goals, I would like to turn focus to Women and Men in 

Sweden’s description of men’s violence against women must stop: “Women and men, 

girls and boys shall have the same rights and opportunities in terms of physical integrity” 

(p. 3). The Swedish government, through its gender equality policy and goals, assumes a 

link between violence against boys and girls (or children) and equality—an assumption 

worth further exploration in the next section.  

Gender equality is not on the political platform for all parties in Sweden. And like 

in all other countries of the world, politics are complicated facets of society with 
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dimensions that, from the outside or even on the inside, are confusing and circuitous. 

Gender equality policies in Sweden, though, have become the status quo:  

Liberal gender equality ideals –emphasizing the fundamental equality and 

similarity between men and women as individuals in all spheres of life – have 

become closely tied to Swedish national identity, so much so that gender equality 

is now regularly referred to as part of core ‘Swedish values’ in the media, in 

public policy documents and in political debates. (Towns, Karlsson, and Eyre, 

2014, p. 2) 

Swedish national identity, then, includes gender equality. Towns, Karlsson, and Eyre’s 

article on the gender equality rhetoric of a Radical Right Populist (RRP) party in 

Sweden—Sverige Demokraterna or Sweden Democrats—contended about nations and 

national identity,  

Nations, as is famously argued by Benedict Anderson (1991), are “imagined 

communities”, not in the sense of being a false figment of the imagination but 

rather in the sense of being systems of cultural representation through which 

people come to imagine and identify with a broader community. (2014, p. 3) 

Since “[g]ender is central to the project of generating familiarity among strangers,” (p. 3), 

in order to promote a rhetoric of equality, then, gender equality is integral to policy in 

Sweden. Thus, promoting a strategic essentialist argument of Swedes being equal, 

regardless of gender or other differences, becomes an irreplaceable component of 

Swedish society. The rhetoric of equality could be misconstrued as a ruse of sorts: a tactic 

used to gain political power and votes like in other political systems. However, since 

equality is endemic to the Swedish healthcare, prison, education, and legal systems, I 

argue this is not the case.  
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But, how does the Swedish government incorporate gender equality into all 

aspects of its culture? The short answer is that it is systemic; the longer answer is 

provided by Statistics Sweden (2014):  

The Minister for Gender Equality coordinates the policies of gender equality in 

the Government. Each minister is responsible for gender equality in his/her policy 

area. The Division for Gender Equality is responsible, under the Minister for 

Gender Equality, for coordination of the Government’s work on gender equality, 

special gender equality initiatives and development of methods to implement the 

Government’s gender equality policy. There are experts in gender equality issues 

at every county administrative board.  The Office of the Ombudsman against 

discrimination sees that anti-discrimination legislation and the Parental Leave Act 

are followed. There is a council against discrimination that can impose employers 

and educators with fines if they do not take active measures to prevent 

discrimination, such as discrimination on grounds of sex. (p. 6, emphasis original) 

Gender equality protocol is both systemic and ingrained into Swedish policies and 

governmental practices, which is especially profound when one considers the role the 

Swedish government has in the average inhabitant of Sweden’s life. For example, the 

Swedish government, as noted earlier, not only has a monopoly on the liquor in Sweden, 

Swedish taxpayers contribute to a social welfare system that literally begins when a child 

is born with the issue of a national identification card, after the baby’s name is approved 

by the Swedish government, through a public education system that is free from ages 6-

19; and a healthcare system that is funded and overseen by regional governmental bodies. 

Governmental gender equality policies and practices are easily applied because the 

government has such an influence on the average Swede’s education, work, and health. 

Gender equality prevails because it is persistently included and involved in educational, 

political, health care, and Swedish discourse.  
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Second Move: Attitudes Concerning the Child in Sweden 

The Swedish rhetoric of equality, as an attitude, is expressed by the Riksdag as 

such:  

To achieve gender equality in society, is it necessary to have a gender equality 

perspective in all areas. This strategy is called gender mainstreaming. This means 

that analyses of women’s and men’s, girls’ and boys’ situations and conditions 

shall be included in decision-making data, and that the consequences of the 

proposals are analysed [sic]with consideration to gender equality among women 

and men. Gender mainstreaming is based on the understanding that gender 

equality is created where the resources are distributed and decisions are made. 

Therefore a gender equality perspective must be incorporated in all decision 

making by the actors who normally take part in decision making. (Women and 

Men in Sweden, 2014, p. 3) 

Famed children’s book author Astrid Lindgren gave an acceptance speech in 

1979, which stirred conversation about hitting and violence toward children.  Her speech 

served as an impetus for changing attitudes, one that prevails today, toward children and 

their rights (Sweden.se). Smacking, spanking, slapping, and all other kinds of corporal 

punishment have been banned in Sweden since 1979, meaning corporal punishment has 

been forbidden for thirty-five years:  

Spanking, slapping, smacking, pinching, hair-pulling, whipping, paddling – 

corporal punishment by any name or means is prohibited in Sweden, both at home 

and in school. And it is severely frowned upon.  

This has not always been the case. Until the 1960s, nine out of ten preschool 

children in Sweden were spanked at home. Slowly, though, more and more 

parents voluntarily refrained from its use and corporal punishment was prohibited 

throughout the educational system in 1958.  

[. . . ] 

On 15 March 1979, the members of the Swedish parliament were the first in the 

world to vote for the prohibition. The law was implemented on 1 July 1979. 

(Sweden.se)  
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In January 1990, Sweden signed the UNCRC treaty; on June 29, 1990, seven 

months after the United Nations adopted the CRC, Sweden ratified the treaty. 

Conversely, Madeline Albright signed the treaty as the U.S.’s UN representative in 1995; 

however, as of April 2015,—20 years later—the U.S. Congress has yet to ratify the 

treaty, assuming there are objections to the content of treaty. Sweden, too, raised 

objections to reservations made by the following countries: Pakistan (1991), Jordan 

(1992), Syrian Arab Republic (1994), Iran (1995), Malaysia (1996), Saudi Arabia (1997), 

and Oman (1998). Each of the previously named countries had objections to the treaty 

interfering with Islamic laws, and, as such, their reservations stemmed from these 

objections. Sweden, in turn, formally objected to these countries’ reservations. In short, 

Sweden rejected reservations that disallowed children’s right to freedom of religion in 

each country, although this is a simplified statement concerning their objections. Even 

outside of Sweden, and within the context of the U.N., Sweden’s attitudes toward 

children and their rights is easy to discern, hence the ratification and adoption of the 

articles of the treaty.  

Specifically, there are three articles that can be argued to directly apply, not just to 

children, but to premature infants in the Swedish healthcare system. These articles and 

their subsequent and applicable parts are included in Table 5.1. The UNCRC articles 

excerpted below reveal attitudes toward caring for infants and children everywhere, not 

just in Sweden and promoted by the U.N. However, the Swedish government aims to 

make each article, and each item for each article, a part of the rights of children in 

Sweden. In Swedish NICUs, family rooms are ideal. In a family room, the parents are 

able to sleep next to their babies. However, as Wigert (2013) points out, this can be 
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expensive even though it is in the best interest of the infants. The healthcare system, 

though, since it is part of Swedish social welfare means that the premature infants and 

parents will not be saddled with healthcare bills even after discharge if the infant has 

special needs. Also, the UNCRC requires parental support, including maternal pre- and 

post-natal care, which Swedish healthcare provides for. Table 5.1 shows applicable text 

from the UNCRC articles for premature infants.  

Table 5.1 Applicable text from the UNCRC articles for premature infants. 

Article Description 

Article 9 

1. States Parties shall ensure that a child shall not be separated from his or her parents against their will, except when 

competent authorities subject to judicial review determine, in accordance with applicable law and procedures, that 

such separation is necessary for the best interests of the child. Such determination may be necessary in a particular 

case such as one involving abuse or neglect of the child by the parents, or one where the parents are living separately 

and a decision must be made as to the child's place of residence.  

3. States Parties shall respect the right of the child who is separated from one or both parents to maintain personal 

relations and direct contact with both parents on a regular basis, except if it is contrary to the child's best interests.  

Article 23 

1. States Parties recognize that a mentally or physically disabled child should enjoy a full and decent life, in 

conditions which ensure dignity, promote self-reliance and facilitate the child's active participation in the 

community.  

2. States Parties recognize the right of the disabled child to special care and shall encourage and ensure the extension, 

subject to available resources, to the eligible child and those responsible for his or her care, of assistance for which 

application is made and which is appropriate to the child's condition and to the circumstances of the parents or others 

caring for the child.  

3. Recognizing the special needs of a disabled child, assistance extended in accordance with paragraph 2 of the 

present article shall be provided free of charge, whenever possible, taking into account the financial resources of the 

parents or others caring for the child, and shall be designed to ensure that the disabled child has effective access to 

and receives education, training, health care services, rehabilitation services, preparation for employment and 

recreation opportunities in a manner conducive to the child's achieving the fullest possible social integration and 

individual development, including his or her cultural and spiritual development 

4. States Parties shall promote, in the spirit of international cooperation, the exchange of appropriate information in 

the field of preventive health care and of medical, psychological and functional treatment of disabled children, 

including dissemination of and access to information concerning methods of rehabilitation, education and vocational 

services, with the aim of enabling States Parties to improve their capabilities and skills and to widen their experience 

in these areas. In this regard, particular account shall be taken of the needs of developing countries.  

Article 24 

1. States Parties recognize the right of the child to the enjoyment of the highest attainable standard of health and to 

facilities for the treatment of illness and rehabilitation of health. States Parties shall strive to ensure that no child is 

deprived of his or her right of access to such health care services.  

2. States Parties shall pursue full implementation of this right and, in particular, shall take appropriate measures: 

(a) To diminish infant and child mortality; 

(b) To ensure the provision of necessary medical assistance and health care to all children with emphasis 

on the development of primary health care; 

(d) To ensure appropriate pre-natal and post-natal health care for mothers; 

(e) To ensure that all segments of society, in particular parents and children, are informed, have access to 

education and are supported in the use of basic knowledge of child health and nutrition, the advantages of 

breastfeeding, hygiene and environmental sanitation and the prevention of accidents; 

(f) To develop preventive health care, guidance for parents and family planning education and services.  

3. States Parties shall take all effective and appropriate measures with a view to abolishing traditional practices 

prejudicial to the health of children. 
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In “Sweden’s fifth periodic report to the UN Committee on the Rights of the 

Child, on the implementation of the Convention on the Rights of the Child 2007 - 2012,” 

told of work being promoted by the Ombudsman for Children in Sweden. The Swedish 

government has had an Ombudsman for Children in Sweden since 1993. The 

governmental agency is “tasked with representing children regarding their rights and 

interests on the basis of the UN Convention on the Rights of the Child (CRC)” 

(Background, n.d.). As discussed below, this office has taken actions that are 

manifestations of the ideas and definition of the rights of children in Sweden and is 

reflective of the attitudes concerning children and children’s rights in Sweden. The Office 

of the Ombudsman for Children has been given special funds to educate parents and 

prospective parents about the rights of children, according to “Sweden’s fifth periodic 

report” (2012, p. 54).  

Also, in the report, the Swedish government addressed their status of 

implementing all aspects on the UNCRC treaty. The U.N. Committee tasked with 

addressing each country’s status on the rights of children remarked that there were 

disparities between native Swedes and their foreign-born counterparts with respect to 

equality, especially economic and gender (p. 63). The Swedish Ministry of Health and 

Social Affairs (the author of the report) included the actions they had taken to address 

these economic issues, revealing attitudes toward problems identified in the report in 

general. Whereas addressing economic disparities may help to strengthen awareness and 

acknowledgement of the right so children in Sweden, in Gilbert et al.’s Lancet article, 

“Child maltreatment: variation in trends and policies in six developed countries” (2012), 

one of the takeaways from the article included, “Lower levels of maltreatment indices in 
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Sweden than in the USA are consistent with lower rates of child poverty and parent risk 

factors and policies providing higher levels of universal support for parenting in Sweden” 

(p. 758). Although Gilbert et al.’s article suggests there is not a correlation between 

Sweden’s ban on corporal punishment and a reduction in child abuse (only violent deaths 

have been reduced), it may suggest that the awareness of what constitutes child abuse and 

a destabilizing attitudes toward the corporal punishment of children as normal, could 

indicate why levels of child abuse in Sweden have not plummeted in the last thirty years. 

Yet, Sweden continues to strive to improve the life of children, within the context of the 

rights of children and a rhetoric of equality.  

On the Swedish Government’s webpage on the child’s rights (Rights of the child 

in Sweden, 2014), it is reported:  

Every child up to the age of 18 has special rights. Children are competent 

individuals who must be respected and allowed to participate in decisions that 

concern them. They have the right to a secure upbringing and opportunities to 

develop. The Government’s child rights policy aim to apply and strengthen the 

rights and interests of the child in society, based on the UN Convention on the 

Rights of the Child.  

Although the rights of children were brought to the forefront by the writer Astrid 

Lindgren, as noted above, and the corporal punishment of children had been banned since 

1979, an agenda was set to further promote the rights of children based on the treaty from 

the UNCRC. And it is an expansive, encompassing, and ever-present practice to 

incorporate the rights of children in Swedish society, as indicated on the Swedish 

government’s website:  

The Government's child rights policy support the rights of the child. Children 

must be able to grow up in a secure environment and to develop at their own pace 

and on the basis of their own abilities and needs.  

http://www.government.se/sb/d/15662
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A child perspective and a child rights perspective are to be mainstreamed into all 

areas and activities involving children, such as educational policy, migration 

policy, cultural policy and social services policy.  

For decision-makers and others, applying a child perspective means that before 

taking decisions or measures they must consider whether these affect the child or 

children and, if so, in what way.  

Adopting a child perspective is a matter of attitudes, knowledge and working 

methods. It reflects a view of children as fully fledged citizens and competent 

individuals who should be met with respect in all circumstances.  

If the measures or decisions are considered to affect the child or children, 

consideration must be taken of the human rights that children have, for example, 

under the Convention on the Rights of the Child. (Rights of the child in Sweden, 

2014) 

Attitudes toward children, though, begin in the maternal care offered to expectant 

mothers, which begins with free pre-natal care and continues with post-natal care, and 

also comes with free or subsidized delivery preparatory courses, like Lamaze classes. In 

the spirit and practice of equality: 

Women who work typically strenuous jobs that require heavy lifting or in risky 

work environments such as construction sites are entitled to additional pregnancy 

benefits (graviditetspenning) by taking time off work earlier during their 

pregnancy. Benefits can be paid as early as 60 days (two months) into the 

pregnancy and continue up to 11 days before the due date. The amount received is 

roughly 80 per cent of the mother’s daily pay and is paid by the Swedish Social 

Insurance Agency (Försäkringskassan). (Sweden.se) 

Usually, moms, after a normal delivery with a healthy baby, go home the day after they 

deliver a baby. But some moms, after they are discharged from the hospital with their 

babies, are welcome to stay for a few days, along with the other parent, at a maternity 

hotel where free meals are provided for both parents. At a maternity hotel, healthcare 

workers can continue to support parents, as well as provide care for the moms and 

infants. Attitudes concerning children are reflected in the attitudes toward pregnant 
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women within Swedish healthcare. A healthcare system set up to nurture and facilitate a 

healthy pregnancy is also set up to promote the well-being of a child.  

After parents leave the maternity hotel, if they choose to go, or arrive home with 

their child, parents in Sweden are entitled to 480 days of paid parental leave upon the 

birth or adoption of a child. Of those 480 days, 60 are specifically reserved for the father.  

In cases of high risk pregnancies and premature births, there are special time and 

financial affordances made for mothers and parents in these situations. The move for 

parental, not just maternity leave is one mark of the child-friendly status of Sweden and 

the rhetoric of equality in Sweden.  

Other policies that speak to the child-friendly status of Sweden, according to the 

official website of Sweden, include: gender equality on the agenda, monthly allowance 

for children, free schooling, healthcare is nearly free, free public bus rides with prams 

[strollers], classic children literature and libraries, baby-friendly public areas, and staying 

home with sick children. For example, the attitude toward free public bus rides with 

prams or strollers is so parents do not have to leave their babies unattended at the back of 

a bus, since they can only enter through a door in the middle of the bus, while they pay 

the bus driver their fare. The free public bus ride policy’s attitude is clearly geared toward 

the best interest of infants and children. Personally, I know of at least five couples where 

at least one of the partners is a Swedish citizen, who have children and moved back to 

Sweden after having children in the U.S. The benefits for children, in a system centered 

on children, are not difficult to discern.  
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Third Move: Actions Concerning the Child in Sweden 

The Swedish Riksdag’s ratification of the UNCRC treaty was not meant to quell 

all child abuse; the purpose was to affirm the rights of children, and, in turn protect 

children from abuse and exploitation. Durrant (n.d.), a Canadian child psychologist, 

wrote:  

It is important to note that Sweden's law was intended to affirm children's rights; 

it was not expected to end all abuse of children for all time. North American 

assault laws have not eliminated assaults against adults, yet we recognize their 

importance in setting a standard of non-violence for the society, sending a clear 

message, and affording protection to those who have been harmed. This was the 

fundamental intent of Sweden's corporal punishment ban.  

It is the Riksdag’s intention to reaffirm the treaty, as well as move to integrate the rights 

of children in all aspects of Swedish life: ordinary life, including both civil and political 

rights; economic, social, and cultural rights (Rights of the child in Sweden, 2014) are 

included, too, as well as right to religious freedom, as are indicated in the objections to 

the reservations held by some Islamic countries.  

Unfortunately, though, there are still incidents of child abuse in Sweden, 

including one from early 2014 against a Malaysian couple who have four children. The 

couple, a man and a woman, were charged and found guilty of violent treatment of their 

four children (AP, 2014). The couple served reduced sentences after their children 

returned to Malaysia. The father worked for the Malaysian government in Stockholm. 

The Malay couple, too, not only served time in Swedish prisons, but they also were fined 

and ordered to pay the fine to their children. The Swedish government is known for strict 

penalties when people are convicted of violence against children. The parents were 

convicted, and The Local reported: 
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In court the mother was convicted of gross violation of the integrity of the 

daughter in the family and the eldest son, as well as the assault of the two younger 

sons.  

The father was also convicted of gross violation of the integrity of the eldest son 

and for assault of the daughter and the second oldest son.  

However, he was acquitted for any offences against the youngest son. The parents 

must also pay damages to the children. (Malaysians jailed for hitting kids in 

Sweden, 2014) 

And it’s not just those who live in Sweden, permanently or temporarily like the 

Malaysian couple and their family, but those who visit Sweden, too. In 2011, an Italian 

man, Colasante, was accused and convicted of violence against his son while on holiday 

in Stockholm. Colasante, an Italian politician, was not only convicted, but he was also 

fined. The Local told:  

According to the district court's ruling, four witnesses testified to seeing 

Colasante pull his son’s hair before rushing over to prevent any further violence.  

However, testimony regarding the blows that Colasante allegedly dealt out was 

less certain. As a result, the Italian politician was convicted of abuse based solely 

on having pulled his son’s hair.  

Despite the fact that an adult was seen to have committed violence against a child, 

the court deemed the assault to be minor as Colasante only caused his son pain for 

a few seconds. (Italian politico convicted for pulling son's hair, 2011) 

What is significant here is the awareness of the rights of children and the attitudes toward 

the rights of children revealed by the actions of bystanders in Stockholm: “four witnesses 

testified to seeing Colasante pull his son’s hair before rushing over to prevent any further 

violence.” Twice, risking international criticism, which ultimately did arise, Swedish 

laws prevailed, as did the rights of children against a backdrop of foreign diplomats and 

their violence toward their own children.  
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And it’s not surprising. Sweden is open and accessible, both via tourism and 

immigration: tourists are welcome, as the practice of allemansrätten applies to visitors to 

Sweden, too; and refugees and those seeking to live in Sweden are welcomed by their 

liberal immigration policies. But, also importantly, while in Sweden, the laws, especially 

those protecting the rights of children, are enforced for Swedes and non-Swedes, alike—

transparently and openly and indiscriminately: laws to protect the rights of children. The 

cultural logic of a rhetoric of equality, then, is maintained and disentangled when 

examining its definition, attitudes, and actions.  

Fourth Move: A Swedish Cultural Logic 

As I noted earlier, Ratcliffe’s cultural logic, or way of reasoning, is a belief 

system a group of people share through discourse. By examining the discourse 

surrounding the rights of children, including the definition, attitudes, and actions, I sought 

to expose a cultural logic regarding healthcare in Sweden. The emergent cultural logic is 

shrouded in a rhetoric of equality: an essentialist strategy rooted in the value of the rights 

of children. Examining points of tension, or the violations of definitions and supposed 

attitudes concerning a possible cultural logic, may indicate or negate a cultural logic or 

reveal an unstated assumption. The actions taken when definitions and attitudes are 

violated may indicate evidence of or absence of a cultural logic or, once again, reveal 

unstated assumptions. However, outliers will always exist and exceptions do not prove 

the rules. My goal was to uncover the most often tread cultural logic paths; the typical, 

not the normal or abnormal.  

Typically, crime is reported to the Swedish National Council for Crime 

Prevention; it is known in Sweden as Brå (About Brå, n.d.). Brå is part of the Ministry of 
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Justice, and, as such, is an agency within the judicial system in Sweden. In 2012, Brå 

received 3,200 reports of child abuse. One of the cases reported in 2011 concerned the 

Italian politician I referenced earlier. Ratcliffe contended (2014) that cultural logics 

provide cultural scripts, and in this particular case, it did: four bystanders attempted to 

stop the violence against a child, as well as arrest a foreigner and tourist who had broken 

the law. Although personal data is willingly shared by most Swedes with the Swedish 

government, Swedes are notoriously private people. Yes, Swedes are typically friendly, 

yet extremely private people. For four bystanders to interfere in family matters in public 

is quite remarkable, as is enforcing laws protecting children and reinforcing that where, 

in other parts of the world, people may act with a carte blanche mindset.  

However, the cultural script has literally flipped: since 1979, although opponents 

to banning corporal punishment have lamented the ineffectiveness of such bans in 

reducing child abuse (see Gilbert et al., 2012), it is plausible and probable that increases 

in the number of reported child abuse cases has allowed for spanking or slapping or other 

violence toward children to be less common and more stigmatized by its illicit status and 

the law’s enforcement. In turn, this may suggest that instead of spanking or hitting 

children being a common and accepted practice, it remains a common, yet unaccepted 

practice. Durrant (n.d.) argued:  

The claim that child abuse has increased in Sweden is primarily based on 

misinterpretation of assault report statistics. It is the case that reporting of child 

physical assault has increased in Sweden since the 1970s -- as it has in every 

nation that has raised awareness of the issue of child abuse. Reporting rates are by 

no means equivalent to rates of actual abuse. They are sharp reflections of, and 

strongly tied to shifts in public awareness.  

For example, in the early 1960s, it was estimated that about 300 children were 

being maltreated in the U.S. By 1990, the U.S. Advisory Board on Child Abuse 
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and Neglect had officially recorded 2.4 million reported cases. By 1993, they had 

recorded almost 3 million cases. It is highly unlikely that actual child 

maltreatment increased by a factor of 10,000 in that period. It is also highly 

unlikely that only 300 children were maltreated in the U.S. in the early 1960s.  

It is a well-known fact that when mandatory reporting laws, public education 

campaigns, and other measures are implemented to increase awareness, reporting 

will increase. This is the goal of such measures. The Swedish reporting figures 

have been cited as if they are actual rates of abuse, which they are not.  

Openness, as I wrote earlier, is one of the practices that the Swedish government believes 

contributes to equality. The prison system, not set-up as punitive, but rehabilitative, along 

with the healthcare system, where there is open and equal access for all those who qualify 

in Sweden, are other aspects effected and affected by the rhetoric of equality.  

To explain, I will start with an anecdote. On several occasions in Sweden, I have 

been tasked with cutting a sweet in half. With the knife in my hand, my companion said, 

“you cut, I pick.” What he meant was in order to keep it equal and to ensure I try my best 

to make it equal, I would be in charge of cutting the sweet, yet he would get to pick first, 

so if I decided that I would cut a portion larger than half for myself, it would not matter; 

he would then have the choice to take it. Reasoning like this—to make decisions on what 

you see—pervades Swedish culture; and so does the ideal that all deserve the same 

minimum and access: the strategic deployment of essentialism. Essentialist logics hold 

that there are inherent qualities, usually, linked to anatomy. The Swedish government, 

though, proclaims all people are the same, and that sameness is inherent. Their approach 

to difference is to focus on sameness, strategically claiming that anatomy makes us all the 

same, not different. And looking around the larger urban areas in Sweden (Malmö, 

Gothenburg, and Stockholm), you will see many different kinds of people from places 

other than Sweden. Of course, some of these are tourists, but some are permanent legal 
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residents, too; and according to the rhetoric of equality, all deserve the same access to the 

same resources in Sweden; and policies and laws are created, revised, and enforced to 

ensure accessibility.  

A rhetoric of equality is a strategy, and I would argue a strategic essentialist 

approach to cut across accessibility hindrances to ensure open access for all, regardless of 

ethnicity, culture, or any other difference: all have access to the same rights (e.g., 

healthcare and higher education) regardless of any cultural, ethnic, or religious 

difference. As a contrast, in the U.S. the melting pot metaphor insistently pervades—we 

are a mix of everything the world has to offer, culturally, ethnically, religiously. Valuing 

these differences sets all cultures at odds in inopportune ways. The laws are not enforced 

equitably, either. And without reviewing myriad injustices in the judicial system (see 

Arduser & Koerber, 2014; and the case of Trayvon Martin in Florida), most educated 

Americans are well-versed in the exceptions to blind justice in the U.S. Rhetorics of 

equality look different in different cultures, too, so a rhetoric of equality may manifest or 

mean something different culture to culture or place to place. The cultural logic I have 

exposed here is the strategy employed by the Swedish government by framing all policies 

and practices in a rhetoric of equality. The strategy creates an essentialist logic: we are all 

equal and deserve open access to all resources.  

I have used strategic essentialism and essentialist logic in this study. In the 

context of a rhetoric of equality, now, it becomes imperative to qualify and outline what I 

mean exactly by an essentialist logic within a rhetoric of equality. Previously, I referred 

to the erroneous application of Spivak’s ideas about essentialism; Spivak clarified in an 

interview. It is from her interview I would like to offer an excerpt from Emory 
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University’s post-colonial studies page on Spivak to qualify strategic essentialism as a 

misunderstood aspect of her scholarship:  

In the Boundary 2 Interview, Spivak wistfully pronounces that, of the two things 

she is known for, both are often misunderstood.  . . . the second is the notion of 

strategic essentialism.  

Essentialism is bad, not in its essence—which would be a tautology—but only in 

its application. The goal of essentialist critique is not the exposure of error, but the 

interrogation of the essentialist terms. Uncritical deployment is dangerous. 

Critique is simply reading the instructions for use. Essentialism is like dynamite, 

or a powerful drug: judiciously applied, it can be effective in dismantling 

unwanted structures or alleviating suffering; uncritically employed, however, it is 

destructive and addictive. (Kilburn, 1996).   

When essentialism, which is a binary usually deployed to discuss gender, is used 

uncritically, it is problematic; however, in the Swedish government’s use, within the 

context of a rhetoric of equality, it is a productive and equalizing method to foster notions 

of acceptance of differences and respect for persons. The Swedish government accepts 

differences, but offers no different rights—all have the same access to rights, equally. I 

argue it is out of an awareness of the points of tension that naturally emerge due to 

differences that the Swedish government unites all Swedes in one category: Swedes. 

What this means is that every legal resident of Sweden has access to the resources that 

they pay for through their taxes, regardless of any ethnic or religious difference. And, of 

course, in a population where just over 20% of residents are foreign born, there are 

cultural, religious, and ethnic differences; however, within the framework of a rhetoric of 

equality, those differences do not suggest a limited claim on shared resources like social 

welfare where all contribute equitably.  

“Essentialism,” as Fuss (1989) has contended, “is most commonly understood as 

the belief in the real true essence of things, the invariable and fixed properties which 
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define the ‘whatness’ of a given entity. Importantly, essentialism is typically defined in 

opposition to difference” (p. xi). Typically, yes, perhaps essentialism can be most 

commonly misconstrued to be in direct opposition to any recognition of difference; 

however, within the rhetoric of equality, this is not the case in Swedish governmental 

practice.  I contend that the essentialist logic the Swedish government deploys is 

shrouded and informed by equality, so the organizing principle recasts essentialism as an 

utterly inclusive category embracing all differences within the pervasive rhetoric of 

equality.  

In Sweden, a rhetoric of equality frames Swedish culture and means that all 

decisions should be based on making decisions openly and making resources accessible, 

equally among all people. And this starts with children and infants, as well as with the 

healthcare provided to expectant moms (and all women). The neonatal infant in Sweden, 

as noted in this study’s introduction, does remarkably well concerning mortality and 

morbidity rates associated with being born too early. And this healthcare system is 

informed by children’s rights and the value and dignity of children. Children are valued 

and cared for in Sweden with policies and practices that respect the rights of children 

within the rhetoric of equality in the healthcare system in Sweden.  

Earlier, I mused if Swedish hospitals and healthcare advocate for independence 

and autonomy that equality offers. With fewer worries (e.g., health care, pre- and post-

natal care, higher education, and other social welfare benefits), there is more space for a 

Swede to act on their own behalf; in short, they have Young et al.’s agency. And as I 

noted earlier, the infants, or neonates, with respect to NIDCAP have agency, although 

differently manifested and enacted. Since Swedes value the child, at any age, an 
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awareness of the infant’s movements and gestures is taken into consideration, which 

indicates the presence the Swedish cultural logic, framed within a rhetoric of equality, in 

the treatment of neonates, using the only readily understandable communicative skills 

they possess: gestures.  

NIDCAP provides tools, according to Als (2014) to “read the language of the 

baby” in a catalogue (NIDCAP: Three Decades of Training and Supporting video, 2014). 

She calls a baby’s communication a primitive language with vocabulary, but without 

syntax to determine what the infants want and need—and it’s up to the nurses to provide 

the care. Als also recognized the importance of structuring the environment to suit the 

individual baby’s needs. The Swedish Council on Health Technology found, in 2006 

based on a literature review, that while not conclusive and with limited scientific 

evidence, NIDCAP studies and the infants who were cared for based on the NIDCAP 

model had better outcomes.  

Even if the NIDCAP model, which involves intensive training for healthcare 

personnel in NICUs, is not the answer to reduce mortality and morbidity rates associated 

with prematurity, in Sweden, the rhetoric of equality, at the very least, has looked to 

infants to use gestures, behaviors, and movements to speak for themselves. And it could 

be argued that, in Sweden, they acknowledged this earlier than most countries since the 

first non-U.S. NIDCAP training center opened in Stockholm at Karolinska University in 

1999.  In other cultures in the world where children have few rights, it is significant that 

Swedish research practices have placed emphasis on the neonate in such a way; and in 

definition, in attitude, and in action, the Swedish value of the child and neonate is 

apparent, still. While this is not the end of the NIDCAP discussion, it is for now. Next, 
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we now return to the United States and Texas to provide context and analysis on the third 

case study in this dissertation, taking with us a strategic essentialist cultural logic that 

values all members of Swedish society, including premature babies. 
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Chapter 6  

United States 

Listening to the United States 

As with the previous two chapters, in this chapter on the United States and Texas, 

in particular, I will introduce the U.S. and Texas as I have known these places—as a 

citizen, teacher, and researcher. I have lived most of my life in the United States, 

although I have spent extended periods of time (greater than one month) in Denmark, 

Sweden, Thailand, and Ireland. In 2013, I was among the 29 million Americans who 

spent time abroad and outside North America, according to the U.S. Office of Travel and 

Tourism Industries.  But, most of my life has been spent within the Midwestern state of 

Illinois, while most of my adult life has been spent in Chicago, Illinois. I have lived in 

both Illinois and Colorado; and I have also briefly resided in Texas. In this chapter, I will 

describe the U.S. as I have experienced it, as well as describe the location of the research 

site in the United States: the University Medical Center (UMC) in Lubbock, Texas.  

In writing about Denmark and Sweden, I have examined and reported my 

experiences of the material culture of these geographic spaces. I have included 

descriptions of my daily life in Denmark and Sweden, remarking about food and customs 

and policies and other behaviors to more fully situate the hospitals and NICUs within 

their geographic locations; or more simply, I have situated these NICUs within the 

environments where they physically exist by writing about the material cultures of these 

countries. Admittedly, I have espoused influence from medical anthropology, as well as a 

full awareness of the importance of Geertz’ (1973) “thick description” when using 

observation and interview—two of the primary data collection methods of ethnography—
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to study another culture. It may seem odd or unnecessary to write about Texas—one of 

the fifty United States; however, as you will read, situating Texas and Lubbock within the 

United States is most appropriate to reasonably represent and make transparent the 

hospital and NICU environment at the UMC NICU.  

The United States of America became independent of Great Britain as a result of 

the American Revolution in the late 18th century. Since then, the U.S. has reached a total 

of fifty states; the U.S. has also acquired (and lost) other territories, like Puerto Rico and 

Guam. The U.S., according to the Human Development Report 2013, ranks highly at third 

in the world for well-being (p. 143). Living in the U.S. most of my life, I can attest that 

for those for whom life is good, it is very good; however, after spending over two weeks 

of my life as a volunteer in post-Katrina New Orleans in 2006 and 2007, I have 

personally seen the manifestation of the discrepancies between the rich and the poor in 

the U.S. Without citing hundreds of studies, the class and financial disparities in the U.S. 

are well-known and criticized throughout the world.  

Before examining the United States, Texas, and Lubbock, Texas, in particular, I 

would like to acknowledge and explain my assumptions regarding the importance of 

localizing and situating my dissertation study. Most importantly, Barton (2004) argued 

for the differences in communication from the front-stage to the back-stage. Front-stage 

communication occurs between members of a discourse community; back-stage 

communication occurs between a mixed discourse community membership—those who 

belong and those who do not; thus front-stage communicators have etic or outside 

membership, while back-stage communicators have emic or inside knowledge of the 

discourse community. Although I am an American, I am not a Texan or Californian—I 
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am an Illinoisan. By using rhetorical listening and thick description to describe and 

situate my research study, I am enabling persuasion, which, according to Burke must be 

preceded by identification, attempting to move from an etic to a quasi-emic or insider 

position even within my own country.  

The United States 

The U.S. is a big country. The forty-eight contiguous states are in North America, 

while Alaska is northwest of Canada and Hawai’i is north of the equator in the Pacific 

Ocean. The U.S. spans four time zones, and although it is not as big as Russia or Canada, 

it is nearly 10 million square miles, according to the CIA World Factbook, making it the 

third largest country in the world, while also being the third most populous country in the 

world behind China and India. Hawai’i and Florida have tropical climates, while most of 

the country is temperate, except for Alaska’s arctic climate (CIA World Factbook). In 

short, during the northern hemisphere’s winter months, you can experience sand and sun, 

as well as snow and cold.  

As noted earlier, the population of Texas (2014) is roughly 26.9 million; and the 

population of the United States (2013) is about 316.1 million, according to the U.S. 

Census Bureau’s estimates. If we accept the U.S. Census Bureau’s estimates, then, Texas 

is 8.3% of the total population of the U.S. The current population of Denmark is 5.5 

million; and the current population of Sweden is 9.7 million (CIA World Factbook, 

2014). Figure 6.1 visualizes the populations of Denmark, Sweden, and Texas.  
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Figure 6.1 The population of Texas, Sweden, and Denmark (2014) 

Texas, as a state, not including illegal immigrants, is bigger than both Denmark’s 

and Sweden’s populations individually and combined, not to mention more than three 

times larger in population than Denmark and two and half times larger than Sweden’s 

population. It is warranted then, due to the size of the U.S. and the population of Texas, 

to recognize and articulate some of the regional and cultural differences within such a 

large population, situating the UMC NICU in Lubbock, Texas in the same manner and 

method as situating the NICUs in Copenhagen, Denmark and Mölndal, Sweden.  

Texas and Lubbock, Texas 

Once an independent republic from the U.S., Texas is a truly unique state in the 

U.S.. Texas’ history is taught to students at the elementary level with the same emphasis 

as American History. For example, the Texas Essential Knowledge and Skills for Social 

Studies Subchapter A. Elementary’ learning outcome in social studies for elementary-
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aged children is to “identify contributions of historical figures, including Stephen F. 

Austin, George Washington, Christopher Columbus, and José Antonio Navarro, who 

helped to shape the state and nation” (State of Texas, 2011, p. 2). Also, the Texas 

Essential Knowledge and Skills for Social Studies Subchapter A. Elementary includes 

learning and reciting not only the Pledge of Allegiance to the United States flag, but also 

to the pledge of the flag of Texas (State of Texas, 2011, p. 3). Fourth graders in public 

education in Texas: 

examine the history of Texas from the early beginnings to the present within the 

context of influences of North America. Historical content focuses on Texas 

history, including the Texas Revolution, establishment of the Republic of Texas, 

and subsequent annexation to the United States. Students discuss important issues, 

events, and individuals of the 19th, 20th, and 21st centuries. Students conduct a 

thorough study of regions in Texas and North America resulting from human 

activity and from physical features. The location, distribution, and patterns of 

economic activities and settlement in Texas further enhance the concept of 

regions. . . . Students explain how American Indians governed themselves and 

identify characteristics of Spanish colonial and Mexican governments in Texas. 

Students recite and explain the meaning of the Pledge to the Texas Flag. Students 

identify the contributions of people of various racial, ethnic, and religious groups 

to Texas and describe the impact of science and technology on life in the state. 

(2011, p. 16) 

Identifying and highlighting specific instances of Texas-related social, historical, and 

economic learning outcomes for elementary-aged school students is not meant to be a 

criticism; it is clear that Texans are educated and socialized to identify as not only 

Americans, but also to clearly delineate Texas as a republic within the U.S.. Students in 

Texas public education system are educated to be acutely aware of Texas’ role in 

American and world history.   

On more than one occasion, like citizens of Munich, Germany, I have heard 

Texans announce intense pride at being Texan first, American second. Texans are proud 
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to be Texans, and in my experience, they will be forthright about this upfront.  In many 

respects, even though I have spent time as an American citizen in Texas, I have felt as 

though I am not in the United States. My outsider status as a non-Texan, then, makes 

Ratcliffe’s rhetorical listening—taking a stance of openness as a code of cross-cultural 

conduct—important in this context. Like in Denmark and Sweden, in Texas, I am an 

outsider, too, as a non-Texan—an outsider looking in to see how information is 

communicated from nurses to parents of premature infants.  

Once again, to more fully situate the NICU I conducted my study; I would like to 

provide some background on the town where the UMC and NICU exist: Lubbock, Texas. 

I have spent about a month and a half of my life in Lubbock. During this time, I have 

endured the stifling dry heat and anomalous rainstorms of late May and early June, as 

well as a few dust storms in the mild, yet semi-arid climate. The home of Texas Tech 

University, Lubbock is part of the western high plains in northwestern Texas. The 

population of Lubbock, and its immediate surrounding area, is almost 300,000 people, 

which, at one time, included legend Buddy Holly. The city of Lubbock continues to grow 

and expand, bringing in businesses and people to northwestern Texas and to Texas Tech 

University.  

Texas Tech University is on schedule to reach 40,000 students by 2020, and 

Lubbock is home to TTU’s undergraduate, graduate, medical, and law schools, 

respectively, enrolling 33,111 in the fall 2013 semester (Cook, 2014). The medical school 

is part of the Texas Tech University System, but the Texas Tech Health Sciences Center 

(HSC) School of Medicine is considered a separate institution from TTU. The University 
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Medical Center (UMC) in Lubbock is adjacent to the HSC, which is in close proximity to 

the TTU main campus in Lubbock.  

Faculty from Texas Tech University in Lubbock have noted the separation 

between town and gown in this west Texas growing city. Although making 

generalizations is not a service to my study or to the city of Lubbock, my experiences in 

Lubbock inform my characterization of the research site. The impetus being Geertz’ 

(1973) ethnographic concept of “thick description,” I provide situated and appropriate 

descriptions with the aim to describe the cultures where these NICU research sites exist, 

both within hospitals, healthcare systems, and distinct nations. Geertz’s aim with thick 

description is to write generatively, or to write with the purpose of interpreting a culture 

by utilizing generative writing to think.  

Texas Culture: Food and Trucks 

Usually, when one thinks about distinctly American food, hamburgers and hot 

dogs come to mind. Even a quick Google image search using the terms “American food” 

will probably result in images of hamburgers and hot dogs. The Smithsonian Institute’s 

American Food History Project is stimulating conversation about American food. 

Although distinctly American foods may be influenced by, in particular, Western Europe 

and other parts of the world where our citizens and immigrants originate from, one thing 

is for certain: a fusing and blending of food and perfected manufacturing of that food is 

intensely American. The mass production automation in manufacturing of food, whether 

it is in a plant or a slaughterhouse or a field, is an American contribution to the global 

food system. The United States knows how to massively produce edible and non-edible 

goods. The mass production of food popularized through the drive-thru was the focus of 
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Schlosser’s (2001) researching the history and present state of fast food in the U.S.  Other 

food writers have focused on food production in the United States, too (e.g., see Sinclair; 

Pollan; and Spurlock). But in Texas, Tex-Mex is regionally rooted and uniquely Texan.  

If there is one food or cuisine genre associated with Texas, it’s Tex-Mex, or 

Texan-Mexican, which blends Mexican peasant food with Texan ingredients, specifically 

Texan chili, or ingredients found in the United States. A sample Tex-Mex dish is fajitas, 

tacos, tamales, or enchiladas, which are widely available at Tex-Mex restaurants, 

regardless of location. The state food of Texas is chili con carne. Tex-Mex food is found 

throughout the United States, and I have even enjoyed Tex-Mex food in Limerick, 

Ireland (2005); it is, though, an indigenous creation of Texas. The Texas State Historical 

Society, however, offers a distinction between restaurant Tex-Mex food and folk Tex-

Mex food, describing it as:  

Tex-Mex foods are a combination of Indian and Spanish cuisines, which came 

together to make a distinct new cuisine. Foods also reveal some of the cultural 

differences between such regional groups as Mexican Americans in South Texas 

and those in West Texas. . . . Although traditional foods reveal the strong cultural 

ties between Mexican Americans in West Texas and those in South Texas, they 

also reveal the cultural differences. West Texas Hispanics are much more closely 

tied to the New Mexican culture. . . Some dishes are not shared at the folk level 

but spread in popular culture (as exemplified by restaurants, for instance). Fajitas, 

for instance, widely available in restaurants, are a common folk dish in South 

Texas but not in West Texas. . . . . Despite regional differences of taste at the folk 

level, however, various Tex-Mex dishes have become popular world-wide. (Tex-

Mex foods) 

And while you may enjoy Tex-Mex at a restaurant or at home, you may also own or drive 

a Texas edition truck. Sanchez (2013) remarked: 

It may be a hackneyed stereotype just like tumbleweed, armadillos, bullet-ridden 

road signs, and 72-ounce steaks, but it's no exaggeration that Texas likes trucks. 
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One out of every six full-size pickups sold in the U.S. is sold in the Lone Star 

State, and with the low-tax, business-friendly environment attracting more 

Americans every day from across the country, Texas’ importance to marketers is 

only increasing.  

So it’s little surprise that nearly every full-size truck model offers a special 

regional Texas edition. From the Nissan Titan to the just-introduced 2014 

Chevrolet Silverado, there's a Texas-themed truck in just about every flavor.  

I first noticed a Texas edition truck in May 2014, while spending two weeks in Lubbock. 

I think the notion that Texans like things big would meet little resistance, and big is 

everywhere in Texas, including in the special edition trucks and servings of Tex-Mex 

food in restaurants—the state of Texas is almost 270,000 square miles or the second 

largest state in the union (second to Alaska). Texas is bigger than most of the countries in 

Western Europe, including Germany and France.  

Prisons and Hospitals in the United States and in Texas 

According to the U.S. Census Bureau (2013), Texas is big in population (26.4 

million), too, and second only to California (38.3 million). And with a large state 

population comes higher crime rates. In previous chapters I have laid the foundation to 

support Foucault’s argument regarding the similarities of prisons and hospitals. In 

Denmark and Sweden, it is clear that there are great similarities in the design of prisons 

and hospitals, including thoughtful attention to rehabilitation, in both prisons and 

hospitals. In the United States, states’ rights are valued, and while some federal laws are 

in place when criminals commit crimes and cross state borders, states determine laws to 

enforce and each states’ judicial and court system will typically punish crimes within 

their city, county/parish, and state jurisdictions. I offer this explanation to situate the U.S. 
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prison system within a larger network of state judicial systems with various laws, jails, 

and prisons.  

Before describing the criminal justice system in the U.S., I want to more closely, 

and, hopefully, accurately situate the UMC neonatal intensive care unit (NICU) in 

Lubbock. On a drive southeast out of Lubbock, you can see from the highway the 

Lubbock prison—the Montford Prison Unit—a psychiatric facility. From the Texas 

Department of Criminal Justice, the Montford Psychiatric Prison Unit serves males from 

all over the state of Texas. The sentences range from two years to life without parole, 

according to the Texas Tribune (2014). Lubbock also houses the county detention center 

for both men and women, as well as a residential rehabilitation treatment center and a 

juvenile justice center.  In short, there are many punitive places to send offenders, both 

male and female and adult and juvenile, in and around the Lubbock, Texas area.  

Foucault asked, “What is so astonishing about the fact that our prisons resemble 

our factories, schools, military bases, and hospitals-all of which in turn resemble 

prisons?” (as cited in Droit, 1975). So, what is so astonishing? What does it say about a 

culture that hospitals resemble prisons and vice versa? What is implied by asking that 

question? What can we learn about hospitals and prisons if we accept and apply 

Foucault’s assertion? Is it possible to examine the material culture of a society (language; 

food; and environmental conditions) to more fully understand a culture? Is it possible to 

learn about a healthcare system based on a criminal justice system? 

From an ethnocentric point of view—one that is not rehabilitative—in the United 

States, hospitals resembling prisons is unfortunate, since retributive and punitive 
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punishments are the norm in the American criminal justice system. In fact, it is when 

judges hand out alternative punishments, including public shaming (Simon, 2013) to 

lower actual rates of incarceration that issues regarding our penal system in the U.S. 

become further highlighted. According to Moskos, “. . . the idea of locking someone in a 

cage and somehow, magically, assuming that they’ll get better, which was why we 

invented prisons in the first place. But we know that it doesn’t work” (as cited in Simon, 

2013). If we accept Foucault’s argument, what can we learn about healthcare in the U.S. 

based on our high incarceration rates? How do our high incarceration rates reflect our 

healthcare system?  

Whereas the prison systems in Denmark and Sweden espouse rehabilitative aims, 

the prison system, as a whole, in the U.S. are largely punitive and scary. An acquaintance 

and former Cook Country Jail psychologist once informed me that if, for whatever 

reason, I was arrested and taken to Cook County Jail to act as if I was suicidal to get out 

of going to the main holding cell where violence and sexual assault take place under the 

overburdened eyes of guards. Although recent and popular television shows like Netflix’s 

Orange is the New Black provide humor and a comedic tone to life in prison, HBO’s 

retired series Oz, as well as Stephen King’s adapted film The Shawshank Redemption 

provide a glimpse into a less funny life in prison in the United States where, as lore holds, 

criminals become better criminals, not rehabilitated citizens.  

Yet, the number of prisoners is declining. The U.S. Bureau of Justice Statistics 

statisticians, Carson and Golinelli (2013) reported 

The prisoner population in the United States in 2012 declined for the third straight 

year, from 1,599,000 at yearend 2011 to 1,570,400 at yearend 2012. On 
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December, 31, 2012, the number of persons sentenced to serve more than 1 year 

(1,511,500) in state or federal prison facilities decreased by 27,400 prisoners from 

yearend 2011 and by 42,600 from yearend 2009, when the U.S. prison population 

was at its peak. Between 1978 and 2009, the number of prisoners held in federal 

and state facilities in the United States increased almost 430%, from 294,000 on 

December 31, 1978 to 155,600 on December 31, 2009. (p. 1) 

Carson and Golinelli attributed the decline in the overall prison admission rate to state 

prison admissions (p. 2). Although declining, “The federal prison system had the largest 

sentenced prison population (196,000) prisoners of any jurisdiction in 2012, followed by 

Texas (157,900 inmates), California (134,200 inmates), Florida (101,900 inmates), and 

New York (54,100) (p. 23). Based on state-by-state population, Texas should have the 

second highest incarceration rate since it has the second largest population in the U.S.; 

however, Texas has the highest incarceration rate in the U.S. In 2012, Texas convicted 

157,900 men and women (Carson & Golinelli, p. 23).  

According to data from the Sentencing Project.org’s Mauer and Epstein (2012), 

“[w]orking for a fair and effective criminal justice system by promoting reforms in 

sentencing law and practice, and alternatives to incarceration,” Texas has a total of 

224,434 people incarcerated. A total of 739,424 adults are included in the penal system, 

including the prisons and jails and those on probation and on parole, accounting for about 

3% of the total population involved or in the criminal justice system in Texas. The 3% 

does not include juveniles. The Center for Prison Studies reported that the U.S. has the 

highest incarceration rate per 100,000 people in the world. In the United States, we 

incarcerate 716/100,000 people (as cited in Jones, 2013). As a comparison, Denmark and 

Sweden incarcerate under 100/100,000 people, as do other Scandinavian countries. Texas 
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has the fourth highest incarceration rate per 100,000 people in the U.S., behind Louisiana, 

Mississippi, and Alabama, at 632/100,000 people (Jones, 2013).  

Lubbock County, Texas has a population of 285,760 (Texas Commission on Jail 

Standards, 2014, p. 1). Lubbock County Jail, according to the Texas Commission on Jail 

Standards, reported 1,207 inmates at some stage of the legal process (e.g., pre-trial or 

convicted) as of the end of May 2014. For Lubbock County Jail, then, almost 1% of the 

population of Lubbock County is in the jail system. To add a bit more perspective, 

Lubbock County’s population accounts for about 1% of the total population of Texas and 

about 1 % of the total population of individuals in any stage of the criminal justice system 

in Texas. Also of note are the 101 “contract” inmates (2014) housed from other parts of 

Texas in the Lubbock County Jail, according to the Texas Commission on Jail Standards’ 

“County Jail Population” report (p. 5). Of course, the statistics I offer here do not speak 

to the other prisons in the county and in Lubbock, although they do quantitatively depict 

some aspects of the prison system in Lubbock County Texas.  

Like our propensity for marketing and manufacturing food on a grand scale in the 

United States, the United States also has a criminal justice system that manufactures 

inmates, as noted above, at staggering numbers. In fact, some refer to the U.S. prison 

system as the Prison-Industrial Complex, reminiscent of Eisenhower’s warnings upon 

leaving the presidency of promoting a Military-Industrial Complex. Texas incarcerated 

the most people in the U.S. in 2013, although it does not have the nation’s highest 

incarceration rate (Louisiana does). Logically, states with the highest populations should 

have the highest admission rates for individuals into prisons. Using that line of reasoning, 
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California should lead the country in the number of individuals incarcerated followed by 

Texas.  

Since Foucault offered the comparison between prisons and hospitals, next I 

examine hospitals in the United States, using general knowledge, statistics, and my 

experiences navigating and using hospitals in the U.S.  

Healthcare in the United States 

Admittedly, the year 2014 has seen many changes in the landscape of healthcare 

in the U.S. The Affordable Care Act (2010) law, which is also known as Obamacare, was 

activated, which, according to Healthcare.gov, is divided into two parts: Patient 

Protection and Affordable Care Act and the Health Care and Education Reconciliation 

Act. A combined 961 paged law, the Affordable Care Act is a massive document, and it 

has been met with support, dissent, and confusion, including early problems in late 2013 

with the healthcare.gov website. I’m fortunate to write that since I was born, I have never 

gone without comprehensive major medical healthcare coverage. Unfortunately, though, 

prior to the Affordable Care Act law enactment, for most Americans, this was not the 

case. According to the U.S. Department of Health and Human Services (2013), in 2012, 

263.2 million Americans lived with healthcare insurance coverage (p. 1).  Health and 

Human Services’ Finegold (2013) further reported:  

An estimated 48.0 million people were uninsured in 2012, 2 million fewer than 

the 50. 0 million who were uninsured in 2010, when President Obama signed the 

Affordable Care Act. The most recent estimates by the Congressional Budget 

Office (CBO) suggest that by 2016, the expansion of Medicaid and the 

establishment of the Marketplace under the Affordable Care Act will reduce the 

number of uninsured Americans by another 25 million. (p. 2).  
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The Health and Human Services data from 2012 accounted for about a quarter of the 

15.4% of uninsured people making less than $25,000 per year (Finegold, 2013, p. 5). 

Furthermore, to put the Affordable Care Act in perspective, Finegold noted: 

CPS-ASEC health insurance coverage estimates for 2012 continue a two-year 

reversal of a decade-long increase in the number of uninsured Americans. There 

were significant declines in uninsurance rates overall and among subgroups such 

as children, Latinos, and nonworkers. . . .  

CPS-ASEC has collected data on health insurance coverage—substantial 

proportions of Americans in all categories except the elderly were uninsured. The 

upcoming expansion of Medicaid (in participating states) and the establishment of 

the Health Insurance Marketplace (in all states) under the Affordable Care Act 

will give millions of Americans affordable options for coverage they did not have 

before.  

One very important component of the Affordable Care Act’s coverage expansion, 

the extension of dependent coverage to 19-25-year-olds, has already been in effect 

for several years. The new CPS-ASEC data for this age group, compared with 

data from earlier years, provide fresh evidence that this policy has had the desired 

impact of increasing health insurance coverage. (as cited in U.S. Department of 

Health and Human Services, p. 9) 

There are 5,723 registered hospitals in the United States, which include 920,829 staffed 

beds in these hospitals that saw about 36 million patients admitted and treated in these 

hospitals in 2012, as reported in the 2014 Annual American Hospital Association survey 

(Fast Facts on US Hospitals, 2014). The United States is the third largest nation with the 

third largest population in the world, so, statistically, the burden on a healthcare system in 

a country of the U.S.’s size is bound to be heavy.  

Texas itself has a significant population to serve in its healthcare system. Since 

states’ rights typically trump the federal government’s rights to legislate, each state in the 

union can have very different prison and hospital systems. For example, states such as 

Colorado, California, and Oregon have legislated to legalize cannabis to varying extents. 
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The state of Massachusetts passed healthcare reform, similar to the Affordable Care Act, 

that mandated health insurance coverage for most citizens living in Massachusetts, in 

2006, including free coverage for those meeting certain requirements. In/famously, 

Florida legislated Stand Your Ground law in 2013, which included justifiable uses of 

force, gun rights for home protection, use of deadly force, and the “presumption of fear or 

death or great bodily harm” in Statute 776.013 (The Florida Legislature, 2014). State to 

state, county to county, and city to city, healthcare can be legislated locally, just as other 

ordinances, laws, and statutes can be regulated at the city, county, and state levels.  

In Texas, according to the Texas Health Options website, Texans have four 

choices for obtaining healthcare coverage, including: group coverage, Children’s 

Medicaid or CHIP, Texas Health Insurance Pool, and individual coverage. Texas opted 

out of additional federal funding for to expand Medicaid, as well as declined a state-

based Health Insurance Marketplace (healthcare.gov). In fact, The New York Times 

(2013) editorialized and contextualized the U.S. Census Bureau’s findings about 

uninsured in Texas: “The report found that more than 25 percent of the population in 

Texas [in 2012] under age 65 (5.7 million people) was uninsured, the highest rate in the 

nation.” The Texas Council for Developmental Disabilities (2012) concurred and 

reported the findings of a survey that “5.8 million Texans, 23 percent of the population, 

did not have health insurance in 2011. That includes 13% of children, 22% of women, 

24% of men and 26% of the employed workforce in Texas. The Texas Medical 

Association reported:  

Texas is the uninsured capital of the United States. More than 6.3 million Texans 

[2009-2010]- including 1. 2 million children - lack health insurance. Texas’ 
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uninsurance rates, 1.5 to 2 times the national average, create significant problems 

in the financing and delivery of healthcare to all Texans. Those who lack 

insurance coverage typically enjoy far-worse health status than their insured 

counterparts.  

In Lubbock County (2014), 23% of residents are uninsured, which is mostly 

commensurate with the state average, according to the Texas County Health Rankings 

and Roadmaps’ website. The County Health and Rankings and Roadmaps’ website 

further elaborated that Lubbock County is ranked number 152 out of 232 counties in 

Texas for the most uninsured. Although causation between the highest number of inmates 

and the highest number of uninsured cannot be determined, it is, indeed, an interesting 

comparison and possible correlation.  Can we, perhaps, make a correlation to further 

explore Foucault’s question?  

What you may have noticed, significantly, in writing about healthcare coverage in 

the United States, as opposed to Denmark and Sweden, is that it takes far more words to 

describe the complicated healthcare system in the United States; and also, you may recall 

that in writing about healthcare coverage in Denmark and Sweden, I wrote that all 

citizens have access to free healthcare coverage due to pre-payment via taxation. As you 

have probably noticed, healthcare in the U.S. is more complex, varies state by state, and 

is changing due to the application of the Affordable Health Care Act. Access to 

healthcare in the U.S. has been leveled by the Affordable Health Care Act, and health 

insurance is regulated more stringently than it has been, at least at the national level, than 

in the past; however, it’s not free, and it is definitely not provided for free to the average, 

above-poverty-waged working citizen in the U.S.. Benjamin Franklin famously remarked 
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about the certainty of death and taxes, and now, you can add purchasing health care to the 

list of certainties Americans can expect.  

Abortion data for the United States is provided by state and city institutions and 

compiled by the Centers for Disease Control and Prevention (CDC). And, it’s 

incomplete. The CDC compiles the reports from the state and city institutions; however, 

not all state and city institutions that have abortion data report it to the CDC. In 2010, 

according to the data compiled by the CDC, there were 765,651 reported legally induced 

abortions in the United States, which, as the CDC’s page (2014) on Reproductive Health 

noted: 

In 2010, 765,651 legal induced abortions were reported to CDC from 49 reporting 

areas. The abortion rate for 2010 was 14.6 abortions per 1,000 women aged 15–44 

years and the abortion ratio was 228 abortions per 1,000 live births.  

Compared with 2009, the total number and rate of reported abortions for 2010 

decreased 3%. The abortion ratio was stable, changing only 0.4%. Additionally, 

from 2001 to 2010 the number, rate, and ratio of reported abortions decreased 9%, 

10%, and 8%, respectively. Given the 3% decrease from 2009 to 2010 in the total 

number and rate of reported abortions, in combination with the 5% decrease that 

had occurred in the previous year, the overall decrease during the most recent 5-

year period (2006–2010) was greater than the decrease during the previous 5-year 

period (2001–2005). (CDC, 2014) 

Regardless of the actual number of abortions performed in the United States, a researcher 

would be hard pressed to find consistent healthcare policies across states, and even 

counties, that covered the entire payment and cost of legal abortions in the United States, 

while there are some health insurance policies that do, there are plenty more that do not.   

In Texas, specifically, then (2014) governor Rick Perry has announced his 

planned resistance to Obamacare in his state (Arduser & Koerber, 2014, p. 122). 
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Furthermore in September 2011, Perry announced the role of the state’s Anti-Choice 

Laws (restricting access to abortions, including requiring parental consent and parental 

notification for minors seeking abortions) and other antiabortion legislation in the state 

(Arduser & Koerber, 2014). Following states like Mississippi and Arkansas, Texas was 

on the Perry-led fast track, to disenfranchise women and severely limit access to abortion 

clinics within the state by forcing abortion clinics to close. Because the Texas 

legislature’s HB 2’s passage and subsequent enforcement requires abortion providing 

physicians to have admitting privileges at local hospitals, the house bill has limited access 

for most of west Texas (Marty, 2014). Since not all physicians could obtain these 

admitting privileges at local hospitals, all but 13 abortion clinics closed, including the 

abortion clinic in Lubbock, as well as Midland and San Angelo. Although Perry, the 

citizens of Texas, and now governor Greg Abbott have not outlawed abortion, yet, the 

CDC reported 78,464 reported legal abortions in Texas in 2008 and 75,151 legal 

abortions in Texas in 2010, it appears HB 2 is intended to restrict access to abortion 

clinics within the state.  Current governor Abbott appears to be keeping up Perry’s 

momentum to promote Perry’s Anti-Choice legislation.  

Furthermore, it is challenging to get an accurate depiction, quantitatively, of 

legally induced abortions in the United States (and Texas) since all institutions do not 

report data. And with the constant closures of abortion clinics in the southern states 

forcing women who seek abortions out of their home states, it’s clear that the abortion 

data for the United States and Texas is not entirely accurate. In sum, the data may not be 

reliable or an accurate representation of legal abortions either in the United States or 

Texas.  
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Comparatively, finding data on abortion rates in Denmark and Sweden was 

relatively easy and straightforward, as both were reported by those countries’ national 

health agencies. And making medical appointments, after meeting with a primary care 

physician (PCP) or general practitioner (GP) in Denmark and Sweden is a straightforward 

process, too, virtually the same for everybody. In the U.S., though, making an 

appointment with a PCP or GP varies depending on your health insurance. If you have a 

heart condition, for which you see a cardiologist to manage care, and you also are a 

member of a Health Maintenance Organization (HMO), you will need to have a referral 

from your PCP or GP before you can make an appointment and have your visit covered 

by your health insurance. It’s not atypical to encounter confusion and frustration when 

faced with the complexities and complications in the expensive U.S. healthcare system.  

In Denmark and Sweden, as part of the tax systems in each country, healthcare is 

provided through taxes, which reveals a value—one of health and the individual—in 

these countries. The resistance to the Affordable Care Act and the complexities of the 

existing healthcare system in the United States is troubling, and it is difficult to make 

sense of at times. Once again, let us turn to Foucault and to his ideas about prisons, 

punishments, and criminal justice to see if, perhaps, prison systems not only illuminate 

hospital systems, but also healthcare systems, too.  

Foucault wasn’t surprised by the similarities between hospital and prison systems. 

Both systems, along with education, are tasked with managing, structuring, and providing 

the care of extremely large populations. And in spaces where care includes confinement, 

like in prisons and hospitals, the American system of manufacturing and automation to 

sustain services to these large populations prevail. In the Danish and Swedish prison 
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system, if you recall, the aim is rehabilitative, firmly placing the person’s or inmate’s 

rehabilitation as the focus of efforts. In Foucault’s discussion of torture in the French 

penal system, he remarked, at its conclusion, “There remains, therefore, a trace of 

‘torture’ in the modern mechanisms of criminal justice – a trace that has not been entirely 

overcome, but which is enveloped, increasingly, by the non-corporal nature of the penal 

system” (p. 16).  In the Danish and Swedish healthcare systems, in hospitals designed 

with patients’ and families’ wellness and experience firmly in mind, Foucault’s assertion  

may be misapplied: prisons and hospitals are remarkably similar, as the Swedish and 

Danish hospital systems aim to rehabilitate, too. As the landscape of the prison and 

healthcare systems in the United States are changing, does that mean that a system with a 

user—a prisoner or patient—will be designed for? If the patient or prisoner have clear 

agency, will their surveillance in a punitive system transform into a self-surveillance, like 

in Sweden? Since I argued, in the previous chapter, of the role of the Swede in the 

Swedish prison system as reflected in the healthcare system, can we draw similar 

comparisons in Texas?  

Healthcare Architecture 

The field of architecture includes the subspecialty of healthcare architecture or 

designing for health. Healthcare architecture is an area of concentration or design in 

advanced architectural programs in the United States. For example, at the Texas A & M 

Center for Health Systems and Design, Mardelle McCuskey Shepley has written Design 

for Pediatric and Critical Care (College of Architecture, 2014). Clemson University 

offers a Master’s degree in Architecture + Health. According to Clemson’s website:  
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The curriculum concentration includes both the study of health facility design and 

the study of relationships between architectural settings and their impact on 

human health and well-being. The primary purpose of the concentration is to 

study how architectural environments impact health and how to create 

architectural settings that support the health and well-being of individuals and 

larger populations. (College of Architecture, 2014) 

It appears that, as a sub discipline, healthcare architecture is an emerging area of 

concentration not only for study, but also for application in the United States. And, it may 

be an increased awareness of what Gesler (1992) in medical geography noted: landscape 

and health may be linked. Medical geography’s episteme includes rhetorical situated 

knowledges, as well as, according to Meade and Emch (2010), the importance of “the 

way countries organized their healthcare systems had a major effect on the dimensions of 

health quality” (p. 13); the healthcare system includes hospital spaces. Furthermore, 

Meade and Emch acknowledged what their field accepts as epistemic: “We know that 

greater health is usually equated with lower mortality and morbidity rates” (p. 18).  

If we accept medical geography’s foundational statements regarding the 

organization of a country’s healthcare system, as well as greater health associated with 

lower mortality and morbidity rates, then we can conclude that the design of the Swedish 

healthcare system, as well as the Danish healthcare system, since they have lower 

mortality and morbidity rates associated with prematurity than the United States, there is 

greater overall health and their country’s healthcare systems are organized better. And it 

seems as though there is movement in higher education to teach students about the role of 

design in healthcare—design in healthcare that, as noted in the two previous chapters, is 

intentional in healthcare centers, not default. Later, I discuss design in the UMC NICU.  
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Nursing in the United States 

As I noted in the Introduction, most registered nurses are women. The U.S. 

Bureau of Labor Statistics described a registered nurse (RN) as someone who “provide[s] 

and coordinate[s] patient care, educate[s] patients and the public about various health 

conditions, and provide[s] advice and emotional support to patients and their family 

members.” The American Nurse Association (ANA):  

is the only full-service professional organization representing the interests of the 

nation's 3.1 million registered nurses through its constituent and state nurses 

associations and its organizational affiliates. The ANA advances the nursing 

profession by fostering high standards of nursing practice, promoting the rights of 

nurses in the workplace, projecting a positive and realistic view of nursing, and by 

lobbying the Congress and regulatory agencies on health care issues affecting 

nurses and the public. (About ANA, n.d.) 

Basically, the ANA is a nurses’ union; however, the word union is not used in the 

description. The history of unions and nursing in the U.S. is complex and contentious. 

Anecdotally, I know that there has been resistance to unions in hospitals during my 

lifetime, as my parents, who are both retired RNs in Illinois, supported unionization 

efforts at their hospital in the early 1990s, which was ultimately voted down. In 2012, 

though, Illinois joined the ANA. The ANA is not currently active at the state-level in all 

fifty states. It is, though, active in Guam, and there is potential for individuals to join the 

national organization, outside of their states, so there are constituent and state nursing 

associations.  

The Texas Nursing Association (TNA) and the ANA serve RNs in Texas. 

Currently based in Austin, the TNA has been around since 1907 (Texas Nursing 

Association, n.d.). Currently (2014), according to the Texas Board of Nursing (TBN) 
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there are 264,017 (or 264,020, depending on which PDF you use for this information 

because there is a discrepancy) licensed registered nurses in Texas. Of that 264,017, 88% 

are women (233,507) and 12% are men (30,510). In Lubbock County, there are 4,502 

licensed registered nurses, and of all the licensed registered nurses, advanced practice 

nurses (APNs) are not included in the data (e.g., nurse midwives; nurse practitioners; 

clinical nurse specialists; or nurse anesthetists). The gender breakdown of nurses in 

Lubbock County is not available.  

Asking Permission and Access 

Admittedly, it has been more challenging to gain access to a NICU as a research 

site in the U.S. than in Denmark or Sweden. Earlier, I mentioned my failed attempts to 

access the Northwestern University NICU in Chicago. And, as I wrote about in chapter 3, 

after I demonstrated my ethos at Rigshospitalet in Copenhagen, verily I proceeded to gain 

human participant research approvals at the unit, hospital, administrative, and national 

levels, even without an earned PhD. In the U.S., to conduct a research study with human 

participants, the principal investigator (P.I.) must be affiliated with the institution where 

the study will take place. In my experience, gaining entry or access to NICUs in the U.S. 

is more complicated. In fact, to conduct my study at the UMC in the NICU, the P.I. had 

to be affiliated with the TTUHSC.  

And before a P.I. agreed to work with me, I met with the supervisor, Pam, of the 

UMC NICU in Lubbock. I had initially contacted her via e-mail then with a follow-up 

phone call. She agreed to meet with me after I sent her my research proposal. When we 

met, I spoke about my passionate attachment, as explored by Jones-Royster, (as cited in 

Bizzell, 2010) to the NICU environment, since my mother was a NICU RN for thirty-five 



Texas Tech University, Kristin Bivens, May 2015 

217 

years, and I had worked in the same NICU with her for more than five years. I also 

articulated an acknowledgement of how sacred, special, and sensitive I believed NICUs 

to be, including the HSC NICU. I surprised myself when I spoke about my rationale for 

conducting my research study.  

In fact, I was moved to tears when I spoke about how important I think the U.N.’s 

agenda for reducing rates of mortality and morbidity are for the world, for premature 

babies, and for the parents of premature infants. Although I was recovering from feeling 

embarrassed at my emotional outburst, it was after Pam (my initial contact in the 

Lubbock NICU) handed me a tissue and told me not to feel bad that the tone of our 

meeting shifted from cordial and introductory to friendly and agenda-setting: she told me 

she trusted that I would not just come into the NICU and potentially use those there as 

“research subjects.” She recognized that I knew I was dealing with people in an intense 

emotional and physical situation. More simply, by acknowledging my passionate 

attachment through action, although unintentional, I was granted access after sending 

permissive e-mails and reminder phone calls. I had gained access to the UMC NICU.  

The essence of the Belmont Report (1979) is to protect human participants in 

research. What I have found is that, when asking for permission to access highly sensitive 

and specialized hospital spaces, the gatekeeper’s (nurses and nurse administrators) in 

Denmark, Sweden, and the United States, want to ensure people who are involved with 

our research are protected, too: respecting persons, doing no harm, and acting justly. In 

the U.S., there is also a litigious layer to encumber the researcher; however, it can be 

navigated by being aware of protocol and respectfully and appropriately voicing your 

passionate attachment. Although my experience gaining access to NICUs as research 
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sites is not generalizable, it is informative, and it may provide a novice field researcher 

with some guidelines for proceeding from a hospital field research idea to an enacted one.  

I think my experience highlights the importance of acknowledging biases or 

Jones-Royster’s ideas about articulating researcher biases and passionate attachment to a 

topic—a field site is not sterile, and neither are the researcher’s intentions and analysis. 

At the very least, a discussion of the importance of the subjectivity and multiplicity of a 

researcher’s intentions has space (and purpose) to be noted; and articulating biases and 

attachment combats epistemological essentialist polarization and positivistic notions of 

ways of knowing. Furthermore, it reinforces the role of a researcher’s ethos in gaining 

access to research sites; and it puts forth the possibility that pathos, not purported or 

projected sterile objectivity, are assets to and for the field researcher.  

As I previously noted, as a feminist and ethicist, I reject scientism and positivistic 

approaches as the only way of knowing. Flynn (2002) agreed, and thought feminists do 

not use all of the available means to accomplish feminist goals, citing missed 

opportunities to reclaim institutions and systems by outright rejecting them and bucking 

against hegemony. Although earlier I argued that using essentialist arguments 

advantageously could be helpful for feminist researchers in field research sites, I think 

feminist methods and a feminist methodological application by any field researcher may 

be advantageous. More succinctly, openly and appropriately admitting one’s passionate 

attachment may aid the field researcher in developing and maintaining ethos to gain and 

keep access to field research sites.  
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Texas Tech University’s University Medical Center in Lubbock 

The Texas Tech University Health Sciences Center’s (TTUHSC) University 

Medical Center (UMC) in Lubbock is affiliated with the medical school at TTUHSC, and 

it is considered a teaching hospital. It is owned by those who pay taxes in Lubbock 

County (http://www.umchealthsystem.com/index.php/history). According to the UMC 

website, the UMC serves a radius of 350 miles around Lubbock, including west Texas 

and eastern New Mexico, and the hospital serves approximately 300,000 patients each 

year. The UMC includes a level-1 trauma center, a children’s hospital, a burn center, a 

cancer center, and a family birth center. UMC described the hospital as, “As a leading 

teaching hospital, UMC Health System is recognized as a source of expert information on 

health related issues by the general public and news media” (UMC Children’s Hospital, 

n.d.).  

The children’s hospital, according to their website, is described as such  

The special healthcare needs of newborns, infants, children and adolescents are 

the primary focus for the UMC Children's Hospital. Housed on the second floor 

of UMC, the Children's Hospital treats patients using the most advanced 

technology available today.  

The Children's Hospital provides both general and specialized services for 

children including developmental assessment, genetic diagnosis and counseling 

and family education classes. For children who require special care, the hospital 

includes a 15-bed Pediatric Intensive Care Unit and a 42-bed Neonatal Intensive 

Care Unit, which consists of a Special Care Nursery and a Grower's Nursery.  

The Children's Hospital at UMC is also the premiere hospital in the region to 

provide an ECMO unit for babies and children with acute lung and heart 

disorders. Combining the talents of more than 30 specialists and subspecialists 

with nurses, social workers and therapists, the children of this region have at their 

disposal a team of experts second to none. (n.d.) 
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Inside the NICU 

Generally, generically, and biomedically, the UMC NICU can be described as a 

regional, level IV nursery with an air transport team and with 40 beds. When I first 

visited the unit, to meet with Pam, the NICU supervisor, I was greeted by a unit clerk. I 

sat down in a family waiting room, which, at the time, included one man, who was using 

his cell phone. I was able to easily connect to free Wi-Fi while I waited. After meeting 

with Sam for around 20 minutes, she gave me a tour of their new NICU. Pam, reported 

that the UMC NICU had recently been moved (2012) to a more spacious and quieter 

location in the East Tower of the UMC. Hoover (2012) reported:  

In comparison, the new building is astonishingly more spacious — the neonatal 

intensive care unit is double the square feet of UMC’s current facility — and the 

building was designed with the patients and their families in mind, as well as the 

staff.  

During an Avalanche-Journal reporter’s tour of the nearly complete East Tower 

with UMC spokesman Eric Finley and Director of Patient Education Melissa 

Perez on Thursday, three words continuously came up: privacy, comfort and 

convenience.  

Additionally, the current UMC NICU was characterized as “offer[ing] a much more 

intimate experience for families. The current NICU is one large room bustling with 

bodies and noises from machines” (Hoover, 2012). I would not describe the current 

NICU as quiet; however, nurses reported that the new NICU in the East Tower was far 

quieter than the NICU before the move in 2012.   

Comparatively, the UMC NICU was markedly louder than the NICUs in either 

Denmark or Sweden, although much quieter than some other NICUs I have visited in the 

U.S. The UMC NICU website further elucidates about the sound in the UMC NICU: “A 
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developmentally advanced environment, which incorporates noise-dampening advances 

of sound-absorbing ceiling tiles, cushioned flooring and ambient lighting. . . . [in an] an 

unsurpassed healing environment for intensively ill infants.” 

On the tour, the pre-discharge “Rooming In” space was similar to parents sleeping 

next to their babies as I observed in the Rigshospitalet’s NICU.  The purpose of the 

“Rooming In” space for parents and their soon-to-be discharged babies, according to the 

website, is “to simulate an at-home experience for the whole family” 

(http://www.umchealthsystem.com/index.php/nicu). I did not see a family kitchen or a 

staff break room on this tour, although it was a brief foray into the NICU. The UMC 

NICU further described their unit: “The NICU has 40 beds that consist of three 

progressive nurseries with cutting-edge intensive care technology designed specifically 

for infants. The NICU at UMC is a level IV intensive care unit, the highest level 

attainable. The NICU also has two Extracorporeal Membrane Oxygenation (ECMO) 

beds, which are used for heart/lung bypass for neonates” (Neonatal Intensive Care Unit 

(NICU), n.d.). Figure 6.2 shows a photograph of a bed or incubator. 

 

Figure 6.2 The baby’s incubator as shown on the UMC website (Neonatal Intensive Care 

Unit (NICU), n.d.). 
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A Grounded Theory Analysis: Conceptual Elements and a Category 

For data collection at the UMC NICU, I replicated my methodology from the 

Danish research site in Copenhagen. Using my research questions (RQ #1-4) as a guide 

(see chapter 1), I open coded field notes from three days of observation at the TTU 

UMC’s neonatal intensive care unit (NICU) and interview transcripts from six interviews 

with two moms, one dad, and three nurses in the NICU. The open coding revealed eight 

preliminary codes from the observations and interviews with participants. These codes 

are shown in Table 6.1. In Table 6.1, I identify the code, as well as briefly define it; the 

third column of the table shows from which research question (RQ) the code emerged.  In 

this section, I identify the preliminary codes (Table 6.2), then distill those codes into one 

category with two conceptual elements (Table 6.4 and Table 6.5).  

Table 6.1 Open coding’s preliminary codes. 

Preliminary Code Definition RQ 

Hearing Information  
The act of listening or being present when a vital 
sign monitor or person conveys biomedical 

information.   

1; 2; 3; 4 

Scheduling/Planning Care The process of participating in “touch time.”   2; 4 

Obtaining Consent 
The process of obtaining verbal and written consent 

from parents by nurses for a biomedical procedure.  
1; 2; 3 

Explaining Procedures 
The process of nurses verbally conveying 

information about a biomedical procedure.   
1; 2; 3 

Giving Consent 
The act of caregivers agreeing to a biomedical 

procedure for the neonate.   
1; 2; 3 

Witnessing Behavior 
The act of asking for a “witness” to create a culture 

of legal accountability.   
4 

Managing Care  
The process of recording information in the 

CARDEX or charting on the computer to contribute 

to the care of the neonate.   

2; 4 

Communicating Non-

Verbally 
The non-verbal messages produced in the NICU.  1; 4 

As noted in chapter 4, using grounded theory requires an overlapping process. 

The overlapping process means that the preliminary codes are both data-based and need 

further distillation through axial coding. Based on the axial coding of those preliminary 
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codes, two processes were identified as conceptual elements: hearing and witnessing. 

Hearing and witnessing are two actions associated with the category: the hospital clock. 

The hospital clock represents the way hearing and witnessing happen in the UMC NICU.   

The actions of hearing and witnessing are more robust and encompassing actions 

derived from the qualitative preliminary open codes shown in Table 6.1. Table 6.2 and 

Table 6.3 show the distillation and grouping of the preliminary codes, as modelled in 

LaRossa (2005).  The data’s axial coding indicated two conceptual elements: hearing and 

caring.  

Table 6.2 Grouping preliminary codes as indicators of a more robust, encompassing, and 

overarching data-based conceptual element: hearing 

Conceptual Element: Hearing 

 

Indicator 1: 

Hearing Information 

Indicator 2: 

Explaining Procedures 

Indicator 3: 

Obtaining Consent 

Indicator 4: 

Giving Consent 

 

Constantly comparing the data from the UMC NICU revealed that hearing was a robust 

data-based element. Charmaz (2006) previously identified categorization as the process 

of finding shared themes—a common denominator or factor—in codes. In turn, that 

common or shared theme becomes a conceptual or analytical element (p. 186). 

Categorization revealed hearing as one of those conceptual elements, along with 

witnessing (Table 3). Although the process is presented fairly linearly here, I do not mean 

to suggest my grounded theory analysis was a linear process. Constantly comparing the 
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preliminary open codes led me to distill the conceptual elements through axial coding. 

Hearing and witnessing were the products of that distillation.  
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Table 6.3 Grouping preliminary codes as indicators of a more robust, encompassing, and 

overarching data-based conceptual element: witnessing. 

Conceptual Element: Witnessing 

 

Indicator 1: 

Witnessing Behavior 

Indicator 2: 

Hearing Information 

Indicator 3: 

Obtaining Consent 

Indicator 4: 

Giving Consent 

 

Although I axial coded the actions as open and preliminary codes, I, almost 

simultaneously, considered the potential category that could fit the conceptual elements 

my data suggested. Trying to elicit the story my data was telling through grounded theory 

analysis was not a simple or thoughtless task—it required me to constantly compare the 

results, which ultimately revealed one distinct category: the hospital clock. Before 

discussing the category, I will examine the conceptual elements hearing and witnessing.  

Hearing as a Conceptual Element 

In previous chapters, I have noted the importance of listening rhetorically or 

listening as a code of cross-cultural communication. As a method to learn about a culture, 

rhetorical listening is a method and a tool a researcher in the field should use, as I 

discussed in chapter 4. A distinction I would like to make between rhetorical listening 

and hearing is the listener’s intention. Rhetorical listening and eavesdropping are done 

with intention by the listener, while hearing, is different. In the sense I will use hearing in 

this chapter, it can be delineated from rhetorical listening because hearing is 

happenstance and occurs as non-verbal messages produced in the NICU setting. While in 

the UMC NICU in Texas, my sense of hearing was used constantly, and it was not due to 
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my intention. The vital sign monitors alarming were a constant companion during my 

time in the field in this NICU; I also listened to a procedure consent process (and 

unintentionally eavesdropping on one); and the hospital’s voice was apparent in listening 

to all those I interviewed.  

Table 6.4 Hearing as a Conceptual Element 

Conceptual Element Definition Examples 

Hearing 

The non-verbal messages and sounds 
produced in the NICU setting s heard through 
biometric monitors, biomedical procedure 

consents, and the hospital’s voice and policies.  

- Alarming monitors.  

- Obtaining consent.  

- Representing the 

hospital.  

Alarming Monitors  

The sounds that greet you when you enter the UMC NICU are dominated by 

voices talking about various care-related topics and the monitors that alarm when a 

baby’s vital signs fall outside a pre-determined range. The vital signs the biometric 

monitors gauge are heart rate, respiratory rate, blood oxygen saturation, and blood 

pressure. For example, if the baby’s pre-determined range for acceptable blood oxygen 

saturation is 92-95%, then if the baby’s blood oxygen saturation is above or below that 

range, the alarm will sound. In an intensive care unit (adult, pediatric, or neonatal), 

alarms sounding simultaneously throughout the unit or even with babies who are side-by-

side are typical. Although the alarms permeate the air, nurses (and parents) know how to 

respond to the baby. Perhaps, the nurse will turn the oxygen up or down; or if the baby 

appears to be holding her breath, dropping the heart rate, and an episode called apnea and 

bradycardia occurs, the nurse may nudge or touch the baby to stimulate her to breathe.  
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Repeatedly, in my field notes, I wrote information down like, “sat[uration] 

monitor going off?”; “monitor”; “alarm going off, which appeared distracting to dad”; 

“not much going on now; I can hear monitors”; “grandma at baby’s bedside when 

monitor sounded”; and “all looking at monitor.” While I observed, my attention 

consistently moved from what I saw to what I heard. Usually, what caused my attention 

to switch focus from my sight to my hearing were the alarming biometric monitors. Each 

baby has its own biometric monitor, too.  I observed a mom and grandmother to a baby 

move to the baby’s bedside when an alarm sounded. Later, I interviewed the baby’s 

nurse, Kate, about that movement:  

KB: Do you remember questions that mom or grandma were asking because it 

looked like they were both looking at the monitor and listening to you at the same 

time? 

Kate: Uh, huh. They were just asking me if she was okay, and I was just saying 

she’s fine. Um, I was just explaining to them that she’s a preemie and a lot of time 

they have those issues with the apnea and bradycardia, and that’s why we’re 

giving her caffeine to treat the spells. I was also telling them that she may still 

have a few even though she’s on the caffeine, but if we notice they’re happening 

more frequently, she’s going down deeper in her rate and her heart rate was lower 

and not coming out of it quick, then maybe we adjust the caffeine dose and try to 

evaluate some other reason why she might be having more frequent apnea. She 

may be sick or something else might be going on.  

The biometric monitoring, and the alarms sounding from those monitors, is a bridge from 

the baby to those who care for her, especially those without nursing and biomedical 

training. When the alarm sounds, it signals that something could be wrong with the baby. 

Hence the mom and grandma rising from their seats to move to the baby’s bedside in the 

excerpt above. The sounds the alarms make are not easily ignored or difficult to hear. In 

fact, I tried not to listen to the monitors; however, the monitors alarm to signal the need 

to attend to the baby. The monitors and the noises they make are part of the 
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environmental noises present in this NICU, and, as I will discuss later, part of the non-

verbal communication in this NICU.  

The environmental noises, including monitors alarming, as heard in incubators 

like those pictured from the UMC NICU above (see Figure 6.2), have been studied 

(Johnson, 2000). Johnson found environmental noise protocols and acoustical foam could 

reduce the noises inside these incubators, especially for baby’s requiring ventilation. And 

babies on high frequency oscillating ventilators (HFOV) are loud. When I transcribed an 

interview with an RN, Cassie, I had to stop transcribing every few minutes to let my ears 

rest: an HFOV could be heard in the background, and it was not only difficult to hear 

Cassie during the interview, but also it violated my sense of hearing as I transcribed.  

Cassie remarked about the design of the NICU and needing help from other nurses:  

Cassie: Like you know for, the call lights, the call light system. It’s real sad 

because I do not like this unit and whenever you have maybe twenty babies that . . 

. now, we’re not fully staffed well, then you have . . . there’s nobody in here 

because they’re in here helping you and something is going on with another baby. 

Well, guess what? Nobody’s gonna know until this alarm starts beeping louder 

and louder.  

Cassie noted that if an alarm is not attended to (switched off or silenced), then it will get 

louder and louder. The monitors can be seen in Figure 6.3. During my observations, I saw 

nurses turn off the monitors or silence the alarms before attending to the babies. The 

biomedical use of biometric monitor in this hospital environment demands immediate 

attention. In turn, this suggests that the hospital’s schedule or clock is more important 

than the babies, and the hospital’s timing dominates the baby’s needs.  
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Figure 6.3 Incubator and bedside in an empty pod. To the upper right of the incubator is 

the monitor that tracks each baby’s biometric and vital statistics: heart rate, respiratory 

rate, blood oxygen saturation, and blood pressure. 

Obtaining Consents 

I observed Cassie, a nurse, obtain consent from two parents, a mom and dad, for 

permission to insert a peripherally inserted central catheter (PICC line) into their three 

day old baby girl. During the consent process, Cassie told the parents about the risks and 

benefits, based on a two page consent form. The first page of the consent form 

“Disclosure and Consent Medical and Surgical Procedures” and the second page, “PICC 

(Peripherally Inserted Central Venous Catheter) (cont.)” are temporarily provided for the 

parents to sign before the procedure can begin. On the second page, there is a space for 

the printed name of the provider/agent (the nurse or physician), as an authorized 

representative, to obtain consent to ensure they have discussed the items contained 

therein. While I observed Cassie explain the procedure, including the risks and benefits, 

to the parents, the signed copy was placed on the baby’s chart as a part of the permanent 

medical record of the patient’s care.  
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It was while the PICC insertion was being performed that the baby’s parents were 

available to be interviewed. I should also note that, for these parents, it had been a day of 

providing informed consent. Before they were able for me to ask for them to consent to 

participate in my study, Cassie, their baby’s nurse, had to obtain their informed consent 

for the UMC NICU to participate in my study; then, I informed them about the study 

before they consented to participate; and finally, they provided their consent for the PICC 

line insertion. During the interview, I asked about the consent process; both mom and dad 

were present during this interview:  

KB: I couldn’t hear everything, that’s why I am asking, I could only hear little 

bits. So, how did she explain [the consent] to you? I saw she had another consent; 

it’s the day of the consents. [. . . ] 

Mom: Yes because we have to give consent . . . .  

Dad: Uh huh.  

Mom: . . . for that to be done to her, but she did; she explained the process, she let 

us feel the, how that [PICC] line feels, and . . .  

KB: Uh huh.  

Mom: . . . and we know what it looks like, and she explained the procedure on 

how it would go in and so forth.  

KB: And so she pulled out, um, it was, it’s called a PICC line, is that right, so she 

pulled out the PICC line and you guys were holding it? 

Mom: Yes.  

Dad: Yeah, she let us feel it so we can see how it feels.  

KB: Okay. Was that helpful to understand? 

Mom: Yeah, it’s a better understanding of what, on what, the benefits of it.  
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Dad: Uh huh.  

Mom: The benefits of it. Yeah. Uh huh.  

[. . . ] 

KB: Okay. And, what kind of . . . do you remember the questions that you guys 

asked? 

Dad: We didn’t ask questions.  

KB: No? 

Mom: No, no we didn’t ask much questions because they’re so good at explaining 

the process and stuff.  

Dad: They explain very well how everything goes, so, . . .  

KB: Okay.  

Mom: Yeah.  

Dad: . . . we didn’t end up with questions.  

Although providing information to parents and other participants so they can be informed 

about what they are consenting to is essential and ethical, due to the detailed amount of 

information and the fact that the consent and disclosure must be provided in writing and 

then verbally, the time it takes to obtain informed consent is unnecessarily burdensome 

and suggests valuing and privileging the hospital’s time over that of participants’ or 

parents’ time.   

Whereas I did not keep track of time during the consent process for each of the 

three consent processes those parents participated in, I would estimate it close to one 

hour. The hospital, or biomedicine’s, clock and priorities, in this case, usurped those of 
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being parents; in fact, it appears their time was spent providing documentation of their 

informed consent as potential litigants. In short, it could be determined that the role of the 

“informed consent” process is to stave off potential litigation, not necessarily, wholly, to 

provide parents with information about the procedures they are agreeing to for their baby.  

Representing the Hospital 

The hospital’s voice can be heard in almost all of the practices in the NICU. 

Although I will explore “touch time” more thoroughly later, it should be introduced here. 

Touch time, as explained by Kate, a registered nurse (RN):  

KB: What’s touch time?  

Kate: We try to cluster our care so we have touch times, and we do all of the care 

at those times, so for that baby, I her times are 08, 08, 11, er, 09, 12, 15, and 18,  

KB: So, q [every]? 

Kate: So every three hours, so we do temperature, diaper, feeding care we try to 

get her meds on those hours, so we’re not in there messing with her more than we 

need to.  

KB: Okay, and so the time in between? 

Kate: Is rest time.  

KB: Growing time?  

Kate: Yeah. Yeah.  

Rest times, as Kate noted above, and growing times are essential for these neonates, and 

clustering the care of the baby suggests babies can be put on a particular schedule.  That 

schedule is determined by the hospital.  In fact, parents and other visitors are not allowed 
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to visit in the NICU for four out of every twenty-four hour period. From the hours of 6:00 

am until 8:00 am and 6:00 pm and 8:00 pm, parents and other visitors are not allowed 

because nurses are changing shift and giving an oral report on each of the baby’s to the 

oncoming nurse.  Another nurse, Mary, I interviewed remarked about the babies’ feeding 

schedules, when I asked how they are determined, especially in light of the times parents 

are not allowed in the unit:  

KB: And [. . .] who determines the baby’s feeding schedule?  

Mary: Umm . . .  

KB: Some are q 3 [eat every three hours], some are q 4? 

Mary: It’s usually q3, when you’re doing q4, it’s usually um when you’re first 

starting feeding entropic feedings and you just give a little bit just a little little bit 

just so you can have some to help start stimulating their stomach.  

KB: Mmhmm.  

Mary: Um, um but whenever we start increasing their feedings, the feedings 

usually just do 3. Every three hours.  

KB: Okay, and so, if the three, if the baby is due to be fed, between that 6-8 or 18-

20, then mom and dad can’t come in? 

Mary: So, we early do them on the 8s or the 9s, so you start at at 8-11-14-17, er 

we do it at 9-12-15-18; and on the six o’clock one we just we just say to come a 

little early.  

KB: Okay, so then they don’t have to miss the feeding.  

Mary: Right, so we never do it at 7 because . . .  

KB: So, it would be the parents don’t have to miss feedings . . .  
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Once again, it seems as though the hospital’s clock and schedule trumps the baby’s 

organic schedule; and the hospital’s voice—biomedicine’s voice—can be heard amidst 

these policies and standard NICU practices.  Hearing the hospital’s voice, even over the 

alarming sounds of the monitors, was not difficult to decipher: the non-verbal messages 

produced by the NICU setting, and the value of non-verbal actions and sounds in an 

intercultural setting and situation, were unmistakable, as was the hospital’s voice, which 

interrupted so much of the devoted care I observed.  

Witnessing as a Conceptual Element 

Before providing care, though, nurse witnessing is a part of the communication I 

observed that needs to be elucidated and explored further. While observing, each day, I 

heard about the care and recorded instances where witnessing the care and actions of 

other nurses was present in the pod I observed from. For example, in my field notes, I 

recorded the following: “RN Kate came to show RN Diane two syringes [lots of 

witnessing; check; check]”; “[RN] Kate to [RN] Mary: ‘Can you witness me?’”; and 

“Lots of witnessing on meds.” In the section that follows, I will describe examples of the 

conceptual element: witnessing. Witnessing can be defined as the hospital-enforced 

process of seeing and hearing nursing actions and influencing nursing care. Ultimately, 

witnessing reinforces the role authority of biomedicine in the hospital system, as well as 

privileges the hospital’s clock and time.  
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Table 6.5 Witnessing as a Conceptual Element 

Conceptual Element Definition Examples 

Witnessing  

The hospital-enforced process of seeing and 
hearing nursing actions and influencing nursing 
care through alarming monitors, obtaining, 
consent, and administering medications.  

- Alarming monitors.  

- Obtaining consent.  

- Administering 

medications.  

Alarming Monitors 

The biometric monitors, as can be seen in Figure 6.3 (right), are present at every 

baby’s bedside. The monitors can be seen easily; and even more easily, the monitors can 

be heard alarming. Contributing much of the NICU environmental noises during my 

observations, the biomedical monitors reinforce the measurability of vital statistics as a 

measure of health, which can, in this instance, be readily seen and heard. For example, 

during my first of two interviews with Mary, an RN, I had asked her about the 

conversions from the metric to U.S. customary units of measurement. While conducting 

the interview in the NICU, an alarm repeatedly sounded; and nurse Kate responded, “I 

got it.” What she meant was she will attend to the matter associated with the monitor; 

first, though, she silenced the monitor.   

The sounds of the alarming monitors readily and easily permeate the NICU 

setting. The design and layout of the NICU is open as seen in Figure 6.4. When babies 

are born premature or with other illnesses, they may have to abstain from breast milk and 

formula. For example, if a baby is extremely premature, the baby may be given 

intravenous (IV) fluids for nutrition and sustenance. Sometimes, babies are given a mix 

of formula and IV fluids; sometimes, babies are given formula only; and sometimes  
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Figure 6.4 The layout of the UMC NICU. 

babies are given only breast milk or breast milk with iron (or other elemental) 

fortification. The formula and breast milk may be given directly to the infant at the 

mother’s breast, through expressed breast milk (EBM) in a bottle, or EBM through a 

tube. The tube may be inserted.  There are privacy curtains that can be pulled, for 

example, if a mom is breastfeeding her baby; however, those curtains are not soundproof 

by any means, and the alarms can be heard throughout a nursery or pod. Asking someone 

to witness with their eyes takes closer proximity than witnessing aurally—sound waves 

can travel in ways sight cannot. The alarming monitors require less proximity for the 



Texas Tech University, Kristin Bivens, May 2015 

237 

nurses to the babies. And the alarming monitors, as RN Cassie stated earlier, get louder 

and louder if they are not attended to by silencing them. Once again, silencing the 

biometric monitors demonstrates that biomedicine and the monitoring of biometric 

statistics have been witnessed; hence, the authority of biomedicine and the hospital are 

reinforced. As such, the nurse’s time is taken and required to be spent witnessing the 

monitors, first before providing direct care for the baby.   

Obtaining Consent 

When a baby is initially admitted to the NICU, a general medical consent is 

signed by at least one parent, usually mom. A Health Insurance Portability and 

Accountability Act (HIPAA) consent, as well as a consent to transfuse blood are also 

consents that need to be signed. As discussed earlier, consents, like to insert a PICC line, 

to perform procedures that are not covered in the general medical consent must be 

discussed and signed before the procedure can take place. When I interviewed Cassie, a 

clinically skilled transport nurse, she told me about the process she had to go through to 

obtain consent to transport a baby from one hospital to the NICU at the UMC:  

Cassie: Um, I’m sure they could. I don’t see why they couldn’t, um, I have had 

one because we have to get three or four different kinds of consent, we have to get 

a HIPPA consent signed, stating you know, we cannot give any information but to 

them, we have to get a, um, consent for blood; let me just tell you that is not easy 

to get because I’ve gone to get a Jehovah witness[’s baby].  

KB: And they don’t believe in that [blood transfusions].  

Cassie: So, in that situation, um, the unfortunate part is we have to get the court 

involved and CPS involved.  

KB: Is that Children Protective Services? 
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Cassie: Yes, and just a couple of attendings. There has to be two attending 

physicians signing the paperwork stating that. [the transfusion is a medical 

necessity for the baby to live].  

In the excerpt, it reads as though the consents are a foregone conclusion and result: if 

parents do not consent, then the procedure or practice, transfusing blood for the baby of a 

Jehovah’s Witness, for example, can be done with the witnessing and signing of two 

attending physicians. Here, at least rhetorically, witnessing the authority of biomedicine 

is seen by all: the nurses, the attending physicians, the parents and other legal caregivers 

of the baby.  

Previously, I noted that mom had remarked about consent and the PICC line 

placement for her daughter, “Yes because we have to give consent.” Although mom 

stated, “we,” consent may not necessarily need to be given by both parents.   

KB: When you signed the consents are both of you required to sign the consents? 

I mean I know they were yeah, the nurse she was telling you both about the 

process, but do both of you have to consent to sign it to have the PICC line in?  

Mom: No, it’s usually mom the one who signs the consent.  

Dad: Yeah.  

Mom: They explain it to both mom and dad, but dad isn’t always around, so they 

give mom to sign.  

In the consent process, not only do both parents witness the authority of biomedicine, but 

dads may also be disenfranchised to speak on behalf of their babies. The consent process 

may further disenfranchise dads and may potentially strip away a dad’s agency. The 

informed consent process may be an opportunity for nurses and physicians to talk about 

the procedure, but with witnesses, including the judicial system, withholding or not 
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giving consent can be overruled. The consent process reinforces the authority of 

biomedicine and biomedical procedures—the healthcare system’s authority reflects itself 

in the informed consent process, and if by chance the reflection of authority is skewed, 

there are other means to ensure the biomedical authority is clearly reflected.  

Administering Medications  

Consistently, and almost hourly, I heard, “can you witness me?” asked from one 

nurse to another. Witnessing is a necessary nursing behavior to ensure the safety of the 

patients. I asked Mary about witnessing:  

KB: I am very curious about how time is spent, like in the 12 hours. So, this is 

me; I’ve noticed that a lot of witnessing going on that when you have to give a 

med[ication] you need someone to come with you; when you’re looking at breast 

milk, in the syringes, for whatever reason, so, can you, you’ve been around a 

while, so has it always been like that? I mean that you’re, so, so can you talk 

about it just a little bit, like the processes, like say you have to get phenobarb[ital] 

for a baby, what do you have to do? 

Mary: So, I have to give phenobarb for a baby, I have to make sure that I know 

how much I’m giving, and I have to check my order, which usually, you know 

you know how much a good range is; you have to go, um, walk to the um to the 

where the Pixus is where we keep our meds in this machine called Pixus.  

KB: It’s across from Pod C.  

Mary: Yes.  

KB: Okay.  

Mary: And um and it’s in the medroom er whatever, and so you go in there, and 

you have to bring someone to witness with you; you have to type in, and you have 

to pick out the med and the name and you have to get someone to sign into the 

Pixus as well before you can get in because it’s a narcotic, and then you have to , 

then, usually, we go to the bedside um you have to pull it out to make sure it’s the 

right amount so you have to calculate how much is um how much you have to get 
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it and you have to check it again to make sure that it’s the right amount, and then 

you can give it.  

Basically, as Mary told me, anytime a controlled medication (like morphine or 

phenobarbital) can be accessed then administered to a baby, a nurse witness must be 

present before the nurse can access the medication. Before a baby is given expressed 

breast milk (EBM), for a feeding by mouth (PO) or gavage tube through the mouth (OG) 

or through the nose (NG), a nurse show another nurse the labelled syringe or bottle the 

EBM is contained in to verify it belongs to the mom of the baby who will then receive it. 

The hospital-enforced process of seeing and hearing nursing actions and influencing 

nursing care is evident in the audible question, “can you witness?”, then the process is 

actually witnessed. Witnessing, aurally and visually, is part of standard nursing practice 

in this NICU.  

The Hospital Clock Category 

Hearing and witnessing are two conceptual elements or axial codes that represent 

what I saw during observations and the information shared during interviews. To 

illuminate the axial codes, a category—the hospital clock—is best used to provide an 

explanation of the data I gathered. To review, hearing includes the non-verbal messages 

and sounds produced in the NICU setting as heard through biometric monitors, 

biomedical procedure consents, and the hospital’s voice and policies; and witnessing 

includes the hospital-enforced processes of seeing and hearing nursing actions and 

influencing nursing care through alarming monitors, obtaining, consent, and 

administering medications. The hospital clock can be defined as the biomedical 

mechanism that dictates and indicates the care nurses provide; furthermore, the hospital 
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clock reinforces biomedical authority as a non-verbal message in this NICU.  Non-verbal 

messages are produced by the setting or in a setting; they are powerful influencers in 

intercultural situations like in healthcare environments.   

Table 6.6 Category, Conceptual Elements, and Codes 

Category  Conceptual Elements Code 

The Hospital Clock 

Hearing 

 

 

Witnessing 

- Alarming monitors.  

- Obtaining consent.  

- Representing the hospital.  

 

- Alarming monitors.  

- Obtaining consent.  

- Administering 

medications.  

“Touch time” includes clustering a baby’s care so there is not unnecessary 

stimulation. For example, the baby’s temperature is taken, the baby’s diaper is changed, 

and the baby’s feeding is given during the same time period to provide the minimal care 

the baby needs all at the same time. Kate, a nurse, told us the time in between “touch 

times” is resting or growing time. However, hearing the monitor’s alarms invades the 

baby’s resting time, as do the procedures the parents give consent to (like the PICC line 

insertion).  

Parents and other legal care givers are encouraged to participate in “touch time,” 

as appropriate; however, as Mary explained, the babies eat every three to four hours. 

Visitors, including parents, are not allowed during the morning and evening hours of 

6:00-8:00. A mom of twins explained: “So, we can come anytime, like I said I’m up here 

at 2:30 in the morning, so. . . ”; however, just moments before mom stated:  
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Yeah, they let you come as long as you’re not here between six and eight that’s 

when they’re doing their report and changing and everything, so you can’t come 

between six and eight, but we can come at any time which makes it a hundred 

times better.   

Babies do not have “touch time” scheduled during these hours; hence, the babies are not 

scheduled to eat during these times. In short, the hospital’s clock determines not only 

when the babies will eat, but also when parents can participate in “touch time.” Parents 

are not allowed in the NICU for four out of every twenty-four hours because of change of 

shift report. During change of shift report, nurses hand off care. To protect the privacy of 

patients and families, parents are not present during report. Thus, the hospital clock 

determines some aspects of the care the babies receive, as well as dictates when parents 

and other legal caregivers can visit and participate in “touch time,” which is also 

prescribed by the hospital clock.  

If one voice dominates, one-way communication is the outcome. The hospital 

voice manifests in the sounds and sights in the NICU: the alarming monitors, the 

informed consent process, the administration of medications—the dominance and 

authority of biomedicine and its resultant voice pervades the NICU. If the loudest and 

most ubiquitous sound in the NICU is the alarming monitors, what impression is left on 

the unwilling listener? If the informed consent process is superficial and without any real 

consent, whose voice governs? If care, including giving medications, is controlled by the 

hospital clock, how are those who participate as patients and the family of patients heard 

and seen when biomedicine dominates?  

Earlier in this dissertation study, I revealed an assumption about healthcare 

communication: it should be approached as intercultural communication at all times. 
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Privileging one voice—one schedule, one clock—over another will not result in effective 

communication. Logan, Steel, and Hunt (2014) noted “Effective intercultural 

communication between patients and clinicians is essential for the delivery of high 

quality health care” (p. 1). Although their statement may be a foregone conclusion in 

medical rhetoric and healthcare communication, what can be gained by treating all 

healthcare communication encounters as intercultural communication?  Accounting for 

the non-verbal actions in intercultural situations and communicative environments in 

healthcare may provide space for two-way communication between nurses and the 

parents and other legal caregivers of premature babies. 
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Chapter 7  

Discussion 

Three Countries 

In this chapter, I briefly review the findings from the research site in Denmark 

(chapter 4), the cultural logic from Sweden (chapter 5), and the research site in the United 

States (chapter 6), before discussing the answers to the following research questions:  

 How do these NICU case studies compare and contrast? How is 

information communicated? Who communicates the information? What 

information is communicated? When is information communicated? And 

where is information communicated?  

 How do similar communicative exchanges and interventions, including 

gestures and non-verbal communication, compare and contrast across the 

two research sites?  

 How does the national culture of each site influence communicative 

exchanges and interventions within each culture? What role does culture 

play in communication in these NICUs? How does culture affect what, 

when, and where information is communicated? 

The arrangement of this chapter includes reviewing the major research findings country 

by country before situating the research results in a conversation that compares and 

contrasts using the above research questions. Furthermore, Tables 7.1, 7.2, and 7.3 report 

the most significant findings for each country and research questions 1-4; Tables 7.6 and 

7.7 apply the findings for research questions 5 and 6; and Table 7.8 succinctly provides 

theorizing for research question 7. Although some of the answers to the questions are 

more developed and profound than others, it should be noted that the discussion I offer 

does not intentionally privilege one country’s NICU communicative practices over 
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another: evaluating the communication is outside the scope of this dissertation study. It 

should also be noted that reading this chapter and my discussion without the preceding 

three chapters to situate each NICU within its larger national culture misplaces and 

potentially devalues my study.  Making generalizations, too, is not the aim of this 

discussion: my goal is to further elucidate my research findings with respect to thick 

descriptions offered in previous chapters.  

Denmark 

The results from my grounded theory analysis of the data collected from the 

Rigshospitalet’s Neonatalklinikken revealed two conceptual elements integral to how 

these moms learned “the hospital way.” The moms I observed rhetorically eavesdropped 

by strategically listening to privileged conversations as an unintended recipient, not 

directly addressed, of biomedical information about their babies. In Table 7.1, you can 

read brief answers to Research Questions (RQs) 1-4. Rhetorically eavesdropping 

precedes mimesis or mirroring actions. Mimesis is the product of rhetorical 

eavesdropping: the mirroring of gestures, words, and actions. Rhetorical eavesdropping 

and mimesis are the methods these moms used to learn “the hospital way”—the nurses’ 

gestures, words, and actions.  

Although this process’s value may be immediately evident, it is through 

rhetorically eavesdropping and mimesis that these two moms learned how to act and 

speak in “the hospital way.” Agency is an individual’s ability to directly influence and act 

on their own behalf. Young et al. explain agentic identity as a “communicative process  
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that empowers patients and their families to become partners in their health care” (p. 

630).  To review, a selection from Young et al. highlights “self-agency” and “other 

agency”: 

We argue that agency, as a communicative process, can be identified through the 

discourse of participants.  This discourse, which we call a rhetoric of agency, 

focuses on “self-agency,” the claiming of agency for one’s self, rather than “other 

agency,” the assigning of agency to some other source, be it another person, 

institution, or higher power.  Agency is identifiable in a variety of settings where 

individuals seek to include their voices and perspectives on specific issues” (p. 

630).  

The process I observed in the Danish Neonatalklinikken clearly shows how moms learn 

“the hospital way,” which in turn increases their ability to act directly for their babies.  

Table 7.1 Answer to RQs #1-4 for Denmark. 

Denmark  

Research Question Answer/Finding  

RQ#1: How is information communicated to those 

who are legally responsible for these neonates, like 

parents, grandparents, social workers, and/or foster 

parents, in NICUs (biological parents may not be the 

only individuals who are legally responsible for a 

neonate)? Who communicates this information? What 

information is communicated? And when is this 

information communicated?  

Information is communicated verbally, and 

sometimes in writing, by nurses about the 

care of their infants. The care information 

is communicated, primarily, before, during, 

and after the care at the baby’s bedside.  

RQ#2: How does the use of medical terminology 

affect communicative exchanges and interventions at 

each at the two research sites? 

The moms learned to “speak hospital” and 

use medical terminology to communicate 

with nurses.  

RQ#3: What kinds of questions do caregivers ask? 

What kinds of information do caregivers seek? Who 

do caregivers seek answers from? Where and when do 

caregivers seek information? How do caregivers 

perceive the answers they receive?  

The questions are addressed to their baby’s 

nurse and directly reflect the care and 

condition of their babies usually at the 

baby’s bedside. Caregivers reported 

satisfaction with the answers they received.   

RQ#4: What role do gestures play in these 

communicative exchanges and interventions? How do 

these gestures complement or supplement verbal 

and/or written communication? How do caregivers 

respond to gestures?  

Nurses and moms mirrored the other’s 

gestures. The gestures are co-expressed 

with verbal communication. Currently, I 

cannot answer how caregivers respond to 

gestures.  
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Acting directly for their babies, caring for them in “the hospital way” is empowering and 

these moms have claimed “self-agency” by learning “the hospital way.”  As I noted in the 

Introduction, the mortality and morbidity rates for infants born too soon in Denmark is 

better than the rates in the U.S. The moms I observed and interviewed in the 

Neonatalklinikken and their “hospital way” learning process may be one factor that 

contributes to better outcomes for infants admitted to neonatal intensive care units in 

Denmark.  

Sweden 

A cultural logic, or a culture’s way of reasoning, is a belief system a group of 

people share through discourse. In Table 7.2, you can read the concise answer to 

Research Question (RQs) 1, as RQs 2-4 were unanswerable. Rhetorical listening, though, 

can reveal a cultural logic. Ratcliffe contended that enthymemes or rhetorical syllogisms 

can help determine a cultural logic. She explained: 

IF a definition states,  

THEN an attitude is exhibited, and 

THEREFORE an action can be observed.  

Cultural logics, then, can reveal unstated assumptions; the unstated assumptions are 

enthymemes, and, in turn, the enthymemes are rhetorical. Attitudes and actions may also 

reveal unstated assumptions, thus cultural logics can be known. The cultural logic that I 

noted regarding Sweden is a rhetoric of equality. I previously disentangled this Swedish 

cultural logic in four moves: the first move defined a rhetoric of equality as stated by the 

Riksdag (the Swedish government); the second move examined the child in Sweden; the 

third move showed several actions that violated the attitudes and laws about children’s 
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rights in Sweden; and the fourth move is connected the first three moves to a Swedish 

cultural logic.  

Table 7.2 Answer to RQ #1 for Sweden. 

Sweden 

Research Question  Answer/Finding 

RQ#1: How is information communicated to those 
who are legally responsible for these neonates, like 
parents, grandparents, social workers, and/or foster 
parents, in NICUs (biological parents may not be the 
only individuals who are legally responsible for a 

neonate)? Who communicates this information? 
What information is communicated? And when is 
this information communicated?  

Information is communicated via public 
documentation reflecting equality, and 
the information is framed within a 
cultural logic of equality. The national 
government communicates this 

information, as well as the policies the 
government enforces, consistently and 
constantly.  

In Sweden, the government has absorbed, wholly, the notion by definition, 

attitude, and action that all people, including children, are equal. Furthermore, the 

Swedes have adopted the UN Convention on the Rights of the Child (UNCRC), and they 

have consistently striven to apply the concepts and ideals espoused in the UNCRC. As 

for premature infants, the UNCRC applies to them, as well. And when children are not 

treated equally and respectfully, actions are taken to treat children, including premature 

infants, equally and respectfully.  What can be learned here is the importance of situating 

outcomes, like neonatal mortality and morbidity rates, within a fuller ecology of national 

laws, practices, customs, attitudes, and actions.  

As I argued in chapter 5, a cultural logic, or way of reasoning, is a belief system a 

group of people share through discourse. By examining the discourse surrounding the 

rights of children, including the definition, attitudes, and actions, I exposed a cultural 

logic regarding healthcare in Sweden. The emergent cultural logic is shrouded in a 

rhetoric of equality: an essentialist strategy rooted in the value of the rights of children. 
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Examining points of tension, or the violations of definitions and supposed attitudes 

concerning a possible cultural logic, indicated a cultural logic and revealed an unstated 

assumption.  

The process of revealing a cultural logic, as I will discuss more thoroughly below, 

is a precursor to researching in the field, either in another country or even in a healthcare 

environment. The method of rhetorically listening extends beyond the rhetorical 

eavesdropping as a process to learn “the hospital way”; as a code of cross cultural 

conduct, rhetorical listening also allows a researcher to textually enter a foreign 

landscape with an aim to understand a culture through its definitions, attitudes, and 

actions.  Constructing and using rhetorical syllogisms is another method, and another 

valuable aspect of rhetorical listening, that helps a researcher ethically and accurately 

situate research within its surrounding immediate context and environment. Rhetorical 

syllogisms are also a means to provide a rhetorical and textual Geertzian thick description 

in ethnographic, observation- and interview-based, qualitative research studies.  

United States  

Although more familiar to me, the U.S. healthcare system is in flux. My analysis 

is based on observations and interviews in a Texas NICU. In Table 7.3, you can read 

concise answers to Research Questions (RQs) 1-4. Overall, though, my grounded theory 

analysis revealed a process of enforcing and reinforcing the authority of biomedicine in 

this particular NICU through sound and sight: hearing and witnessing. The sounds of 

alarming monitors, obtaining consent, and hospital practices; and the witnessing of 

alarming monitors, obtaining consent, and administering medications demonstrate aspects 

of this process, which can be categorized as the hospital clock. The hospital clock, in fact, 
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dictates much of the time of those who occupy, regardless of role, in the NICU. The 

hospital clock determines when babies eat, when parents visit, and when nurses act.  

Hearing can be defined as the non-verbal messages and sounds produced in the 

NICU setting s heard through biometric monitors, biomedical procedure consents, and 

the hospital’s voice and policies. And hearing is different than listening or rhetorically 

listening, especially with respect to attention. In the instances I observed in the Danish 

NICU, moms intentionally and rhetorically eavesdropped as a strategy to learn “the 

hospital way”; however, hearing, not listening, is different. The distinction is meant to 

delineate the intention of the listener and the sounds produced by the hospital setting. 

Hearing in the Texas NICU was initiated by the environmental noises produced in the 

NICU. For example, while I was observing or interviewing, the alarming monitors or the 

voices asking “can you witness?” invaded my observations and interviews, and I 

unwillingly switched my focus from the visual task to the auditory one that was 

demanding my attention.  

The sounds of consenting and witnessing demanded my attention. And it might be 

the United States is a less trusting and more litigious society; or it might be that the 

nurses in the NICU in Texas are more careful. Complications, though, due to prematurity 

and newborn illnesses—the reasons an infant may be admitted and stay in a NICU—can 

be created and compounded by poor medical care, as the WHO and UN have reported. 

Poor medical care may be inattention to the infant or the incorrect biomedical treatment 

for the infant (or access to treatments and equipment). For example, if the infant was 

administered too much IV fluid during a surgery and that resulted in damage to the 
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Table 7.3 Answer to RQs #1-4 for Texas. 

Texas 

Research Question Answer/Finding 

RQ#1: How is information communicated to those 
who are legally responsible for these neonates, like 
parents, grandparents, social workers, and/or foster 
parents, in NICUs (biological parents may not be the 
only individuals who are legally responsible for a 
neonate)? Who communicates this information? 
What information is communicated? And when is 
this information communicated?  

Information is communicated verbally, 
and sometimes in writing, by nurses 
about the care of their infants. The care 
information is communicated, primarily, 
before, during, and after the care at the 
baby’s bedside.  

RQ#2: How does the use of medical terminology 
affect communicative exchanges and interventions 
at each at the two research sites? 

The parents used some medical 
terminology, but used it incorrectly, at 
times.  

RQ#3: What kinds of questions do caregivers ask? 

What kinds of information do caregivers seek? Who 
do caregivers seek answers from? Where and when 
do caregivers seek information? How do caregivers 
perceive the answers they receive?  

The questions are addressed to their 
baby’s nurse and directly reflect the care 
and condition of their babies usually at 
the baby’s bedside. Caregivers reported 
satisfaction with the answers they 
received.   

RQ#4: What role do gestures play in these 
communicative exchanges and interventions? How 
do these gestures complement or supplement verbal 

and/or written communication? How do caregivers 
respond to gestures?  

There was a limited role of gesturing 
because the parents, caregivers, and 
nurses were engaged, simultaneously 
during verbal communication, with the 

care of the infants. Currently, I cannot 
answer how caregivers respond to 
gestures.  

infant’s genitourinary system or nervous system. However, if poor care is given and a 

consent is signed suggesting the risks associated with the treatment, procedure, or 

surgery, then witnessing and consenting become part of that biomedical system and 

function as part of the environment. Since Danish premature infants have better mortality 

and morbidity outcomes, and I did not observe the same phenomenon of witnessing and 

consenting, it does not follow that witnessing and consenting are essential for good care; 

although it may contribute, it is not a causation effect. The alarming monitors, obtaining 

consent, and hospital practices invade the soundscape of the Texas NICU and dictate how 



Texas Tech University, Kristin Bivens, May 2015 

252 

nurses, parents, and other legal caregivers spend their time in the NICU—on the 

hospital’s clock.  

Visuals and sound are both elements of witnessing, too, or the hospital-enforced 

process of seeing and hearing nursing actions and influencing nursing care through 

alarming monitors, obtaining consent, and administering medications. Although methods, 

practices, protocols, and procedures to provide and ensure accuracy in providing care, 

including medications, is essential, the practice of witnessing detracts from the care of 

patients at the same time. For example, if a nurse needs a witness to administer 

phenobarbital to a baby, the nurse needs to interrupt another nurse to witness at the 

medication cart. Essentially, witnessing medications, even though it aims to ensure the 

correct medications for one baby, interrupts the care of another baby. At play here, in the 

process of witnessing, is the hospital clock, or privileging the time and hospital practices 

over the care of all the babies (even if only for a few moments).  

Most interesting from the results and findings from the Texas research site is the 

role of non-verbal messages produced by the setting, in particular the monitors alarming, 

the sounds of consent, and witnessing nursing practices. Biometric monitors translate the 

baby’s vital signs to biomedicine, both aurally and visually. Whereas monitors were used 

as a means for moms in Denmark to rhetorically listen to learn “the hospital way,” the 

role of the biometric vital sign monitoring in the Texas NICU, functioned to reinforce the 

authority of biomedicine. The hospital clock can be defined as the biomedical mechanism 

that dictates and indicates the care nurses provide; furthermore, the hospital clock 

reinforces biomedical authority as a non-verbal message in this NICU.   
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And part of that biomedical authority is the role of biomedical language in these 

communicative exchanges.  In the Texas UMC NICU, when I asked parents the age of 

their baby, they responded with the gestational age or at how many weeks their daughter 

was born: thirty-three weeks. When, in fact, their daughter was born three days earlier. In 

turn, the parents start to sound like the nurses by appropriating the language of nursing 

and biomedicine. It may be that parents, in fact, start learning to use appropriate the 

language of biomedicine immediately. It might also suggest that the hospital clock and 

the sounds reinforce biomedical authority and the biomedical messages the NICU 

environment produces.  

And what are some of those non-verbal messages? Constant monitoring may be 

one of the non-verbal messages. Although the NICU in Texas had recently been re-

designed and moved, and was, according to the nurses I encountered, markedly quieter 

than the previous NICU, the open-bay design of the NICU allowed for complete 

transparency and acoustic environment that amplified the sounds of alarming monitors. 

The open design and floor plan of the NICU meant that I saw mom’s in isolation rooms 

tape baby blankets to windows for privacy while breast feeding or expressing breast milk 

through a pump.   

The Remaining Research Questions 

As mentioned in chapter 3, I categorized the analytical goals for each of the 

research questions. I wrote about the taxonomy or hierarchy of my research questions 

based on logically dividing the RQs into three categories: primary, secondary, and 

tertiary. The primary research questions (Tables 7.1, 7.2, and 7.3) mostly used my field 
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notes and interview transcripts to answer the questions; the secondary research questions 

(Tables 7.6 and 7.7) used my field notes and interview transcripts to apply and to 

synthesize; and the tertiary research questions (Table 7.8) aim to theorize based on my 

reporting and synthesizing.  In this section, I will theorize based on the primary and 

secondary research questions: I will compare and contrast the data I have collected in 

Denmark, Sweden, and the United States. But first, I would like to compare each 

country’s income taxation structures.  

Income Taxation Systems in the United States, Denmark, and Sweden 

Before I delve in to the case study comparison, though, I would like to foreground 

my discussion with the income taxation systems in the United States, Denmark, and 

Sweden. I have included this discussion because each income tax scheme reflects 

different goals. Since the governments of Sweden and Denmark collect minimum income 

and other taxes that directly contribute to healthcare and administration of that healthcare, 

each government has an easily discernible tax code in comparison to the convoluted state 

and federal income tax laws in the United States. State and federal income tax laws in the 

United States vary, and as you will read, there is no minimum income tax contribution in 

the United States at the national or federal level. In Denmark and Sweden, everyone pays 

tax; in the United States, that may not necessarily be the case for federal income taxes.  

If healthcare policy (and funding the ACA is a priority), it would be logical, then, 

that collecting taxes at the national level would also be a priority, since that’s where the 

revenue would come from. A common misconception about healthcare in countries with 

social welfare programs, like Denmark and Sweden, is that the healthcare is free, which it 
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is not. As I wrote in earlier chapters, income taxation rates are higher in these countries 

than in the U.S., but that’s not a hard and fast statistic. In Table 7.4, I present four 

salaries, and the average income tax rate in the United States, Denmark, and Sweden. Tax 

law, including tax deductions, allowances, and tax credits, varies for each country. The 

table is not intended to be comprehensive or generalizable; it is, though, a place to 

demonstrate the various income tax rates, which do not include sales taxes. In Denmark 

and Sweden, Value Added Tax (VAT; a tax on goods and services) is automatically 

added to the sale of goods. In Denmark, the VAT is high at 25%, but with certain 

exemptions (e.g., health care). In Sweden, the VAT is still high at 25%, but also with 

certain exemptions (e.g., food). The VATs are in addition to income taxes, as well as 

local or municipal taxes.  

For Table 7.4, the challenges in presenting country-specific information are the 

nuances of what is covered or provided from the income (VAT and local) taxes, as well 

as the process of taxation in each country. It’s not a comprehensive account of the 

amount of taxes Danes and Swedes pay. So, next I will explain the generic income 

taxation processes in Denmark, Sweden, and the United States. Both Denmark and 

Sweden have progressive tax systems, meaning the higher your salary, the more your tax 

burden for the social welfare system that the taxes provide for. Each country’s social 

welfare’s purpose is to help individuals when they need due to health issues or 

unemployment, for example. The social welfare taxes make it possible to provide health 

care, education, and other social benefits at no additional costs beyond these tax 

contributions.  
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In Denmark, the state income tax, or federal income tax as we would call it in the 

United States, is much lower than the income tax rates in the United States and Sweden, 

although workers in Denmark are one of the highest taxed in the world. The Danish 

taxation system, though, is not only progressive, but tiered, meaning before any income 

tax is deducted from a person’s salary in Denmark, 8% is automatically, regardless of 

income, deducted to contribute to national healthcare; this is the “labor market 

contribution.” 

Table 7.4 Income tax rates based on salaries (in US dollars) in the United States, 

Denmark, and Sweden (2014). 

Salary United States
a 

Denmark
b 

Sweden
c 

$25,000 15% 6. 83% no income tax 

$50,000 25% 6. 83% no income tax 

$75,000 25% 15% 20% 

$100,000 28% 15% 25% 

a For the US salary ranges, assume the salary is for an individual. Also, please note that these percentages 

are base rates, and do not reflect credits, allowances, and other deductions, which may decrease the 

overall/effective income tax rate, which may be 0%.  

b For the Danish salary ranges, assume the labor market/social contribution tax of 8%, and that kommune or 

municipality taxes have been deducted. After those taxes are applied, then the tax rate is administered.  

c For the Swedish salary ranges, assume the percentage tax rate is applied by the employer through the Pay 

As You Earn (PAYE) system; also, assume the tax system allocates about 35% to the municipality; 25% to 

pensions/county; and 20% to the state/central government from the effective income tax rate percentage.  
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After the 8% is deducted, each kommune deducts a local tax, which varies from kommune 

to kommune or community to community, depending on where you live in Denmark 

(usually upwards of 30%, depending on one’s salary and one’s community). Then, the 

national government calculates Danish income tax, which varies based on salary, but for 

people who earn between, approximately, $7,000 and $70,000 per year, it is 6.83% 

(Danish Ministry of Taxation, 2014). And it should be noted that Danes pay a 25% VAT, 

and in the United States, there is no comparable tax to the VAT.  

Personally, I paid an individual federal income tax rate in the U.S. of 28% in 

2013. Assuming the labor market/social contribution tax of 8%, as well as kommune or 

municipality taxes deductions, to compare, in Denmark, with an $80,000 salary, one 

would pay a 6.83% income tax rate for a total income tax rate of 55.7%.  My 28% federal 

income tax contribution did not cover my health care; and it did not cover my education. 

I did that with a Preferred Provider Option (PPO) for my health insurance that comes 

with a 15% co-pay and $300 deductible.  

In Sweden, you pay a 25% VAT, too. Workers in Sweden are also among the 

most taxed in the world, yet the income taxation rate, like the income tax system in 

Denmark, is progressive, meaning it is based on one’s salary. First, Sweden has a Pay As 

You Earn (PAYE) system, which means employers automatically deduct income taxes, 

directly, to pay to the appropriate institutions. The PAYE income taxes are then doled out 

at three levels: the municipality; the county; and the central government. The PAYE 

income rates, as noted in Table 7.4, are dependent on one’s income or salary. After 
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PAYE income taxes are deducted and paid accordingly, then social security contributions 

are deducted. According to The Global Expat Centre:  

The tax rates for individuals on employment income are high compared to many 

other nations. The municipal tax (kommunalskatt) varies depending where you 

live – from 29% to 36%. In addition to this, a state tax of 20% and 25% is paid on 

income above certain amounts. [. . . ]Very few deductions are allowed with regard 

to employment income, and even the ones that are permitted have limitations and 

complex criteria for them to be valid deductions. (2012) 

Without making a general statement about the status of each of the tax systems, it is fair 

to remark that each tax system is different and provides for different services in each 

country.   

Thompson (2013) tried to unravel the complexities of taxation in the U.S. in his 

Atlantic article. He claims the U.S. is “not a high tax country,” especially when 

comparing just the income tax rates, which is misleading. Explaining why and how the 

U.S. is not a high-taxed country, though, is complicated, as he repeatedly notes in his 

piece. He explained: 

. . . these numbers might understate how low taxes have been in the U.S. Unlike 

most advanced economies, the U.S. doesn’t supplement personal income taxes 

with a national sales tax, or value-added tax (VAT). Consumption taxes 

accounted for about a fifth of the total U.S. revenue in 2008 (mostly at the state 

and local level) compared to an OECD average of 32 percent. In other words, the 

U.S. relies uniquely on personal tax rates to raise revenue – and we have 

relatively low personal tax rates. (2013) 

Using the CIA World Factbook method, as well as Thompson’s, we can see a better 

indication of tax rates in each of the three countries by comparing the percentage taxes 

comprise of the Gross Domestic Product (GDP). The GDP, as per the CIA definition, is 

the:  
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. . . value of all final goods and services produced within a nation in a given year. 

A nation's GDP at purchasing power parity (PPP) exchange rates is the sum value 

of all goods and services produced in the country valued at prices prevailing in the 

United States in the year noted. (2014) 

With over 50% of taxes contributing to the GDP in both Denmark and Sweden, it is a 

markedly lower percentage in the U.S.: 17%. In fact, in 2008, Denmark and Sweden lead 

the world and the Organization of Economic Cooperation and Development (OECD) 

countries, respectively at numbers one and two, with the highest rate of taxes as the share 

of GDP, according to Thompson (2013). The U.S. had the third lowest in 2008. But, once 

again, it’s not a comparison of apples to apples—the tax systems in each country are 

complex and nation-specific. Table 7.5 shows these data.  

Table 7.5 GDP (2013 estimates), taxes as percent of GDP, and VAT for the United 

States, Denmark, and Sweden, according to the CIA World Factbook (2013). 

Country GDP 
 

% of GDP VAT
 

United States $16.72 trillion 17% 0% 

Denmark $324.3 billion  55. 9% 25% 

Sweden $552 billion  51. 4% 25% 

In the United States, there is no minimum federal income tax rate; an individual 

may pay 0% income tax due to tax laws, deductions, allowances, and credits; the 

maximum an individual may pay, though, on their income tax in the US is 55.9% in 

federal, state, and local taxes combined. In Denmark, an individual must pay at least 
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46.03%, but are guaranteed not to exceed 61.03% of their income in taxes. And in 

Sweden, a person 28.89%, minimally, must be paid in tax on one’s income, but not to 

exceed 57% of their income. What is striking here is that while the income tax minimums 

and maximums in Denmark are higher than in Sweden, in the United States, there is no 

minimum income tax contribution, which institutionalizes and legalizes a 

disproportionate and unequal tax burden.  

Case Study Comparison: Aural Rhetoric and NICU Design 

Unsurprisingly, information was communicated verbally from the nurses to the 

parents and other legal caregivers of the premature babies I observed in Denmark and at 

the United States research sites. The information communicated primarily involved the 

care of the baby. For example, discussing the baby’s temperature, feedings, and other 

aspects of the baby’s general and day-to-day care. Typically, too, information flow was 

highest when both nurses, parents, and other legal care givers were providing that care. A 

nurse, for example, would ask a mom how many milliliters of formula the baby ate 

during a feeding.  Although, for more acutely sick babies, the communication was more 

consistent and tended to occur when a biomedical event was triggered and the biometric 

monitor alarmed. For example, when a baby had a spell of apnea and bradycardia and the 

biometric monitor alarmed. Usually, the communication occurred at the baby’s bedside, 

especially the communicative exchanges I was privy to—I was stationary while I 

observed and usually within twenty feet of the babies.  

Although the previous paragraph provides a summary of the most common 

instances observed at the Rigshospitalet and the UMC NICUs, now I will address the first 
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part of the research question: How do these three NICU case studies compare and 

contrast?  Since I was not able to secure a research site in Sweden to replicate my 

methodology, I will focus this part of the discussion on the Rigshospitalet in Copenhagen 

and the UMC in Lubbock and their respective NICUs. It is in the discussion of this broad 

research question that provides the insight. However, I will focus my discussion on two 

primary distinctions between the two research sites: first, the sounds; and second, the 

design and layout of each NICU.  

Aural Rhetoric 

In my field notes for the Rigshospitalet NICU in Copenhagen, I remarked, 

repeatedly, that I could hear the sounds of air flowing through CPAP machines. 

Continuous Positive Air Pressure (CPAP) is a low-flow respiratory aid used to treat 

babies who are experiencing respiratory distress syndrome (RDS). CPAP machines are 

much quieter than, for example, a High Frequency Oscillatory Ventilator (HFOV).  To 

hear the air flow through the CPAP machine to the baby, it must be very quiet, as it 

would not be possible to hear even if a quiet conversation were taking place in the same 

vicinity.  Most assuredly, if a biometric monitor’s alarm was sounding, the CPAP air 

flow would not be able to be heard. In Copenhagen I wrote, “Very quiet in the nursery; 

every once in a while an alarm will sound.”  A marked difference between the Danish 

NICU and the NICU in Texas is the aurality: the sounds that permeated the air when a 

biomedical event required a machine to assist in the care of the baby: the respiratory and 

the biometric monitors.  
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Table 7.6 Answer to RQ#5 for Denmark and the United States. 

RQ #5: How do these three NICU case studies compare and contrast? How is information 

communicated? Who communicates the information? What information is communicated? When 

is information communicated? And where is information communicated?  

The sounds (aural rhetoric) design, and layout differ between the Danish and Texas NICUs.  Information 
is communicated verbally and non-verbally at both sites. Nurses, biometric monitors, biomedical charts, 
and blood laboratory reports communicate information to parents and other legal caregivers. 
Biomedical, social, and infant care information is communicated over twenty-four hours in the Danish 
NICU and over 20-hours in the Texas NICU. Information is exchanged near the baby’s bedside and over 

the telephone.  
 
Since I did not secure a research site in Sweden, I have not included Sweden in this response.  

In the previous chapter, based on my observations in the NICU in Texas, I 

reported the role of the alarming monitors. Before I stepped one foot in the NICU in 

Texas, I read about the UMC description of their NICU: “A developmentally advanced 

environment, which incorporates noise-dampening advances of sound-absorbing ceiling 

tiles.” Perhaps it is the design of the UMC NICU that afforded me the opportunity to hear 

the alarming monitors not only from the pod where I observed, but also from neighboring 

pods, but regardless, I am certain that the alarming monitor sounds of the UMC NICU 

were more frequent than the sounds of the NICU at the Rigshospitalet. The respiratory 

and biometric monitoring were consistent companions during my observations at the 

UMC NICU; I did not make the same notations about the sounds, other than it being 

quiet, in the Danish NICU.  

It may be of consequence that there are several adages about caring for young 

infants, which might illuminate the role of sounds in an acute care hospital environment 

like a neonatal intensive care unit. One of those adages tells us to “never wake a sleeping 

baby.” It is common knowledge among parents and those who care for small infants that 
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those infants need sleep. Environmental factors, like sounds, impede on an individual’s 

ability to sleep. Some of those environmental factors in NICUs include alarming 

monitors. Audiologists are typically on staff in NICUs to administer hearing testing 

before NICU patients are discharged, and there is a healthy body of scholarship devoted 

to the hearing and sound recommendations from fetuses to the neonate. In fact, Graven 

(2000) noted, in his literature review, the following recommendations for neonates: those 

who care for infants in intensive care units, including neonatal and pediatric, should 

consistently and systematically assess regular noises heard in the environment and the 

evaluation should strive to keep noise controlled in order not to exceed the recommended 

noise criteria. The noise criteria provide sound and decibel recommendations.  The 

discussion here of sound is not meant to criticize or praise; it is meant to point out that 

environmental factors, like sound, contribute to the care of premature and sick infants in 

NICUs. In chapter 6, I wrote, “Non-verbal messages are produced by the setting or in a 

setting; they are powerful influencers in intercultural situations like in healthcare 

environments.” When sounds create environmental noises and distractions, then, what 

non-verbal message is produced by the setting? And what is the impact on the parents’ 

and other caregivers’ agentic identities?  

I argued in the previous chapter that the authority of biomedicine is enforced and 

reinforced by the alarming monitors and their sounds in the UMC NICU. If one effect of 

hearing the monitors alarming, at fairly consistent and continuous intervals, is reinforcing 

the role of biometric data in the health of the infants, does not that process also reinforce 

the role of biomedicine in the care of the NICU infant? In other words, if biomedicine’s 

authority is heard as indicating biometric measures outside a pre-determined range of 
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acceptability (i.e., outside an acceptable range for blood oxygen saturation or heart beats 

per minute) dominates the soundscape of a NICU, what is the effect? In chapter 4, I wrote 

about the learning process moms of longer admitted babies in the Rigshospitalet’s NICU 

use (i.e., rhetorical eavesdropping and mimesis) to care for their babies, thus gaining 

agency to do so. Is this learning process enabled by the quieter environments in the 

Danish NICU? And, could the learning process of parents and other legal caregivers in 

the Texas NICU be supported by similar means? Could the soundscape of the Danish 

NICU contribute to better mortality and morbidity outcomes for those infants?  

Regardless of the answer, which is outside the scope of this dissertation study, the non-

verbal messages produced by and in an environment contribute to the care of these 

premature and seriously ill infants. Accounting for the non-verbal actions in intercultural 

situations and communicative environments in healthcare may provide space for effective 

two-way communication between nurses and the parents and other legal caregivers of 

premature babies.  Recognizing one of the contributing factors, sound, as a potential 

impediment to effective two-way communication between the nurses and parents and 

other legal caregivers of premature infants, may be a factor worth further consideration to 

improve the mortality and morbidity rates due to prematurity in the United States (and 

elsewhere in the world).  

NICU Design 

The Danish NICU and the Texas NICU are dissimilar in design. A literature 

review of NICU design by Shahheidari and Homer (2012) found there were two 

predominant kinds of NICU designs. The first is the open-bay NICU; the second is the 

single-family room. The Texas NICU is designed as an open-bay; the Danish NICU is 
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designed as sleep-in single- or double-family rooms. The Texas NICU design is more 

similar to Foucault’s panopticon, which suggests that allowing others to see in and 

through it is valued by the design; hence the open-bay layout. According to Shahheidari 

and Homer, “the open-bay environment develops communication and interaction with 

medical staff and nurses and has the ability to monitor multiple infants simultaneously” 

(p. 278). It is important to point out the following:  

The single-family rooms were deemed superior for patient care and parent 

satisfaction. Key factors associated with improved outcomes included increased 

privacy, increased parental involvement in patient care, assistance with infection 

control, noise control, improved sleep, decreased length of hospital stay, and 

reduced rehospitalization. The design of NICUs has implications for babies, 

parents, and staff. An understanding of the positive design features needs to be 

considered by health service planners, managers, and those who design such 

specialized units. (p. 260) 

Although I would not characterize the Rigshospitalet’s Neonatalklinikken as a single-

family room, it is clear that there are opportunities for parents to sleep in the same rooms 

with their infant children. Alice, one of the moms I interviewed, was allowed to have her 

own room with her son since she had been the parent of a baby in the NICU for more 

than eight months. In Figure 7.1, you can see the baby’s incubator alongside a hospital 

bed. The hospital bed is where the parents sleep next to their children.  
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Figure 7.1 The infant incubator (left) and the parent bed (right). There are, usually, two 

incubators and two infant patients in each room, along with two hospital beds for parents 

to sleep in next to the incubators. 

It is clear that the Danish NICU rooms more so resemble the single-family rooms 

than the open-bay design (Figure 7.2) of the UMC NICU’s.  Once again, this discussion 

of the design of each NICU is not mean to criticize or praise; it is meant to reveal the 

characteristics with the aim to disentangle factors that contribute to better and more 

effective communication in neonatal intensive care units, which in turn may decrease 

rates of mortality and morbidity associated with prematurity.  
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Figure 7.2 The UMC NICU: an open-bay design. 

Since this is a rhetorical study within technical communication, I would be remiss 

if I did not discuss user-centered design. In this particular situation, the user is the infant; 

however, as each nurse I interviewed in the UMC NICU pointed out, the patient is not 

just the baby, but the baby’s family, too. In chapter 4, I wrote: The current design, or re-

design, of this NICU was influenced greatly by some parents whose babies were once 

patients in this NICU. Beck, Weis, Greisen, Andersen, and Zoffman (2009) studied the 

physical layout of the NICU, which was described as  

The ward hous[ing] four to seven infants in a room 25m2 in size that was closed 

off on three sides. The exposed side of the room opened out to the personnel’s 

work area. It was only possible for parents to sit in armchairs next to their 

respective infants. (p. 89) 

Using focus groups to assess three design layouts, these researchers discovered that the 

parents mentioned above preferred the smaller rooms with parent beds next to the 

incubator or crib. The focus groups also revealed that parents’ attitudes reflected more 
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family-centered care in the parent and baby beds side-by-side design. This meant the 

parents were more involved in their baby’s care.  I should also mention that my contact, 

Janne, was the lead author for the study. Basically, it can be implied that Weis et al.’s 

study concluded that the parents in the Rigshospitalet’s NICU preferred the single-family 

room design over the open-bay design. In other words, based on user feedback, users, i.e., 

families, were at the center of the design efforts.  

User-centered designed privileges one user when there may be several. For 

example, although the babies are the patients, and the most obvious patients in NICUs, 

there are others who are cared for and considered patients, too: the families. The nurses, 

physicians, and other ancillary staff may also be considered users as well. Since the 

Rigshospitalet is most clearly designed for families, the single- or double-family private 

room design was chosen and is currently in use in Copenhagen; however, in the UMC 

NICU, there are other users who are designed for. Shahheidari and Homer (2012) wrote 

that the open-bay NICU design “develops communication and interaction with medical 

staff and nurses and has the ability to monitor multiple infants simultaneously” (p. 260).  

Unfortunately, Shahheidari and Homer’s literature review does not reveal communication 

between medical staff and nurses with parents and other legal caregivers as a benefit of 

the open-bay NICU design. I suggest they do not because it is not a benefit of the open-

bay design.  

In the previous section, I wrote about aural rhetoric and non-verbal messages in 

the UMC NICU: the biometric monitors reinforce the authority of biomedicine when they 

alarmed—it is a non-verbal message in the communicative environment, which was 
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present in the Danish NICU, but not to the same extent.  In chapter 4, chapter 5, and 

chapter 6, I wrote about the healthcare systems in Denmark, Sweden, and the United 

States. The purpose of describing each healthcare system is to situate the user or patient 

within it. In the same vein, I began this section detailing each country’s income tax 

scheme to show how healthcare is Denmark, Sweden, and the United States is funded. 

And as any medical rhetorician or healthcare scholar will point out in the U.S. healthcare 

system and culture, there is more than just the patient who is valued. Since the healthcare 

industry in the U.S. is notoriously for-profit, while the Danish and Swedish healthcare 

systems are not for-profit, there are conflicting users who are designed for. The open-bay 

NICU design speaks to this differently valued user-center design, and it values 

communication between medical and nursing staff, which, once again, reinforces the 

authority and role of biomedicine, thus hindering parents to act directly for their babies. 

In turn, parents and other legal care givers may not act with agency: real or rhetorical.  

Other Communicative Components: Deictic Gestures and Non-Verbal 

Communication 

Researching in the University of Copenhagen’s Rigshospitalet’s 

Neonatalklinikken afforded me the opportunity to focus on non-verbal communication: 

gestures. In chapter 3, I noted the epistemological assumption of my research: language is 

co-expressed with gestures. One does not exist without the other or in the absence of the 

other. Since I do not speak or understand Danish and the nurses communicated with the 

moms in Danish, during observations, I focused on gestures and answering this research 

question: How do similar communicative exchanges and interventions, including gestures 

and non-verbal communication, compare and contrast across the two research sites?  In 
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the UMC NICU, I was able to unpack similar exchanges, and I was able to understand the 

spoken language, with few exceptions when Spanish was spoken, and better situate the 

non-verbal communication within the context of these exchanges. In the following 

paragraphs, I will discuss the role of deictic gestures and non-verbal communication in 

the Danish and Texas NICUs.  

Table 7.7 Answer to RQ#6 for Denmark, Sweden, and the United States. 

RQ#6: How do similar communicative exchanges and interventions, including gestures, 

compare and contrast across the two research sites?  

More hand and eye contact/looking gestures were observed in the Danish NICU than the Texas 

NICU during similar communicative exchanges and interventions. Gesturing was more readily 
apparent in the Danish NICU; those gestures included mirrored motioning, body language, and 
looking within a non-verbal and relatively quiet soundscape. In the Texas NICU, I observed few 
gestures because there were no idle hands: nurses were busy caring, charting, and working; 
parents and other legal caregivers were busy caring for their infants within a non-verbal and 
relatively loud soundscape. 
 
Since I did not secure a research site in Sweden, I have not included Sweden in this response. 

Deictic Gestures 

To start, there were great similarities in the kinds of communicative exchanges I 

observed. Generally, the exchanges focused on the direct care of the baby, including 

feedings, diaper changes, and explanations of the current status of each baby.  Due to the 

similarities between the types of conversations, i.e., those regarding the general care of 

the infant, I will focus the discussion on the differences in the kind and roles of non-

verbal communication. Previously, I defined deictic gestures as the gestures that point 

and provide focus or clarification. In the Danish NICU, I noticed that deictic gesturing is 

not only done with hands, but also, as part of non-verbal communication, done with eyes 

to indicate, for example, the speaker’s focus.  Based on the hundreds of hours I spent 

working and writing from a café in Copenhagen, I noticed that conversations, in Danish, 
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were not usually accompanied by deictic gesturing. Usually, hands were folded on laps or 

on the tables in front of the conversing individuals. Since Denmark is a low contact 

country, gestures were usually not co-expressed with verbal communication. In fact, I 

remarked in my field notes from the Rigshospitalet, several times, “hands rest on bedside 

and are both folded at points,” “RN with arm/hands on bedside (shows attention and 

focus),” and the like.  

On most occasions when I recorded gestures of non-verbal elements of 

communication in the Danish NICU, I noticed the gesturing was respectful. For example, 

the gesturing was limited, and I did not see pointing or deictic gestures; however, the 

respectful gestures were often mirrored. If a mom had her hands folded over the baby’s 

bedside, then so did the nurse and vice versa. I observed the mirrored hand folding during 

each observation. And while it cannot be construed as purely deictic gesturing, it does 

point to a cultural characteristic: the reflection of respect and openness.  There were 

limited deictic or pointing gestures during my observations at the Rigshospitalet; 

however, there were several instances when the biometric monitor’s alarm would sound 

and both mom and nurse would look to the biometric monitor then look at the baby the 

monitor was connected to.  

Since the deictic gestures and other non-verbal communication elements were 

mirrored, I thought I would see the same phenomenon in Texas; however, the role of 

deictic gestures and mirrored gesturing in the Danish NICU was more significant than in 

the UMC NICU. The nurses’ hands, as well as the parents’ hands all seemed to be 

occupied during all of my observations in the UMC NICU. If there were moments of 
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more casual and social conversations between the nurses and the parents who participated 

in my study, at least one of the speakers was occupied caring for the baby or otherwise 

engaged in a task to care for the baby. Hence, gestures could not be mirrored or 

reciprocated while a mom was feeding the baby or the baby’s nurse was charting 

information on the computer. More often than not, both the parent and the nurse were 

engaged in various kinds of care for the infant.  In short, the role of gesturing was more 

apparent in the Danish NICU than in the Texas NICU.  

Earlier, I revealed assumptions of this dissertation study: language is co-expressed 

with body language, and biomedicine should be approached as a different culture. Since 

biomedicine has its own customs, actions, and practices, not to mention language, 

affiliated with it, an intercultural framework should be used to examine it. However, 

biomedical culture should be situated and examined within the national culture where it 

exists. Because Danes are a low-contact people and gesture minimally, when there are 

gestures, including deictic ones, a researcher should take particular note. In the Danish 

NICU, then, could the mirrored looks to the biometric monitor and other gestures as co-

expressed with language and functioning as non-verbal communication, indicate 

emphasis when communicating biomedical information to the parents of premature 

infants? And if so, of what consequence are these gestures?  

The World Health Organization (WHO) and the United Nations (UN) have 

agendas promoting reducing the number of premature births, as well as decreasing 

mortality and morbidity rates associated with prematurity. Prematurity is the leading 

cause of death of infants under four weeks of age; and prematurity is the second leading 
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cause deaths in children under the age of five (WHO, 2012, p. 2). By determining how 

healthcare professionals, like nurses, communicate information, using gestures as co-

expressed and emphasized in biomedical information exchange, in a particular culture, 

we can begin to understand how messages related to the care of premature infants and 

other critically ill babies are communicated from nurses to parents and other legal 

caregivers. And we can begin to do this in cultures where the language of the healthcare 

provider and the patient and patient’s family is not the same.  

Although in a low contact and infrequent gesturing country like Denmark, 

gestures should be of particular note in communication as essential non-verbal healthcare 

communication indicators. However, in the United States, deictic gestures may be of less 

significance. During my observations, hands were busy, most of the time, and engaged in 

the care of the infant. For example, if mom was bottle or nipple feeding the baby near the 

baby’s bedside, the nurse was taking care of the needs of another patient (e.g., giving a 

medication or adjusting a ventilator setting) or documenting the care via charting (e.g., 

recording how many milliliters the baby ate or how much a dirty diaper weighed). 

Basically, since nearly every moment of a nurses’ shift work is consumed with the care of 

the baby, as is the time parents are allowed to be in the NICU, there were no idle hands to 

gesture with, as those hands are busy caring, charting, and working.  It is in the Texas 

UMC NICU I noticed the role of non-verbal communication, like the alarming monitors, 

were noteworthy.  

Non-Verbal Communication 

As previously noted, the role of non-verbal messages in the Texas UMC NICU 

was more remarkable than in the Danish NICU.  Non-verbal communication, and in 
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particular the non-verbal messages that are produced by and in a particular environment, 

will be the focus of this section. The aspects of non-verbal communication that are 

relevant here include not only gestures and eye contact or the gaze, but also paralanguage 

or the non-verbal sounds in an environment. In chapter 6, I argued the biometric monitors 

alarming enforced and reinforced the authority of biomedicine. It demanded the nursing 

staff’s, parents’, and researcher’s immediate attention. In fact, one nurse, Cassie, told me 

that if the biometric monitors are not silenced by pressing a button then the monitors 

become louder and louder until they are attended and silenced. The aural conditions, the 

paralanguage, of the NICU, as discussed in the previous section, clearly send a message 

to those who can hear them: biometric monitoring should have your attention, and it can 

be a logically concluded message.  In a very real sense, the biometric alarming monitors 

function as electronic, paralanguage as a biomedical deictic gesture, forcing an 

individual’s attention to them. In other words, the biomedical monitors are digitalized 

gestures that point and provide focus or clarification.  

So, what is there to make of the minimal alarming monitors in the Danish NICU? 

In the aural rhetoric section above, I provided, from my field notes, my evaluation of the 

generally quiet atmosphere and environment in the NICU by stating I could hear the flow 

of the CPAP. I do not mean to suggest that there was an absence of alarming biometric 

monitors, as that would be inaccurate; however, I would like to suggest that the biometric 

monitors in the Rigshospitalet’s NICU alarmed less frequently and less loudly than the 

monitors I heard in the Texas NICU.  Scholars of communication have noted that non-

verbal communication is culture specific; my experience observing the paralanguage or 

environmental sounds from the Rigshospitalet’s Neonatalklinikken to the Texas NICU 
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speaks to and supports the idea that non-verbal communication is culture-specific. We 

know that gestures, as non-verbal communication, are regularly accepted as culture-

specific. Here, I suggest that the sounds emitted by the biometric monitors are culture-

specific, too.  

A biometric monitor is a biomedical artifact. The biometric monitor’s role in 

biomedicine is integral to health care. Not only does it indicate health status (e.g., a 

regular ping-ding melody to indicate normal ranges for heart rate, respiration, blood 

pressure, and blood oxygen saturation) it also alarms to indicate when those biometric 

elements are outside a pre-determined range. In television and movies, a flat line, which 

is a high pitched sound that indicates no heart rate or respiration rate, is a well-known and 

recognized indicator of death in television and movies in the U.S. Those sounds have 

connotations for most in the U.S. and for those who have seen and heard in other cultures 

and parts of the world, as well. Due to the cultural imperialism of the U.S., our music, 

television, movies, and other aspects of our culture (like English and biomedicine) can be 

found throughout the world.  Perhaps not wanting to enforce and reinforce the messages 

and negative and dramatic connotations associated with the beeps, pings, and dings of an 

alarming biometric monitor, the monitors in the Neonatalklinikken in Copenhagen 

alarmed less frequently and less loudly.  

Recognizing biomedicine as a distinct culture within national cultures throughout 

the world may be beneficial when organizations like the WHO and the Centers for 

Disease Control and Prevention (CDC) are engaged in addressing epidemic and 

pandemic diseases, like HIV, Ebola, and influenza. And recognizing that biomedical 
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artifacts, too, send non-verbal messages, complete with dramatic, upsetting, and 

potentially harmful connotations, may help healthcare workers create and share more 

effective healthcare messages. Recognizing aurality’s role in different cultures may be 

one way that technical communicators, medical rhetoricians, and healthcare workers and 

researchers can tailor more effective messages. Soon, I will describe a method to listen to 

other cultures in order to design more effective messages: Ratcliffe’s rhetorical listening 

to help a researcher learn more about a culture to create communication for that particular 

audience.  

The non-verbal element that influenced the environment most significantly in the 

Texas NICU were the clearly alarming biometric monitors. The soundscape of the UMC 

NICU was rife with the sounds of vital statistics, and when those vital signs were outside 

pre-determined ranges, it would be difficult to leave them unattended: the sounds of 

biomedicine dominated. Conversely, in the Rigshospitalet’s Neonatalklinikken in 

Copenhagen, the alarms sounded, too, however, they did not dominate in quite the same 

way. The design of each NICU impacts the acoustics most assuredly: the open-bay layout 

of the UMC NICU and the private family room design of the Danish NICU. Although the 

field sites I accessed are a small sample, interdisciplinary research supports the 

discussion in the previous paragraphs: gestures are co-expressed with language and non-

verbal elements, including sound, impact a message.  

National Culture and Biomedical Culture 

Whereas most people who have traveled outside the U.S. can remark on culinary, 

language, and geographic differences in other countries, the final research question 
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addresses: How does the national culture of each site influence communicative exchanges 

and interventions within each culture? What role does culture play in communication in 

these NICUs? How does culture affect what, when, and where information is 

communicated? Unfortunately, without a more robust methodology, like ethnography, I 

can only skim the surface and provide superficial answers to this final set of research 

questions; however, as you will read, culture does impact the delivery and reception of 

information about these neonates, and culture’s role may suggest a means to further 

unpack why Denmark, and Sweden, have better mortality and morbidity rates for 

premature infants.  

Danish and U.S. NICU Communication: Openness and Timing   

As noted above, in this section, I will begin to superficially discuss the national 

cultures in these countries as I observed and experienced them, as well as the role of 

culture and how culture affects what, when, and where information is communicated. I 

used one primary method to address these research questions: rhetorical listening. As part 

of rhetorical listening, I accessed public documents and constructed a rhetorical syllogism 

or enthymeme, too. Rhetorical listening is a code of cross-cultural conduct; however, in 

practice, it is a means to learn about another culture with the listener’s intention to 

understand, not evaluate or judge. Using rhetorical listening as a method to learn about 

Danish and Texas culture, I unpacked the roles of openness and timeliness in Danish and 

Texas NICU cultures. Another means to learn about these cultures is to examine publicly 

available reports, records, and reports, as I discussed in chapter 2.  To review, briefly, I 

wrote: Another means through which a researcher can rhetorically listen to a culture is 
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through an examination of that culture’s public record: the reports and other documents 

available to outsiders (and easily available via the Internet).  

Table 7.8 Answer to RQ #7 for Denmark, Sweden, and the United States. 

RQ#7: How does the national culture of each site influence communicative exchanges and 

interventions within each culture? What role does culture play in communication in these 

NICUs? How does culture affect what, when, and where information is communicated? 

The Danish and Texas culture’s openness and timeliness influence communicative exchanges 
and interventions in these NICUs. Openness includes the design and layout of each unit, as well 
as access to biomedical information. Timeliness includes when information can be exchanged 
and the privileging of one clock over another. Because there is more societal trust in Danish 
society, communication is more open and constant (on a twenty-four hour clock) than in Texas.   

 
Since I did not secure a research site in Sweden, I have not included Sweden in this response. 

Openness in the Rigshospitalet’s Neonatalklinikken functioned differently than in 

the UMC NICU in Texas. The physical environment in the Danish NICU was more 

closed off than in the UMC NICU. For example, there were double-private family rooms 

where the babies were cared for, as opposed to the open-bay design of the UMC NICU. 

Hence, the design of the Danish NICU was more closed off and less open. To leave the 

discussion there, though, is misleading. Although the Texas NICU is open-bay, there are 

limitations on visiting hours for parents and other legal caregivers. For example, parents 

and other legal caregivers are not allowed in the NICU between 8:00-10:00 in the 

morning and in the evening. Out of twenty-four hours, parents and other legal caregivers 

are not able to visit their babies for 17% of the day (four hours).  In Copenhagen, there 

are not limitations placed on when parents and other legal caregivers can visit; in fact, 

parents routinely stay the night with their babies in beds situated next to their baby’s bed. 

In short, whereas the design of the Danish NICU is more compartmentalized, the timing 

is more fitting for parents and other legal caregivers of the infants in the NICU—the 
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timing presents the Neonatalklinikken as open, while the limitations to visiting hours in 

the UMC NICU present the UMC NICU as less open.  

Openness of the infant’s biometric data is a difference between the two NICUs, 

too. In Copenhagen, and in chapter 4, I wrote about how the moms use rhetorical and 

strategic eavesdropping to learn “the hospital way.” Moms (and ipso facto dads and other 

legal caregivers) can see (and hear) the biometric monitors. Also, parents and other legal 

caregivers have access to their baby’s charts. And during my observations, I repeatedly 

witnessed moms looking at their babies’ blood laboratory testing results. It seemed 

comfortable and standard practice for both nurses and these moms. So, the moms and 

other legal caregivers in the Danish Neonatalklinikken have access to their babies’ 

biometric monitoring, blood laboratory results, and biomedical charts. Similarly, the 

parents and other legal caregivers in the Texas NICU have access to the biometric 

monitors. Conversely, though, in the UMC NICU, the blood laboratory results are not 

shared so easily. Mary, a nurse, shared:  

KB: So could the twin girls, their mom, she’s got five kids, right? She knows 

quite a bit about being a parent.  If she was curious to look at the charting that 

you’re doing, could you show it to her? I mean not personally, but yes, it would 

be okay to say, this is the bili[rubin blood laboratory] level, this is the uh . . . ? 

Mary: Yes, and often I do that to them to make them feel a little more secure 

about what we’re doing because like if they just show up and there’s lights on; 

Wait, why are the lights on well? You know you have to explain this, so you can 

show them the labs; you can show them how it started it started our really low, 

then got really high. Then they’re like, “oh,” but a lot of nurses don’t really feel 

comfortable doing that, so it’s also kind of like the doctor has to tell them what 

the diagnosis is and how we’re treating them.  



Texas Tech University, Kristin Bivens, May 2015 

280 

And since Mary cannot speak to every nurse’s practice of sharing blood laboratory results 

with parents and other legal caregivers, I did not observe any nurses in the UMC NICU 

sharing results in the same way as Mary discussed above or as I observed in the Danish 

NICU.  

Furthermore, in the Rigshospitalet’s Neonatalklinikken, parents have access to 

their baby’s biomedical charts. In the charts, the baby’s biomedical record is kept. For 

example, the physician’s notes; laboratory results; and radiology reports (among other 

documents).  When I asked if parents have access to their baby’s charts in the UMC 

NICU, the response was “yes”; however, they have to request access through the Medical 

Records department. Basically, yes, parents and other legal caregivers have access to 

their baby’s biomedical charts in the Texas NICU; however, they cannot immediately 

access the charts on the unit floor, like in the Danish NICU.   

Are openness and timing influential on the communicative exchanges in each 

NICU within each respective national culture? The short answer is yes. Since the 

Neonatalklinikken in Copenhagen was re-designed based on feedback from parents (see 

Beck, Weis, Greisen, Andersen, & Zoffman, 2009), the rooms are double-private family 

rooms where the parents can sleep next to their baby or babies. Although the UMC NICU 

is self-described as “40 beds that consist of three progressive nurseries with cutting-edge 

intensive care technology designed specifically for infants. The NICU at UMC is a level 

IV intensive care unit, the highest level attainable. The NICU also has two Extracorporeal 

Membrane Oxygenation (ECMO) beds, which are used for heart/lung bypass for 

neonates.” Based on the UMC description, an emphasis is seen on the biomedical devices 
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and instrumentation (e.g., ECMO). There is a rooming in space, as I noted in chapter 6; 

however, it is for parents and other legal caregivers to stay the night in with their infants 

just prior to discharge, not throughout their babies’ stays in the NICU.  Danish design, 

like user-centered design, places the user as the focus of the design; hence, the value of 

the user is readily apparent and evident. What, then, do the single- (or double-) family 

room design and the open-bay neonatal intensive care unit designs suggest? What does 

openness advocate in each NICU? Feeding directly into openness is timing. Timing, or 

controlling the clock, suggests privileging one schedule over another. For example, in the 

UMC NICU, parents and other legal caregivers are not allowed in the NICU for four out 

of every twenty-four hours while change of shift report is given from one nurse to the 

next. In the Rigshospitalet’s NICU, parents are welcome for twenty-four out of every 

twenty-four hours, and they are provided a hospital bed to sleep next to their baby or 

babies. As I wrote about in chapter six, the hospital clock dictates much of the nurses’ 

actions in the UMC NICU, including when parents and other legal caregivers can visit, as 

well as when the infants eat. What does privileging one schedule over another schedule 

suggest?  

The responses to the previous question regarding privileging and timing can be 

found in each national culture. A phenomenon I experienced repeatedly in Denmark was 

my privacy in public spaces. In Ireland, it is known in pub culture, that if you sit at the 

bar, you are open to conversation; if you sit at a table in the pub, then you want privacy. 

On multiple and numerous occasions in the United States, and specifically in Chicago, I 

have been approached in public spaces. In general, I have found that I do not have 

privacy in public spaces in the U.S. Since I live in the third largest city in the United 
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States, I find myself looking at others to detect intent, as I learned to do in a self-defense 

course I took in October 2013. In Denmark, though, my experience was different. 

Walking down the street, people, unless they are not from a Scandinavian country, do not 

say, “hello” or “hi” to unfamiliar people or strangers. Very often, I wore my sunglasses 

so I could observe if they would make eye contact or look at me; and almost without 

exception, there was no eye contact or any look to me. I concluded that private space 

within public spaces is different in Denmark, unless you need help. Again, almost 

without exception, whenever I pulled out a map or looked to a map on my cell phone 

(and generally looked confused), a Dane would approach me, and in English, ask if I 

needed help.  Could it be that openness and privacy in Danish culture exists because there 

is more societal trust? Could it be Danish societal trust allows for more openness in 

healthcare?  

It is likely that the answer is “yes.” Since there is more societal trust in Danish 

culture (and homogeneity), then Danish culture’s influence on biomedicine in 

Copenhagen’s Rigshospitalet’s Neonatalklinikken is one of openness, designed for the 

user—the babies and their families in the NICU. Although I will discuss this further in an 

upcoming section, the process for gaining access to research in the Danish NICU from 

the Danish Data Protection Agency (DPA) took, approximately, two weeks, once I 

submitted the correct paperwork to the appropriate person. The process to receive human 

participant research approval from my institution and the HSC took, approximately, four 

months. In Denmark, I met with my contacts, then received written support before 

receiving an e-mail exemption from the DPA (Appendix B). For the Texas HSC IRB, the 

process was more complicated and more intricate. The human participant research 
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protections directly reflect inherent cultural and societal trust in both Denmark and Texas 

and their respective NICUs.  

Clearly, culture does affect what, when, and where information is communicated, 

especially biomedical and biometric information. My dissertation study’s final research 

question, how does culture affect what, when, and where information is communicated, is 

addressed in the preceding paragraphs and discussion. The content of the communicative 

exchanges I observed did not vary in any noteworthy or significant way from the Danish 

to the Texas NICU.  These communicative exchanges primarily centered on the direct 

care of the baby, including feedings, diaper changing, sleeping, and procedures. Also, I 

heard social conversations that did not directly reflect the care of the babies in both 

NICUs.  For example, parents, other legal caregivers, and nurses discussed weekend 

plans or television shows. Additionally, usually, information was shared and 

communicated in the vicinity of the infants.  Although there were telephone 

conversations I observed and heard between a nurse and an unidentified parent or other 

legal caregiver on the other end of the phone, most of the communication occurred near 

the infants.   

The “when” part of this research question is directly reflected in the openness and 

timing differences: When is information communicated in each respective NICU? Since 

the Rigshospitalet’s NICU is open, information is shared and communicated throughout 

the twenty-four hour day. Since parents and other legal caregivers are not allowed in the 

UMC NICU during certain hours, communication is spread out over a twenty-hour clock, 

not that care ceases during those four hours; however, face-to-face conversations between 
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nurses and parents and other legal caregivers does stop, unless it is over the phone. But, 

how is “when” a question concerning the national culture of each country? Simply put, 

since there is more societal and cultural trust in Denmark, there are fewer lawsuits and 

ensuing litigation than in the United States. And since the national Danish government, as 

discussed in chapter 4, provides healthcare for all its citizens, payments and bills for 

biomedical and heath care services are different than in the U.S. The hospital clock’s role 

in the Texas NICU staves off potential litigation, but how?  

In order to determine how the hospital clock works as anti-litigious, the content of 

the change of shift reports should be shared to place within context of HIPAA. HIPAA, 

or the Health Insurance Portability and Accountability Act of 1996, was enacted to 

protect the privacy rights of individually identifiable health information, as well as 

personal information (Health information privacy, n.d.).  According to Texas Tech 

University Health Sciences Center’s “HIPAA Privacy and Security Quick Tips,” health 

information, electronic and physical, as well as personal information, is protected (2014, 

p. 1). Since the change of shift report may include information about the patient and the 

patient’s family and familial situation, the information is HIPAA-protected. Registered 

nurses in the UMC NICU work either twelve hour days or twelve hour night shifts. The 

day shift starts at seven in the morning, and it ends at seven in the evening; the night shift 

starts at seven in the evening and ends at seven in the morning. From the hours of six to 

eight in both the morning and the evening, parents and other legal caregivers (and 

approved visitors) are not allowed to be present. It is during this time that change of shift 

report occurs. During change of shift report, as mentioned above, nurses may discuss not 

only diagnosis, treatment, and care, but also prognosis. Prognosis may include the 
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likelihood of survival for the infant, and this kind of information is sensitive and HIPAA-

protected. Other kinds of information could be the ages of the parents; the involvement of 

the parents; and the results of testing and screening, both blood and genetic.  

It is during change of shift that sensitive and private personal and health 

information is shared from nurse to nurse and shift to shift. Change of shift report, too, is 

essential to inform the incoming shift nurse about the biomedical data needed to provide 

care for the infant. And since, as Kate the nurse pointed out, “we don’t primary,” it means 

that nurses are less likely to be familiar with the infant they care for than a nurse who 

would provide primary care for the infant.  If patient privacy, including health and 

personal privacy, is a concern and enforceable by the HIPAA Privacy Rules and fines, 

then why does the design of the NICU in Texas not reflect that privacy? Basically, would 

not single- or double-private family room NICU design provide the privacy that HIPAA 

requires in a more obviously designed way? What does the open-bay design of the UMC 

NICU privilege? It is here I suggest the design of the UMC NICU, as well as the hospital 

clock, and the actions in this NICU are designed with the purpose to both protect the 

health and personal privacies of patients, as well as prevent litigation.   

The next question, which is outside the scope of this study, would be to address 

what happens when two primary purposes are used to influence design in healthcare: Can 

serving the patient and protecting against litigation both be incorporated into healthcare 

design in the United States? An interesting and valuable question, indeed; however, now, 

I will move from a discussion and implications of the data and findings from my 

dissertation study to a discussion of the methodology and method used in this study.  
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Treating Healthcare Communication and Environments as Intercultural Spaces 

Answering Condit’s (2013) call for healthcare and medical communication 

researchers to conduct more international research in order to reach multiple audiences 

for our scholarship can be a potentially beneficial one for all involved in health care. 

Before attempting to conduct international healthcare of medical communication 

research, though, an ethical and thorough researcher would do well to recognize the 

culture within the culture: biomedical culture within a national culture.  Not to be 

mistaken, I am suggesting approaching all healthcare communication research as 

intercultural or cross-cultural communication situations.  By recognizing the differences 

in actions, customs, language, and expectations in healthcare, healthcare researchers can 

aim to understand the communication they observe, as well as situate the research within 

its respective spaces.  Whereas research in technical communication has reflected the 

obvious benefits of using effective intercultural and cross-cultural theoretical 

frameworks, as reviewed in chapter 2 (e.g. , Dragga, 1999; Dragga & Voss, 2001; Voss 

& Flammia, 2006), like Russian nesting dolls (matryoshka), there are layers to explore 

within national cultures, as well as healthcare culture.   

Technical communication literature has shown the effects of recognizing the 

importance of different cultural backgrounds of patients and their families (e.g., Ding & 

Savage, 2013; Maylath et al., 2013; and Ulrey & Amason, 2001). What healthcare and 

medical communication have taken for granted (and perhaps assumed) is that biomedical 

culture is constant and perhaps static. When, in fact, biomedical culture is different and 

differently deployed culture to culture, too.  If we accept this assumption about the 

dynamic and layered nature of biomedical culture, then we must use equally dynamic 
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methodologies and methods to study biomedical culture.  Previously, Barton (2011) 

contended:  

We have much to offer medicine with our sophisticated theoretical frameworks 

and variety of methodological approaches, and medicine has much to offer us 

with its richly complicated context and its standards for research.  Through 

disciplined interdisciplinarity research, then, we may be able to move toward 

making valued and validated contributions to a wide variety of fields. (p. 328).  

I agree with Barton. One of the methodologies we contribute is situated in the workplace, 

Contextual Inquiry (CI). Although I do not suggest CI as the golden ring of TC 

methodologies to use in healthcare communication research, it does use the tried and true 

data collection methods of observation and interview with more respect to the sensitive 

and protected healthcare spaces healthcare communication researchers study. It is not, 

nor was it, easy to gain access to NICUs in Denmark, Sweden, or the United States. 

There are logistical issues to take into account, like VISA requirements in foreign 

countries and funding to live abroad, when we heed calls to international research. And 

while ethnography embeds the field researcher, in some cases, like in NICUs, it may not 

be possible for a slew of reasons to stay and research in such a sensitive space for the one 

year that ethnography requires.  CI, on the other hand, still uses observation and 

interview as the primary data collection methods, along with textual artifacts.  

The textual artifacts I found helpful were not just produced by the immediate 

workplace, but those documents that were produced about that workplace or the people it 

serves, like the Danish Statistical Yearbook or information from the CIA World 

Factbook. Using publicly available documents, reports, and records, too, provide context 

to further and more accurately situate a workplace or culture. Learning about other 
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cultures is an ongoing and dynamic process. In the next section, I discuss how to learn 

about other cultures, and it is now I recommend tailoring our research to the particular 

biomedical, healthcare, or hospital environment. And it is here that I recommend 

Ratcliffe’s rhetorical listening as a method to learn about a culture before engaging in 

research at a particular site within that culture.  

Learning about Other Cultures and Rhetorical Listening  

I have found Ratcliffe’s rhetorical listening increasingly beneficial in the field and 

in unfamiliar environments. Ratcliffe portrays rhetorical listening as a code of cross 

cultural conduct, which it is. However, rhetorical listening is a method and a mindset: it is 

part and parcel of researcher attempts to learn about other cultures in the dynamic spaces 

where they exist.  By listening, once in a different culture, the researcher can explore 

cultural logics or cultural assumptions and ways of knowing, as I demonstrated in chapter 

5 with Sweden. When I think about the pedagogical implications of teaching rhetorical 

listening to a room of graduate students training to begin field research or workplace 

research, I think of Burke (1941) and the Burkean parlor. Using Burke’s famous 

metaphorical and rhetorical parlor to begin:  

Imagine that you enter a parlor. You come late. When you arrive, others have 

long preceded you, and they are engaged in a heated discussion, a discussion too 

heated for them to pause and tell you exactly what it is about. In fact, the 

discussion had already begun long before any of them got there, so that no one 

present is qualified to retrace for you all the steps that had gone before. You listen 

for a while, until you decide that you have caught the tenor of the argument; then 

you put in your oar. Someone answers; you answer him; another comes to your 

defense; another aligns himself against you, to either the embarrassment or 

gratification of your opponent, depending upon the quality of your ally's 

assistance. However, the discussion is interminable. The hour grows late, you 

must depart. And you do depart, with the discussion still vigorously in progress. 

(p. 110-11) 
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The Burkean parlor is an unending conversation; it is one we can never know the 

exact depth and breadth. Culture can be approached similarly. Ratcliffe argued rhetorical 

listening can contribute to identification, which she thinks precedes persuasion. There are 

all kinds of adages about blending in to a culture. For example, “When in Rome, do as 

the Romans do.” In order to do as the Romans do, though, one must determine what it is 

that the Romans do. One dynamic method to determine this is rhetorical listening.   

For example, I mentioned in chapter 2, the sibling rivalry I observed between the 

Danes and the Swedes. To review, the sibling rivalry made me aware that I should not 

praise the Swedish neonatal medicine casually in front of members of the Danish NICU. 

In fact, as I wrote earlier, I determined this after I initially visited the Rigshospitalet 

NICU in August 2013.  When I spoke about the lower and better ranking of Lund 

University’s NICU’s premature mortality and morbidity rates (in Sweden) in front of two 

Danish nurses, I listened to what was not being said—silence. This silence indicated to 

me that perhaps praise of LU’s NICU was unnecessary (and maybe even mildly 

insulting).  The anecdote highlights the effect of rhetorical listening as a method to learn 

about another culture. In this case, the other culture is layered: it is both biomedical and 

national.  

Over the roughly eight months I stayed in Copenhagen, I discovered other 

practices by rhetorically listening. In any culture, food is a necessity, and although food 

may look different in different cultures, food can be bought (or traded) in every culture. 

The scenes of these next two anecdotes are grocery stores: Netto and Irma. Netto and 

Irma are grocery stores, and on the block where I lived in Copenhagen, there was one of 

each on opposite sides of the street. Since eating is a necessity, I frequented each store at 
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least weekly. On several instances, I observed a particular check out practice: putting out 

the check-out divider for the person behind you. Sometimes, I remember to place the 

check-out divider between my items and the next person’s items on the grocery store 

conveyer belt in the U.S., but most times, I do not. It is standard practice, though, in 

Denmark (and Sweden), in my experience. Sporadically remembering to put out the 

check-out divider plagued me in Denmark at first. What I noticed, though, when I did not 

put out the check-out divider was that the cashier spoke to me in English, usually asking 

me if I wanted my receipt. When I did put out the check-out divider, the cashier spoke to 

me in Danish. I watched others’ behavior and practices, and then I listened to how my 

behavior and practices were met, aurally.  Although with little consequence, I was able to 

determine appropriate grocery store check-out behavior. I started putting the check-out 

divider between my grocery items and the next person’s items. In turn, the cashier asked 

me if I wanted my receipt, but this time, he asked me in Danish. This was my experience 

at both Netto and Irma grocery stores.  

It’s not just aurally that one can rhetorically listen, either. In chapter 2, I discussed 

the role of public records, documents, and reports to learn about a culture. As an entry 

point to learn about any culture, whether it is a national culture or a particular workplace, 

a researcher can look to the superficial, yet informative demographic data. Usually, 

government and non-government entities make their reports public, and these reports, 

records, and documents can be easily accessed via the Internet. Making arguments with 

documents, or recapturing or re-presenting a person, or in the case of my dissertation’s 

study, a culture, is not novel in technical communication or feminist rhetorical studies; 

however, as a deployment of rhetorical listening, it is new. It is one way to rhetorically 
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listen to a culture with the aim to uncover cultural assumptions and attitudes.  In the case 

of praising the Swedish neonatal outcomes in front of Danish nurses, rhetorical listening 

helped me to situate the silence: the Swedes have better mortality and morbidity rates 

associated with prematurity (learned via WHO and March of Dimes public 

documentation), which my mention of may have aggravated, especially in light of the 

sibling rivalry between the Danes and the Swedes (learned by rhetorically listening in the 

field). Rhetorical listening and accessing public documentation can be used 

complementarily to learn about a culture.  

Public documentation can be used as an entry point to any culture. To delve 

deeper, Ratcliffe’s enthymemes or rhetorical syllogisms can be used to reveal cultural 

logics or ways of reasoning held by a culture. Mostly for logistic reasons, I was unable to 

replicate my study in Sweden. However, I was able to use a text-based or textual analysis 

of a Swedish cultural logic. Identifying a definition, then tracing the definition to see how 

it is used throughout a culture in attitudes and actions, one can determine a cultural logic 

or way of reasoning. As a text-based method to rhetorically listen combined with 

accessing public documentation, determining a cultural logic or assumption can help a 

researcher learn how, for example, demographic data or policies are used in a culture to 

learn about that culture’s way of reasoning.  

Rhetorical listening includes complementary practices: accessing public 

documentation and determining cultural logics. Although Ratcliffe’s rhetorical listening 

has been touted as a pedagogical tool, I have shown how it can be incorporated into field 

research by accessing public documentation and determining cultural logics. Rhetorical 

listening, in the process, has been adapted as the dynamic research tool it is to come out 
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of my research study process, as I noted in the beginning of this section, as a further 

refined method to learn about other cultures, which will have impact for both 

undergraduate students learning about international and cross-cultural approaches to 

technical communication as a means to learn about these different national and workplace 

cultures. Additionally, graduate students engaged in field research or research that 

crosses cultural borders can use rhetorical listening, public documentation, and rhetorical 

syllogisms to learn about other cultures in order to create the technical documentation 

needed to serve those culture’s communication needs, regardless of the workplace’s 

location.  Additionally, graduate students and researchers alike can use rhetorical 

listening as a method and means to articulate and recognize informed consent from the 

participants we engage in our studies.  

The Role of Microwithdrawal in Informed Consent and Ethical Research Practice 

Informed consent is a constantly negotiated process, and it should be viewed as 

such. Once information about a research study is shared and an informed consent is 

signed, a researcher should continually be aware of microwithdrawals of consent during 

the research process—informed consent on paper is not the same as informed consent in 

practice. In chapter 2, I discussed the methodological assumptions that influenced my 

research study. As a rhetorical scholar and medical rhetorician, without ethical research, 

my research harms those it intends to study, which are egregious violations of the 

principles of the Belmont Report: respecting persons, doing no harm, and acting justly.  

And sometimes, the human participant research boards that approve or reject our research 

reflect the litigiousness of our society more than advocate for the human “subjects” they 

aim to protect.  
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Before I gained approval from the TTU Institutional Research Board (IRB), I had 

to gain approval to conduct my field study from the Danish Data Protection Agency 

(DPA). I was granted exempt status and required not to collect sensitive and private 

information (e.g., union status) from participants. In total, it took two weeks to garner this 

approval. And once in the field, I was on my own. I felt trusted to conduct this research, 

while at the same time, I trusted that I would uphold the principles of the Belmont 

Report, although there was literally no one checking up on me (as I was in another 

country). On the other hand, gaining research approval for the UMC NICU was different 

and not nearly as straightforward. To acquire the approvals to research in Copenhagen, I 

gained permissions from the Danish government (Appendix B) and the TTU IRB 

(Appendix A); to acquire approvals to research in Lubbock, I gained permissions from 

the HSC IRB (Appendix C), which, as I previously explained, was cumbersome. I found 

myself frustrated with the process, as I was unsure of the IRB’s goal. As I wrote 

previously, in the U.S., there is also a litigious layer to encumber the researcher and 

supposedly to protect the participant. I suggest it is both in mostly equal parts, but mostly, 

to protect the institutions where the IRBs are housed.  

IRBs can only do so much to protect participants, researchers, and institutions. 

During the drafting process of the IRB proposal, I found myself answering questions 

about how many participants I would observe and interview, which was problematic: if 

participants (or “subjects”) are only included if they consent after being informed about 

the study, then how could I possibly know in advance how many participants I would 

observe and interview? I could only provide the IRB with a range of the number of 

participants. The dynamic, sensitive, and private NICU environment and space, if I 
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followed only the protocols and approvals by the TTU HSC IRB, would include gaining 

consent, but not actively looking for microwithdrawals of consent. Rhetorical listening 

helped me to recognize, in both Texas and Denmark, when I perceived microwithdrawals 

of consent.  And it is different for different kinds of research, too, but important to note as 

we engage in different kinds of research, whether in the field or even online.  

When participants withdraw consent to participate in an online survey or paper 

questionnaire, they might just close the screen or throw away the survey—the participant 

is in control of this, as there typically is not a researcher next to them when it happens, 

but in the field, it’s different. In practice in the field, listening rhetorically to ensure 

informed, full, and consistent consent is offered by the participant. My research agenda 

cannot be ethically promoted without an adherence to my participants’ involvement.  In 

order to ensure we have informed consent from our participants, we must rhetorically 

listen to their consistent engagement and consent in the research process.  

During observations at the UMC, I was increasingly curious about the consent 

process, as it seemed to obviously and fittingly reflect the litigiousness of biomedical 

healthcare in the U.S. And since the consent process presents those who have legally 

been identified to speak for a person and the biomedical interventions and treatments that 

physicians have decided, it seemed as though informed consent was an illusion, which 

suggested the authority of biomedicine and those who use it. A question arose, then, is 

informed consent actually informed and is it consent? Of course my experience 

researching using rhetorical listening and considering the inherent nature of consent and 

informed consent are starting blocks to build further arguments about agency and 

informed consent, which are currently outside the scope of this dissertation’s study.  
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The WHO’s Call 

Inside the scope of this dissertation’s study, though, is a more concise and clear 

response to the research problem articulated as a call in chapter 1. In the Introduction, I 

situated my dissertation study within the United Nation and World Health Organization’s 

call for more research to reduce worldwide deaths and illnesses associated with being 

born too early or premature and position my dissertation as a response to that call for 

more research—healthcare communication research. I have been intentionally careful not 

to draw unfair, misleading, and potentially false comparisons across cultures and research 

sites. However, I have isolated one common denominator across both research sites: 

biomedical monitoring of biometric data. My study contributes to the UN and WHO’s 

call. Essentially, the communication I observed occurred consistently between 

biomedicine’s biometric alarming monitors, parents, other legal caregivers, and nurses.   

I suggest the WHO and UN look to ways to use biometric monitoring to support 

efforts to care for these NICU babies. It is clear biometric monitoring is a consistent and 

constant form of communication—a technologically mediated one—that translates the 

baby’s condition to nurses, parents, and other legal caregivers. In what other ways could 

biometric monitoring be used?  There might be alternative ways to integrate biometric 

monitoring to enhance healthcare communication, specifically in NICUs or even other 

intensive care units in hospital settings. Recognizing the role these biometric monitors 

have in the care of these infants might be a way to approach interventional design for 

better mortality and morbidity rates for these babies who are born too soon, everywhere.  
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Limitations 

There are obvious limitations to my study: one, the small sample size and 

participants; two, the absence of a third (and fourth) research site to replicate my study; 

and three, the limitations of video records of gestures. It would have been ideal to have 

included more participants in both of the NICUs; I have plans to return for more data 

collection in May 2015 to the UMC NICU; and I may have the opportunity to replicate 

my study in Gothenburg, Sweden in 2015, too. Regardless, I recognize that there are 

limitations regarding the sample, kind, and number of participants in my study, although 

this does not suggest that there is not great value for technical communication, healthcare 

communication, and other connected fields based on my study. In future studies, I hope 

to include more research sites, and I also aim to include more participants.  

The sample, kind, and number of participants is a limitation that needs further 

teasing out. The sample was and will, more than likely, be relegated to those participants 

who not only consent, but who also are approved by IRBs. In the negotiation and 

proposal of my dissertation research in Texas, I was under the strictest parameters for the 

kinds of participants I could include. For example, our inclusion/exclusion criteria we 

submitted to HSC IRB stated:  

Inclusion: 

1. Parent or other legal caregiver of a stable infant who is not in any 

immediate danger in the NICU. 

2. Registered nurse taking care of a stable infant who is not at risk of 

destabilizing whose parent(s) or other legal caregiver(s) have consented to 

participate in the research study. 
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3. Participants must be at least 18 years of age. 

4. Participants must be English-speaking. 

Exclusion: 

1. Participant is at least 18 years of age. 

2. Parent or other legal caregiver of an unstable infant who is at risk of 

destabilizing. 

3. Registered nurse who is taking care of an unstable infant who is at risk to 

destabilize whose parent(s) or other legal caregiver(s) has consented to 

participate in the research study. 

4. Participant does not speak English.  

And since the inclusion/exclusion criteria were not articulated or discussed in such a way 

before my contact in the Danish NICU recruited participants, I assumed she did this 

screening ahead of time since the mothers who did consent were able to hold their 

infants. When the infants are in immediate risk of destabilizing, typically they are not 

allowed to be held by the parents or other legal caregivers; in fact, usually physicians 

request minimal handling of these infants.  

There were similarities between the parents, though, like there were three moms 

(two Danish; and one in Texas) who were the mothers of twins. Mostly, though, since I 

did not gather health-related and HIPAA-protected information, I am not able to provide 

more similarities, although I suspect several, or differences. As I noted earlier in this 

chapter, I think it is difficult to directly compare the communicative exchanges between 

the nurses, parents, and other legal caregivers. For example, two moms in Denmark had 

been the parents of babies admitted in the NICU for more than a month, and, 
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comparatively, the mom and dad I observed and interviewed in Texas had only been in 

the NICU for three days.  

Furthermore, and hand in hand with the previous limitation, a limitation of my 

study includes demographic information and health-related information about the 

participants. I did not seek approval from the Danish Data Protection Agency or the HSC 

IRB to collect information about the parents, the babies, and other kinds of information, 

like diagnosis and prognosis, which could potentially reveal the identities of participants. 

For example, I was not allowed to collect information about health-related matters about 

the participants in Copenhagen. I interpreted this to mean of the parents and babies even 

though the babies could not consent or participate.  Similarly, since I did not explicitly 

request demographic and HIPPA-protected information (in some cases) I did not report 

such information in this dissertation study from the Texas research site.   

To further explore the third major limitation of this study, I would like to reiterate 

the absence of a third (and fourth) research site and explain some of the more anecdotal 

differences between the Danish and Texas sites. Overtly, now, I will connect the 

limitation to the more subtle argument I have laid the foundation for in chapters 4 and 6. 

During my initial visit to the Danish NICU in August 2013, I was curious about 

unwanted pregnancies and the role of child protective services in the Neonatalklinikken. 

My contact told me that there were not really unwanted pregnancies that resulted in 

neonatal ward admissions because there is universal access to contraception and abortion 

in Denmark. I do not mean to suggest there are not unwanted pregnancies, nor did my 

contact, but there are few. A contributing factor may be the de-stigmatization, general 
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acceptance, and legality of abortion in Denmark. Consequently, as I explained in chapter 

6, Texas is in a crisis regarding access to abortion. Nurses in the Texas NICU revealed to 

me that there are more teen and unwanted pregnancies than they are comfortable with in 

the UMC NICU. Anecdotally, there are more unwanted and teen pregnancies, as well as 

child protective services involvement, in the UMC NICU than the Danish 

Neonatalklinikken.  

Since there are fewer unwanted pregnancies in the Danish Neonatalklinikken, 

then, it is unfair to compare the Danish and Texas NICUs, although, they are both level-

IV nurseries, providing similar intensive care services. Accessibility to contraception, 

abortion, and healthcare in general is more attainable for women (and men) in Denmark 

than in Texas. Hence, even though this is a limitation, which I readily acknowledge, there 

is not a way to remedy this limitation.  

The third major limitation of this study is the absence of video records of the 

gestures. I found this the most problematic in Copenhagen. When I would ask about a 

particular gesture a nurse or mom made during my observations at the interview, more 

often than not, it could not be recalled even when situated with context and details 

surrounding it. Video records would be beneficial, but highly unlikely to gain human 

research protection approval. Although audio recording and records are usually approved, 

the hospital environment, especially in acute care units, tends to be too sensitive and 

private to allow video recordings. I repeatedly noted the importance of gestures, but since 

I was not able to triangulate what I saw with the participants I interviewed, video 
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recording my observations to show the participants during interview may help resolve 

this limitation.  

Of course, further research is necessary to substantiate and validate my findings. 

Although based on the transparency afforded by grounded theory analysis, as well as the 

focus provided in the research questions, it is clear how my analysis emerged from the 

data. Still, one detail and limitation still requires further clarification.  Each of the moms I 

interviewed in Copenhagen had had their babies in the NICU for extended periods of 

time, which is a nuance worth noting. For example, Alice’s son Arthur had been in the 

NICU for eight months; Marie’s twin sons had been in the NICU for almost two months 

at the time of data collection. Since my research and analysis has uncovered the roles of 

rhetorical eavesdropping and mimesis for these moms learning “the hospital way,” the 

process may have been only identifiable because the moms had been parents of NICU 

babies for longer periods of time. For example, if a baby is only in the NICU for less than 

a week, it may not be possible for parents to learn “the hospital way.”  Consequently, it 

may be possible to apply practices that support parents and other legal caregiver’s 

attempts to learn the hospital way through rhetorical eavesdropping and mimesis 

regardless of how long a baby is a patient in the NICU.  

Of course, there are other limitations to my study. The findings, while interesting, 

at this juncture, are not generalizable, although they may be useful for those who teach 

nursing communication at both the Rigshospitalet’s Neonatalklinikken in Copenhagen 

and the UMC’s NICU in Texas. There is value for these NICUs since the studies reflect 

nursing communication therein. It would, as I have iterated, be most useful for both my 
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study and those who use the results of my study to have a more robust methodology, like 

ethnography, and its findings. As a research methodology, CI is valuable; however, 

ethnography could potentially produce even more interesting findings specific to the 

specific NICU where it is used.  

Future Studies  

As mentioned above, future studies will not only continue to examine rhetorical 

listening as a method to learn about other cultures, but future studies will also aim to 

replicate my methodology and research design at research sites in Sweden, Germany, and 

a return to the Texas UMC NICU. I intend to further examine, perhaps with different 

research questions, the role of the hospital clock in the Texas NICU, along with a 

collaborator from the HSC School of Nursing. Preliminarily, we have discussed studying 

the nurses’ time and monitor fatigue in the NICU. And, we have also discussed working 

together to produce scholarship that reflects the nurses’ time in the NICU and the time on 

IRBs devoted to preventing litigation.  

I have shared my research findings with Janne, my contact at the Rigshospitalet’s 

Neonatalklinikken. A future study may test the findings in a quasi-experiment that 

examines an intervention that teaches nurses to support parents’ efforts to learn “the 

hospital way” by rhetorical eavesdropping and mimesis. Perhaps future studies may also 

examine the biometric monitor and other efforts (like noise-reducing foam in incubators) 

to decrease mortality and morbidity rates of babies born premature. The role of gestures 

in this research would be integral, too. Future research along these lines may be 
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collaborative, although I do not currently have plans to pursue this line of research; 

regardless, it would be fruitful, no doubt.  

Additionally, other healthcare communication researchers and scholars might 

explore and validate these findings by asking similar research questions while replicating 

my research methodology in other neonatal wards, especially regarding the role of 

technology and the biometric monitors. Furthermore, future studies might report on the 

efficacy of using rhetorical listening and public documentation to reveal cultural logics 

and assumptions before entering into these acute care hospital settings. Most helpfully, 

potentially, though would be future testing of my findings in the Danish 

Neonatalklinikken to support parent learning. I have shared my study with my two 

contacts in Copenhagen with this hope in mind. Furthermore, further studies may aim to 

explore other areas of communication in the Texas NICU. Then, test those findings in 

other NICUs or use them as foundational for nursing-led research in NICUs.
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Appendix D 

Rigshospitalet’s NICU Theoretical Memos 

Theoretical Memo #1: “Speak Hospital”; Involvement; and “The Hospital’s Child”  

Research Site A: University of Copenhagen’s Rigshospitalet’s Neonatalklinikken 

Date of Observation and Interview: Monday, February 24, 2014 

Charmaz’s (2006) methods of memo-writing are worth noting here, as I begin to 

analyze my data:  

Prerequisite: Study your emerging data! 

Identify what you’re talking about—title your memo as specifically as possible. 

You may sense that the words you choose do not quite capture the meaning. Flag 

them. Think about them. Refine them later. Write now! 

Early memos 

Record what you see happening in the data. Use early memos to explore and fill 

out your qualitative codes. Use them t0 direct and focus further data collection. 

Some basic questions may help: 

 What is going on in the field setting or within the interview accounts? Can 

you turn it into a pithy category? Examples: ‘avoiding disclosure,’ ‘living 

one day at a time,’ surrendering to illness’ 

 What are the people doing? 

 What is the person saying? 

 What do research participants’ actions and statements take for granted? 

 How do structure and context serve to support, maintain, impede or 

change their actions and statements? 

 What connections can you make? Which ones do you need to check? 

A grounded theory study allows you to look for processes. The following 

questions help to maintain focus on process: 

 What process is at issue here? 

 Under which conditions does this process develop? 

 How do(es) the research participant(s) think, feel, and act while 

involved in this process? 
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 When, why, and how d0es the process change? 

Structure memos to chart observed and predicted relationships in your data and 

between your emerging categories.  

Advanced Memos 

 Trace and categorize data subsumed by your topic 

 Describe how your category emerges and changes 

 Identify the beliefs and assumptions that support it’ 

 Tell what the topic looks and feels like from various vantage points 

 Place it within an argument 

 Make comparisons: 

o Compare different people (such as their beliefs, situations, actions, 

accounts, or experiences) 

o Compare data from the same individuals with themselves at 

different points in time 

o Compare categories in the data with other categories—example: 

How does ‘”accepting illness’” compare with ‘reconciling oneself 

to illness?’ Which categories should become major sections? 

Which should be relegated minor status? 

o Compare subcategories with general categories for fit—example: 

Where does ‘”accepting’ illness” go? At what point does it become 

an issue? Where does it fit into the course of illness? 

o Compare sub-categories within a general category—example: 

What is the difference between an ‘identifying moment’ and a 

‘Significant event’? 

o Compare concepts or conceptual categories—example: 

Demonstrate the differences between the ‘self in the past’ and the 

‘self in the present,’ compare experiencing ‘intrusive illness’ with 

‘immersion in illness’ 

o Compare the entire analysis with existing literature or the ruling 

ideas in a field 

o Refine the consequences of your analysis 

Adapted from Kathy Charmaz (1995). ‘Grounded Theory,’ pp. 27-29 in Jonathan 

A. Smith, Rom Harre, & Luk Van Langenhove (eds.), Rethinking Methods in 

Psychology. London: Sage. (pp. 80-81) 
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I just finished reading through my observation field notes and interview transcripts. I was 

incredibly nervous before I met with Janne, and they were incredibly busy in the NICU 

on that day (well, probably most days). I think this is fairly typical.  

Observing turned out to be a fruitful enterprise, and I found out that there are 

certain times that are more lucrative to observe during than others: those would be the 

times immediately preceding the infant’s feeding. During that time, vitals are taken and 

medications are administered, diapers are changed and the baby stirs with the movements 

by the nurse and parent. It’s an experience in a very private and emotional space, not to 

mention a surprisingly quiet one.  

Most of what I’m going to write about now comes from the interview I conducted 

with mom after the observation. This is her first baby, and he was born premature with a 

TE Fistula, which basically means his esophagus doesn’t connect to his stomach. He’s 

been there for eight months, which means that he was a few weeks old when I visited the 

NICU in August 2013. This kind of blows my mind because I have done so much since 

that time; and this mom, Alice is the pseudonym I have chosen for her, has not spent one 

night at home since he was born. She sleeps in a bed right next to her son. 

She was incredibly insightful, and she had a lot to say about learning about the 

various problems and issues associated with her son and premature infants in general. 

What I want to focus on, though, are some broader strokes, maybe returning to the details 

later. Here are those broad strokes; “Speak Hospital”; Involvement; and “The 

Hospital’s Child.” 

To start, Alice mentioned that she now “speak[s] hospital,” meaning she 

understands what some of the medical terminology actually mean. She was also very 
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much so involved in the care of her child because, I think, she “speaks hospital,” meaning 

that she can ask nursing- and medical-terminologically-laden questions, which may 

increase her credibility, thus allowing her more agency and advantage to care for her 

child. These advantages include appropriating some of the typical care a nurse would 

perform, like suctioning her child, while the nurse is both in and out of the nursery. This 

makes her son her child again, not, as she referred to in the interview, ‘the hospital’s 

child.”  

I think this is significant, especially in light of responsibility and ability to act as a 

parent, a mother. This mom, then, was involved quite a bit in the care of her child. She 

said, during her interview with me, that she knows the nursing team that works with her 

son quite well; it’s basically the same seven people all the time. This allows her to 

develop rapport with these nurses, while at the same time, she is able to usurp the label of 

“the hospital’s child” for her son.  

So, how does she do this? I think she is able to do this because she speaks 

biomedical—she speaks hospital, as she has pointed out. And there are student nurses, 

too. I think this may be one of the advantages of being in a university hospital, too, for 

parents. Alice remarked that there have been several student nurses while her and her son 

(pseudonym, Arthur) have been in the Neonatalklinikken (NICU) in Copenhagen. I had 

the opportunity to ask about this. I’ll quote that in a minute. Before I get there, though, I 

want to work out some other thoughts about the role of the nursing student.  

The nursing student’s existence in the room allows basic, yet advanced 

information about the neonate’s condition to be spoken about, as well as questions and 

answers about neonatal nursing to emerge. Since the teacher-student relationship in a 
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clinical relationship like this one (nurse-student nurse) is present, it makes asking and 

answering questions and integral part of the conversation. When the parents, or mom in 

this case, are present, it means that mom and dad (and whomever else is present) is privy 

to this information. Could this be why, I would guess, the health outcomes for babies in 

teaching hospitals may be slightly better or profoundly better?  

Here’s the exchange I wrote about above:  

KB: Have you been listening to a little bit of instruction with the student nurse here 

today? 

Alice: Yes.  

KB: Does it sound familiar to you because you know some of it? 

Alice: I have seen a few of the student nurses been through eh in uh in with Arthur, 

and I always think to myself that I could be a nurse when I’m done; I know all of 

that. 

KB: What were they talking about today? 

Alice: Uh, very basic things how you can look on the child to see the color of his skin 

[. . . ] de-saturating and I know on Arthur it’s different on baby to baby, but I can see 

on him what the blue number on the screen will say; I can look at him, and sometime 

there will be a delay, and the screen won’t come as fast, and I can see it, so I um 
reacting faster than the screen is. 

KB: And if he’s de-saturating or something, you can see it. 

Alice: Yes. Yes, if he’s de-saturating, I can see it in his skin in his skin tone in his 

arms and lips and ears, actually, so.  

KB: So, that’s what was being . . .  

Alice: Yeah, so what do you think his color is like now? If you compare it to earlier, 

what happened, and she was like, yeah, he’s like more color, and I’m like he’s more 
red; he’s more red. 

KB: So, you knew the right answer. 
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Alice: Yeah, I know the right answer. He’s very what do you call it it’s very clear, 

it’s very easy to spot on him. The color changes is pale of nature eh so the color 
changes is very easy to spot on him. 

KB: And so, when probably not a particular date, but when did you start to feel 

comfortable, you know, grabbing the suction, or doing anything like that, when you 

could answer those questions, I guess, when the student nurses were here? 

This exchange shows how, at the very least, mom is able to validate what she 

knows about a medical event: the desaturation of her child. I think the role and presence 

of the student nurse was a unique one, and I think it may be worth revisiting in the future; 

however, that’s what I have now. And my RQs are discussed in the table below). 

Table A. 1 Potential answers to research questions. 

How is information communicated to 

those who are legally responsible for 

these neonates, like parents, grandparents, 

social workers, and/or foster parents, in 

NICUs (biological parents may not be the 

only individuals who are legally 

responsible for a neonate)? Who 
communicates this information? What 

information is communicated? And when 

is this information communicated?  

Nurses primarily, in this observation/interview, 

communicated information.  

 

How does the use of medical terminology 

affect communicative exchanges and 

interventions at each at the three research 

sites? 

As I noted in the text of this memo, mom “speak[s] 

hospital” in her own words, so she has appropriated 

medical terminology with the incentive to be more involved 

in her son’s care while he is “the hospital’s child.”  

What kinds of questions do caregivers 

ask? What kinds of information do 

caregivers seek? Who do caregivers seek 

answers from? Where and when do 

caregivers seek information? How do 

caregivers perceive the answers they 

receive?  

She asked questions to clarify in this observation, anyway. 

She seeks answers to her questions from the nurses. See 

transcript.  

What role do gestures and non-verbal 

communication play in these 

communicative exchanges and 

interventions? How do these gestures 

complement or supplement verbal and/or 

written communication? How do 
caregivers respond to gestures?  

As I note below, I think gestures or gestural articulation 

accompany the transference of more complex medical 

information to show emphasis on non-social discourse in 

the neonate’s room.  

How do these three NICU case studies 

compare and contrast? How is 

information communicated? Who 

No data, yet.  



Texas Tech University, Kristin Bivens, May 2015 

11 

communicates the information? What 

information is communicated? When is 

information communicated? And where is 

information communicated?  

How do similar communicative 
exchanges and interventions, including 

gestures, compare and contrast across the 

three research sites?  

 

No data, yet.  

How does the national culture of each site 

influence communicative exchanges and 

interventions within each culture? What 
role does culture play in communication 

in these NICUs? How does culture affect 

what, when, and where information is 

communicated at these three NICU sites? 

I have read about Denmark as a low-contact country. I am 

debating seeking about gesture-specific information about 

Danish communication, but I imagine it will include low-
key gestures, too. What I noticed was that when I guessed 

medical information was being passed along or given, 

gestural articulation was at its highest. Of course, this 

would be easier to note with video, but that’s not part of my 

data collection methods right now.  

 

I also recorded in my field notes “co-care,” which seemed 

to typify the care the infant Arthur received. It was not only 

at the hands of his nurse, but also at the hands of his 

mother. Co-care may be a goal. I will have to read through 

the textual documents Ragnhild provided me to more fully 

determine this. I received them last summer, but since 

textual analysis as a triangulation point isn’t until almost 

the end of my methodology, I think I might wait, but I also 

may ask Amy to proceed with textual analysis, especially 

since I have finished collecting data at this research site, for 

now.  

Going forward, I’m wondering if I need to look into the role of gestures in Danish 

culture, but while I’m sitting here, in the café, writing this theoretical memo, I’m noticing 

minimal gestures. Even if you were dropped here, and you couldn’t hear the spoken 

language, you would never think you were in Italy or another country where gestural 

articulation is more pronounced.  

I’m also aware of being mindful of the special observation I was privy to for a 

few reasons. One, mom has been there for 8 months; and two, there was a student nurse 

present, which may not be the case all the time.  

Do we more markedly articulate our gestures when the information is more 

complex, like the medical information from today? So, what’s the implication then when 
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the nurse or doctor has something in their hands and is giving important care instructions 

or other information? What role do these gestures play? Also, I noted that the nurse’s 

voice lowered, audibly, at a few points: was this because she was providing sensitive 

information, and it demanded a different tone? I couldn’t interview the nurse; she was too 

busy, which I understood. Mom agreed to be contacted in the future for follow-up, via e-

mail, if necessary.  
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Theoretical Memo #2: Strategic Acquisition of Neonatal Biomedical Terminology  

Research Site A: University of Copenhagen’s Rigshospitalet’s Neonatalklinikken 

Date of Observation and Interview: Thursday, February 27, 2014 

For this observation and interview pair, I was able to observe for about two 

hours, and I was able to conduct an interview with the nurse, as well as with the mom 

of the twins. Mom had been in the unit for two months; however, the nurse she was 

with that day, taking care of her twin boys, she had never met before. I conducted the 

interview with the nurse during her 10.00 coffee break; I conducted the interview with 

the mom right after lunch. She was very forthcoming with information and some of the 

ideas she talked about echoed the interview with the mom from earlier in the week.  

This mom, too, recognized the importance of not diving too deep into 

information on the Internet, and she spoke repeatedly about asking questions, 

especially, if not primarily, and directing those questions toward the nurse. This mom 

also, and this was verified by the nurse during her interview, understands medical 

terminology or “speak[s] hospital,” as put forth during the interview on Monday. So, it 

seems as though learning the language of neonatal medicine is advantageous or a 

requirement? I wonder. Is it easier for these Danish moms to learn biomedical language 

and terminology because they are, at least, bilingual? When I’ve reviewed literature on 

health literacy, they claim literacy and education actually do not impact health literacy. 

I need to re-visit this literature. 

But, before I go to the literature, I think I should address the most salient points 

or what the data have revealed from this observation-interview pair from my second 

site visit here in Copenhagen.  
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Learning medical terminology is strategic. Not only can the parents, in both 

cases thus far, though, the moms, understand more about their babies’ conditions 

within the medical or hospital culture they are in (using the native language), they can 

also understand conversations about their children when the physicians are involved. 

From my field notes, I wrote:  

Mom glances to talking in hallway (very observant and appear sensitive to all 

conversations heard in her vicinity); 

Mom glances and hears man’s voice in the hallway (neonatologist talking to 

resident?) 

I think there are motives for parents, in this case moms, to learn biomedical 

language. There is motivation, and there is a strategic element involved, too. The motive 

and strategy involved here is important and perhaps significant, but I am unsure why, just 

yet. Why is it significant that these moms have learned, after two and eight-month time 

periods, respectively, to learn the language of neonatal biomedicine? Does this speak to 

their involvement in the care of their babies?  

Maybe it’s just enough for the parents to feel like they are more involved and part 

of the conversation. Thus far, both moms have said I can contact them, via e-mail, for 

follow-up. I’m wondering, now, how I can phrase a question in order to ask if learning 

neonatal biomedical terminology made they feel more involved, perhaps alleviating 

feelings of their children being the “hospital’s child,” which came up again in the 

interview, during this second field visit, with the mom. Mom commented:  
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It didn’t feel like I was a mother for them, but I get the feeling of being a mother 

doing all the things I can do, and James, he’s stoma is perfectly now, but a week 

ago he got stools in the stoma, and I take them out and wash and put them back in 

the on the kind of . . . 

This has popped up again. Moms feel like, at least during these two observations, 

that their children are not their own. The first mom I interviewed, Alice, remarked that 

her son was the “hospital’s child.” Now, Marie-the mom I interviewed from the second 

observation—has commended that “it didn’t feel like I was a mother for them . . . .” I 

think there is something to agency here, which I remember finding in the stock document 

rhetorical analysis for Amy’s medical rhetoric course in the spring 2011 semester.  

If you know you are going to participate and be asked to perform, even in a new 

culture, you pay attention when you know something is expected of you. When you are 

disenfranchised or lack the ability to act, i.e. no agency, then perhaps you get stuck in that 

mindset that the child is the hospital’s and you are there to [merely] sit by while others 

care for your child.  

I can think of an example. It has to do with incentive. While being and living here 

in Denmark, the incentive has been very, very low for me to learn Danish. For one, it’s 

unlike any other language I have ever heard (some have characterized it alongside 

Chinese as being one of the hardest languages in the world to learn). Most speak English, 

and most will speak English with me, even when I have tried Danish (not too often and 

often not successfully), so where’s the incentive to learn a new language?  
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Table A. 2 Potential answers to research questions. 

How is information communicated to 

those who are legally responsible for 

these neonates, like parents, grandparents, 

social workers, and/or foster parents, in 

NICUs (biological parents may not be the 

only individuals who are legally 
responsible for a neonate)? Who 

communicates this information? What 

information is communicated? And when 

is this information communicated?  

Mostly it’s the nurses on the team communicating 

information. Some information is from the Internet; 

however, both moms spoke about asking nurses if they had 

questions, even after the neonatologists visited. Both moms 

referenced the elementary and introductory nature of the 

pamphlets. All information about care is communicated via 
verbal language.  

How does the use of medical terminology 

affect communicative exchanges and 

interventions at each at the three research 
sites? 

No data, yet to compare all three sites. 

What kinds of questions do caregivers 

ask? What kinds of information do 

caregivers seek? Who do caregivers seek 

answers from? Where and when do 

caregivers seek information? How do 
caregivers perceive the answers they 

receive?  

These caregivers receive information, primarily, from their 

baby’s nurse, at least during these last two observations. 

These moms have asked for help when they needed to care 

for their infants, as well as noted that if they have a 

question or are confused, they just ask the nurse again.   
 

What role do gestures and non-verbal 

communication play in these 

communicative exchanges and 

interventions? How do these gestures 

complement or supplement verbal and/or 
written communication? How do 

caregivers respond to gestures?  

Once again, I think the gestures are more pronounced 

and articulated when there is neonatal biomedical 

information being presented or explained. I think they 

are a way to show emphasis or to point, which in 

linguistics is deictic, according to that diss I found and 
McNeill. I wonder what the connection is with 

epideictic.  Hmmm. 

How do these three NICU case studies 

compare and contrast? How is 

information communicated? Who 

communicates the information? What 

information is communicated? When is 
information communicated? And where is 

information communicated?  

No data, yet. 

How do similar communicative 

exchanges and interventions, including 

gestures, compare and contrast across the 

three research sites?  

No data, yet. 

How does the national culture of each site 

influence communicative exchanges and 

interventions within each culture? What 

role does culture play in communication 

in these NICUs? How does culture affect 

what, when, and where information is 

communicated at these three NICU sites? 

I think, once again, the co-care and other elements that I am 

having difficult describing right now about Danish culture 

are translating into an hospital environment in this NICU 

where the mothers are supported by the expert nurses while 

they provide care for their premature infants. What is the 

word? How can I provide an example that highlights this? I 

am not sure, yet. Does location matter? I think so, but this 
is based on my informal observations in the SJH NICU 

over almost seven years. I will have to return to this. 
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I think there may be a direct parallel here. The moms want to be more involved in 

their babies’ care, and they are encouraged and supported to do so. So, they learn the 

neonatal biomedical terminology (whatever that means, for now), and they pay attention 

to when it’s used so they can be more involved in the care of their infants. Logically, I 

think this makes sense, especially in light of incentive and strategy.  

So, could that be it?  

Is there anything that confounds this idea or challenges it? I don’t know, but I am 

thinking about health literacy, once again, and literacy. Is there a process? Both of these 

moms have been in the NICU or Neonatalklinikken for extended periods of time (and 

maybe I should get data on this, but from where?) Is there something to this NICU having 

teams of nurses that they work with? The same ones? Something about rapport, ethos, 

and consistency, perhaps?  
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Theoretical Memo #3: Reaffirmation of the Sensitive and Private NICU Space 

Research Site A: University of Copenhagen’s Rigshospitalet’s Neonatalklinikken 

Date of Observation and Interview: Monday, March 3, 2014 

Oh, boy—this observation and interview attempt was a complete and total bust. 

What I have surmised is that one twin weighed in at 1 kg, and the other one didn’t’, then 

it looked like after the neonatologist did her examination that mom was then able to do 

skin to skin contact with one of the twins. Two nurses supported and helped mom as they 

took on of the twin boys out of the incubator and mom lied down on her bed in the room 

to do skin to skin contact.  

I completely understood, and the mom said I could continue to observe; however, 

she wasn’t interested in being interviewed, which is normal, I think. This speaks to the 

changing environment in the NICU. I felt like an intruder in the room when she, for about 

twenty minutes, lied down with one of her twins on her chest. I watched the nurses 

support her in and speak quietly to mom while she did skin to skin contact with her 

infant.  

I left shortly after the nurses exited the room. So, maybe this observation wasn’t a 

total wash? I’m not sure where to land on this one, yet, but there’s got to be something 

useful in the observation. I didn’t see the point in interviewing the nurse after this 

happened because I felt awkward being in the room during such a time.  

This may have been the first or one of the first times mom had done skin to skin 

contact with the baby. I am not sure, although I could probably find out from the nurses. 

This may be quite telling about Danish culture, though. Once again, I’m trying to find 
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something useful from this observation and no interview. I’m not sure what it is, but the 

memory that is most intrusive during this observation are the two nurses by the mom’s 

side (for almost 40 minutes) while getting her settled in for skin to skin contact with her 

twin boy.  

This seems like it might be useful and useable information about the role of 

nurses, supporting mom, emotionally and physically while they do “mom stuff.” Did I 

witness mom taking charge of the “hospital’s child”? Did I witness mom finding her 

space to be a mom. Of course I didn’t want to intrude, although I felt like I was. This was 

a really overwhelming feeling. And the twins were born on February 9, so they’re not 

even a month old. I wonder.  

There are lots of reasons as to why this was a significant observation. Feeling like 

an intruder in such a private space is not a feeling I liked or will relish as a field 

researcher. Knowing when to go is difficult; knowing when your access has temporarily 

changed, because in Danish culture, I don’t think they would have asked me to leave. 

This makes me a little bit unsure. This is the emotional complexity I have written about 

before. This is the emotional complexity involved in researching in these spaces where 

you don’t know if you’re being rude, but you sure don’t want to be rude at all.  

And I don’t think I have much to add to potential answers to my research 

questions, either. The nurses left. I wonder if that’s a good sign. When the nurses are 

present, then my presence is much more welcome? Maybe that’s what I can learn from 

this.  
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Advanced Theoretical Memo #1 

OPEN CODING + AXIAL CODING = CATEGORIES: (Rhetorical) 

Eavesdropping, Mimesis and Deictic Gestures, and “The Hospital Way”: 

Appropriating Actions, as well as “Speak[ing] Hospital” and Appropriating 

Biomedical Language 

Research Site A: University of Copenhagen’s Rigshospitalet’s Neonatalklinikken 

<A> = first observation/interview (02/24/14);  

<B> = second observation/interview (02/27/14); and 

<C> = third observation/interview (03/03/14). 

Table A. 3 Answers to RQs based on three rounds of data collection at the 

Rigshospitalet’s NICU in Copenhagen. 

RQ.1. 

A. How is 

information 

communicated to 

those who are 

legally 

responsible for 

these neonates, 

like parents, 

grandparents, 

social workers, 

and/or foster 

parents, in 

NICUs?  

 

 

 
 

 

 

 
B. Who  

communicates 

this information?  

 

 

 

A. <A>In front of me, during observation, information was communicated in situ or 

during the action at the baby’s bedside. In Danish, only, during interviews, by nurse 

who was primary care for Arthur, during this observation. There was also a student 

nurse present. Gestures are used to point or add emphasis, but gestures are used. No 

information was communicated, that I saw, in writing, only verbally and co-

expressed with gestures. For the interview, information was reported to be 

communicated verbally, mostly. Mom spoke about multiple instances when she 

asked questions seeking information. <B> From the observation, eye contact seems 

to be plentiful. Posters relay information, too. The posters are on the back of the 

door. Posture and tone look to relay something, too. Once again, information shared 

in context. Nurse asks mom questions, too. When nurses have time, according to the 

interview with the nurse, information is communicated and they talk to parents, but 

during the care and in situ. Carefully, too, with attention to psychological and social 

care of parents.  From interview with mom, she doesn’t stay the night, so she gets 

information from the third shift nurse, too. Mom also read some of the pamphlets. 

Most of the information is from the nurses. Also by sharing the lab results; and by 

parents asking questions. Telephone calls before bed. <C> Verbally and with eye 
contact from the observation (no interviews); the monitors also communicate 

information.  

EMERGENT CODES: EAVESDROPPING AND LAB RESULTS.  

 

B. <A>Nurse communicated information, as observed, almost solely with mom. 

Surgeon was there for a few minutes. Other parents, pamphlets, the Internet, and 

nurses, but seemed nurses provided most of the information, as reported during 

interview. Mom was a member of a new mom group for NICU moms, as well as 

had access to her baby’s charts. <B> Nurses, posters, neonatologist. Hallway 

conversations and eavesdropping. Alert mom overhears a lot. Two way: nurse to 
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C. What  

information is 

communicated?  

 

 

 

 

 

 

 

 

 

 

D. And when is 

this information 

communicated?  
 

 

 

 

 

 

 

 

 

 

 

 

parent; and parent to nurse. Internet communicates information, too. From interview 

with mom, Typical informants: nurses, medical staff, pamphlets, but surprising 

parent to other parents, too. Parents get information from more experienced parents. 

And parents to nursing staff, too. Parents to family and friends inside and outside 

the hospital and unit, too. <C> The nurses and monitors communicate information.  

EMERGENT CODES: INFORMATION FLOW IN NICU.  

 

 
C. <A>Cannot be determined based on observation because of Danish being spoken 

only. Typical information about conditions (apnea and Bradycardia; As and Bs) and 

medication (morphine and withdrawal) and care (gavage feedings and suctioning) 

and diagnosis (TE Fistula), as well as potential problems (NEC and sepsis). Social 

information and teasing, too, reported by mom (Alice). <B> Baby’s care 

information, as far as I can tell from the observation. Information about care and 

biopsychosocial information, too. From interview with mom, generally, it is 

information about the care of the parent’s infant(s), but nurses also ask about 

biopsychosocial information regarding home life, which suggests a utilization of 

family-centered care. <C> Stability of the baby and how the baby is tolerating skin 

to skin contact.  

EMERGENT CODES: BIOPSYCHOSOCIAL 

 

D. <A>During treatment and care with nurses; on the surgeon’s schedule (when the 

surgeon visits); when baby is being fed and changed and not left to sleep, according 

to observation. During interview, information is communicated when questions are 
asked, as well as when situations arise/ in text and situationally-dependent. <B> 

From observation, difficult to tell, but during care of infant and when physician’s 

visit, as well as when overheard. From RN interview, when nurses have time, 

information is communicated. When questions are asked or clarification is needed.  

From interview with mom, at night, over the phone; early in the morning and 

continuously. As needed, information is shared, especially regarding care. After 

lab/test results come in. After doctor informs parents, parents may ask for 

clarification from nurses. When there is confusion. <C> During transition from 

incubator to mom’s chest.  

EMERGENT CODES: NON-STOP, BASICALLY, BUT HIGHEST OCCURRENCE OF COMMUNICATIVE 

EXCHANGES HAPPENS DURING CARE FOR THE INFANT.   

 

RQ.2. 
How does the use 

of medical 

terminology 

affect 
communicative 

exchanges and 

interventions at 

each at the three 

research sites? 

 

 

 

 

 

 

 

 

<A> Based on observation, I noted, mom overhears instruction between nurse and 

nursing student. According to Janne, nurses in NICU normally precept nursing 

student since Rigshospitalet is a teaching hospital. Since mom suctions the baby, 

does that mean she can use biomedical terminology? During interview, mom told 

me how she explains to family and friends biomedical information. Long term stay 
(8 months when I interviewed her. Mom called son, “hospital’s child,” which speaks 

to process and maybe appropriating language so child/baby doesn’t feel like 

“hospital’s child”? He’s not just “a sick object.” Mimesis is important, too. Mimesis 

of biomedical or nursing actions. Talked about ways of acting like a nurse (p. 11). 

Talked about “the hospital way” of doing something or biomedical actions or 

nursing actions; Mom could validate her hospital knowledge when student nurse 

was there. Thinks about medical and “normal terms>” Allows mom to read charts 

and utilize charts as sources of information. She uses “hospital words.”  <B> From 

observation, no useable data. From interview with nurse, nurse reported mom knew 

a lot of and used medical terminology correctly. When nurse and mom looked at 

blood test, nurse reported mom knew some of what the results meant. Mom is 

allowed to care for her babies and nurse said, twice, she was just the nurse of the 

day. From the interview with mom, I found out she uses medical terms in both 
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Danish and English, and did so during the interview. Mom takes babies’ 

temperatures before they eat and even suggests waiting because their blankets were 

off. Nurses and these parents “talk the same language.” At home, these parents use 

the medical terms. Started using normal terms. Now, they have Danish/normal 

literacy and biomedical literacy to code switch to explain to family, friends, and 

other parents up there. If there’s confusion based on what the doctors say, they ask 

the nurse for clarification. <C> No useable data to answer research question, but for 

microwithdrawals of consent and handshaking, culture, and hospitals.  

EMERGENT CODES:  THE “HOSPITAL WAY”: TALKING THE SAME LANGUAGE, SPEAKING 

HOSPITAL, AND HOSPITAL’S CHILD; APPROPRIATING LANGUAGE AND MIMESIS  

 

 

RQ.3. 
A. What kinds of 

questions do 

caregivers ask?  

 

 

 

 

B. What kinds of 

information do 

caregivers seek?  

 
 

 

 

C. Where and 

when do 

caregivers seek 

information? 

 

 

D. How do 

caregivers 

perceive the 

answers they 

receive?  

 

 

E. Who do 

caregivers seek 

answers from?  

 

 

 

 

 

A. <A> No useable data from observations, although I was able to use observed 

gestures to ask about content of exchanges between nurses and moms. Mostly, mom 

asked questions about her baby’s care, like morphine and morphine withdrawal, as 

well as asked about medical terminology: sepsis.  <B> Once again, no real useable 

data from observation; however, from interview with nurse, Laura, determined most 

questions have to do with the care of infants. <C> No useful data from observation.  

 

 
B. <A> The information is both basic or introductory and specific or situationally-

dependent (particular). What is sepsis and how does this impact my child, e.g. <B> 

Mom asked questions about babies’ care. And asked for clarification after meeting 

with physicians from nurses. Mom also discussed temperature of one baby with 
Laura to ensure it was taken at the optimal time. <C> No useful data from 

observation. 

  
C. <A> When conditions change, like Arthur’s morphine withdrawal, or if a term is 

not known or understood.  <B> Information is sought when new terms are 

introduced or need clarification. Pertinent and situational information.  <C> No 

useful data from observation. 

 

 
D. <A> Overall, mom seemed to be satisfied with the answers and flow of 

information based on her experience in the Neonatalklinikken. <B> Mom perceived 

information she had received from nurses favorably. <C> No useful data from 

observation. 

 

 

 
E. <A> Mostly, Alice sought information from the nurses; however, she also had a 

mom’s/parent’s support FB group because her other support group had “normal” 

babies and it just wasn’t the same.  <B> Mom seeks information and clarification 

from nurses, primarily.<C> 

EMERGENT CODES:  MIMESIS; SITUATIONALLY-DEPENDENT (RHETORICAL) 

 

 

 

 

RQ.4. 
A. What role do 

gestures and non-

verbal 

 

A. <A> Mimesis or mimetic actions mirror each other—the gestures may indicate 

understanding and reception when learning something new. And also speech and 

gestures as co-expressive (McNeill).  <B> <C> No useful data from observation or 

interviews. 
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communication 

play in these 

communicative 

exchanges and 

interventions?  

 

 

 

 
 

 

 

B. How do these 

gestures 

complement or 

supplement 

verbal and/or 

written 

communicate on?  

 

 

C. How do 

caregivers 

respond to 
gestures?  

 

 

 

 

Eye contact was evident in all observations; I did not ask about eye contact during 

the interviews, but there was eye contact at several points that I observed. Gestures, 

too, were present, but not being a sociolinguist, it’s difficult to ascertain what the 

gestures indicated, beyond deictic gestures that point to something in particular. I 

think the gestures and eye contact are part of the delivery of the information and 

accompany verbal communication. Mimesis plays a role, too, since several gestures 

were observed and were mirrored by the moms. In light of trying to do things “the 

hospital way” it seems significant that mirroring gestures are present during 
exchanges.  

 

 
B. <A> <B> <C> No useful data from observations or interviews.  

 
Mostly, the gestures complement and are co-expressed with language. Gestures, 

when deictic, may highlight or clarify verbal communication. I do not think gestures 

supplement verbal communication unless it needs to be silent, which I observed 

attempts to maintain quietness, but not silence.  

 

 

 
C. <A> <B> <C> No useful data from observation or interviews. 

 
Caregivers mirrored the gestures some time, which may be something further to 
explore regarding mimesis.  

EMERGENT CODES: MIMESIS; DEICTIC GESTURES; EYE CONTACT; 

DELIVERY 

 

RQ.5. 
A. How do these 

three NICU case 

studies compare 

and contrast?  

 

 

B. How is 

information 

communicated?  

 

 

C. Who 

communicates 

the information?  

 

 

D. What 

information is 

communicated?  

 

 

E. When is 

information 

communicated?  

After all data collection.   

A. <A> <B> <C> 

 

 

 

 

 
B. <A> <B> <C> 

 

 

 

  
C. <A> <B> <C> 

 

 

 

 

 
D. <A> <B> <C> 

 

 

E. <A> <B> <C> 
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F. And where is 

information 

communicated?  

 
F. <A> <B> <C> 

 

 

 

RQ.6. 
How do similar 
communicative 

exchanges and 

interventions, 

including 

gestures, 

compare and 

contrast across 

the three research 

sites? 

 

 

 

 

After all data collection.   
<A> <B> <C> 

 

 

 

 

 

 

 

 

 

 

 

RQ.7. 
A. How does the 

national culture 

of each site 

influence 
communicative 

exchanges and 

interventions 

within each 

culture?  

 

 

B. What role 

does culture play 

in 

communication 

in these NICUs?  

 

C. How does 

culture affect 

what, when, and 
where 

information is 

communicated at 

these three NICU 

sites? 

 

After all data collection.  
A. <A> <B> <C> It was interesting to consider shaking or not shaking hands in the 

hospital. Usually, when you meet a Dane, you immediately shake hands; however, I 

was unsure if I should do this since I may expose nurses and parents to my germs, 
and they would have to wash their hands again.  

 

 

 

 

 

 
B. <A> <B> <C>  

 

 

 

 

 

  
C. <A> <B> <C>  

 
 

 
 

Methodology 

Using my research questions as a guide, I went through my field notes and 

interview transcripts line-by-line, looking for answers. I used colored highlighters to open 

code information from my field notes and interview transcripts where I thought answers 
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to my questions emerged, as well as wrote synthesizing notes in the margins of some of 

these pages. For research question #1-4, I reported the answers to my research question. 

It was at this time that I noted the taxonomy or hierarchy of my research 

questions, as you can see in Table 1. I logically divided my research questions into three 

categories: primary, secondary, and tertiary. The primary research questions asked my 

field notes and interview transcripts to report and answer (grounded theory’s open 

coding); the secondary research questions asked my field notes and interview transcripts 

and me to apply through synthesizing (moving from grounded theory’s open coding into 

axial coding); and the tertiary research questions asked my field notes and interview 

transcripts to theorize based on my reporting and synthesizing/applying.  

What this helped me do was see how I would use my data in making a bigger, 

more logical argument, thus using grounded theory correctly. After I completed open 

coding I articulated what I had figured out, as represented in Table 1 (below). For my 

analysis in my dissertation, I will be able to use the emergent codes and themes in the 

Denmark chapter, since this round of analysis focused on the Rigshospitalet research site 

in Copenhagen. I will be able to replicate this process for the UMC in Lubbock, too.  

In advanced memos, according to Charmaz, researcher should:  

 Trace and categorize data subsumed by your topic 

 Describe how your category emerges and changes 

 Identify the beliefs and assumptions that support it 

 Tell what the topic looks and feels like from various vantage points 

 Place it within an argument 

 Make comparisons:  

o Compare different people (such as their beliefs, situations, actions, 

accounts, or experiences) 
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o Compare data from the same individuals with themselves at different 

points in time  

o Compare categories in the data with other categories for fit—example: 

How does “accepting illness” compare with “reconciling oneself to 

illness?” Which categories should become major sections? Which should 

be relegated to minor status? 

o Compare subcategories with general categories for fit—example: Where 

does “accepting illness” go? At what point does it become an issue? 

Where does it fit into the course of an illness?  

o Compare sub-categories within a general category—example: What is the 

difference between an “identifying moment” and a “significant event”?  

o Compare concepts or conceptual categories—example: Demonstrate the 

differences between the “self in the past” and the “self in the present,” 

compare experiencing “intrusive illness” with “immersion in illness.”  

o Compare the entire analysis with existing literature or the ruling ideas in 

the a field 

o Refine the consequences of your analysis.  

Table A. 4 Taxonomy or Hierarchy of Research Questions 

Research Questions Hierarchy : Taxonomy 

RQs #1-4 (and sub questions) 

RQ #1: How is information communicated to those who are legally responsible for 

these neonates, like parents, grandparents, social workers, and/or foster parents, in 

NICUs (biological parents may not be the only individuals who are legally 

responsible for a neonate)? Who communicates this information? What information 

is communicated? And when is this information communicated?  

RQ #2: How does the use of medical terminology affect communicative exchanges 

and interventions at each at the three research sites? 

RQ #3: What kinds of questions do caregivers ask? What kinds of information do 

caregivers seek? Who do caregivers seek answers from? Where and when do 

caregivers seek information? How do caregivers perceive the answers they receive?  

RQ #4: What role do gestures and non-verbal communication play in these 

communicative exchanges and interventions? How do these gestures complement 

or supplement verbal and/or written communication? How do caregivers respond to 

gestures? 

Primary: Reporting 

(analysis) 

Advanced Theoretical Memo #1 
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RQs #5-6 (and sub questions) 

RQ #5: How do these three NICU case studies compare and contrast? How is 

information communicated? Who communicates the information? What 

information is communicated? When is information communicated? And where is 

information communicated?  

RQ #6: How do similar communicative exchanges and interventions, including 

gestures, compare and contrast across the three research sites?  

Secondary: Applying 

(discussion) 

Chapter 4: Denmark 

RQ #7  

RQ #7: How does the national culture of each site influence communicative 

exchanges and interventions within each culture? What role does culture play in 

communication in these NICUs? How does culture affect what, when, and where 

information is communicated at these three NICU sites? 

 

Tertiary: Theorizing 

(discussion) 

Chapter 7: All Site Discussion 

Open coding was tedious, yet extremely useful. It was interesting that the overlap 

between the answers in my analysis spoke to some of the same codes, which I didn’t 

anticipate at all. After open coding and answering research questions #1-4, I was able to 

compare data via axial coding for the following categories (Table 2):  

Table A. 5 Axial coding for eavesdropping, mimesis, “the hospital way,” and gestures. 

Category Description Examples 

(Rhetorical) 

Eavesdropping 

Rhetorical eavesdropping is a rhetorical 

tactic (Ratcliffe). There are differences 

“between accidental overhearing and 

purposeful eavesdropping.”  

 

<I think the process of appropriating 

biomedical language and terminology to 

learn “the hospital way,” so the child is not 

the “hospital’s child” begins with rhetorical 

eavesdropping, at least based on my 

observations>.  

 

There are many times when information is 

communicated a researcher familiar with the 

literature would expect: from nurse, 

verbally, to parent, via informational 

pamphlets, and even via the Internet. 

However, it was surprising to see how 

seemingly intently the moms I observed 

listened to conversations they were not 

directly involved in. It seems as though the 

moms I observed were attentive to all 

conversations happening in their vicinities, 

including those at the desk outside their 

When I was interviewing Alice, she stopped the 

interview because she overheard the surgeon 

speaking to the nurse in her son’s room.  

 

Alice also, when asked during her post-observation 

interview, remarked that she knew the answer to the 

question her son’s nurse had asked the student 

nurse, although she did not speak.  It was clear 

mom was privy to this conversation even though 

she was not involved in it.  

 

Alice also has access to her son’s charts, which is a 

kind of eavesdropping. And so does Laura for her 

twin sons. It seemed as though it were common 

practice to make the babies’ charts available for the 

parents to read. At least for these moms, it seemed 

normal and commonplace. *Follow-up question for 

Janne: is this behavior normal?* 

 

Marie looks at the lab results when they come in for 

her twins. When the lab results came in for Marie’s 

twins, Laura went to the computer, and she looked 

at the results with mom. Once again, this seemed 

common, and when I asked Laurie about it, she said 
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babies’ rooms. I was surprised by this 

because, since eavesdropping, can be a 

subversive act, one would not expect the 

eavesdropper to admit to it. So, does that 

mean that the information, then, is not 

directly referred to by the mom? How is 

information gained via eavesdropping used?  

 

Eavesdropping: access to information, 

spoken or written, and the eavesdropper is 

not the audience? Using this definition 

could mean that Alice, then, is 

eavesdropping when she reads her son’s 

charts because she is not the audience for 

her son’s chart.  

 

And this can be extended to include the lab 

results, too. Since the information and the 

levels are number ranges, which are not 

common knowledge, the results can only be 

interpreted by someone with expertise in 

doing so. By eaves dropping, Marie, is able 

to understand what the levels mean when 

the laboratory blood results come in.  

 

[Note: I think I might need to pull back a 

little here, regarding rhetorical 

eavesdropping, as the goal of grounded 

theory is not to validate existing theory, 

Ratcliffe in this case). I may need to make a 

few more passes at the field notes and 

interview transcripts; what I might add to, 

though, is how moms are rhetorically 

eavesdropping on lab results and vital stats 

monitors, not to mention hallway 

conversations.] 

that mom, Marie, appeared to be knowledgeable 

about what the levels meant. Mom talked about 

this, too.  

 

During observation, I noted, “Mom [Marie] glances 

to talking in hallway (very observant and appears 

sensitive to all conversations heard in her vicinity” 

and “Mom glances to hallway when she hears a 

man’s voice; Mom looks at me then back at left 

baby, looking for what she needs to do next to care 

for her children.” Mom appeared aware of those 

partaking in conversations in the immediate 

vicinity.  

 

The nurse, Laura, recognized that Marie would read 

her babies’ charts, and Laura remarked, “she saw I 

will go outside [the room], and I will read about the 

kids, and then you can tell me what you think is 

most necessary thing I should know about, and I 

told my kind of version of them. This indicated to 

me, especially since Laura usually isn’t with Marie 

and her babies, that parents reading babies’ charts is 

a normal occurrence, as well as commonplace 

practice.  

Mimesis  

and 

“The Hospital Way” 

 

 

Mimesis (mimicking or closely 

imitating/imitatio).  

 

Alice’s son, Arthur, had been in the NICU 

for 8 months at the time of my observation. 

Alice spoke quite eloquently about “the 

hospital way.” One of the reasons these 

moms have been so observant is because 

they learn “the hospital way.” 

 

“The hospital way” doesn’t just include 

what Alice called “speak hospital,” which I 

would call learning and using medical 

terminology and language, but it also 

includes “the hospital way” of doing things , 

i.e. the way the nurses change the diapers, 

feed the babies, take the babies’ 

temperatures, change their CPAP caps, and 

suction their babies. This is mimesis or 

mirroring the actions of others, and these 

gestures help demonstrate knowledge of 

“the hospital way.”  

 

It could be that mimesis and appropriating 

medical terminology is the first part of the 

process to make the “hospital’s child” 

(Alice) one’s own. It also may help parents, 

or moms specifically, make the rhetorical 

and physical move from “other agency” to 

“self-agency” (Young et al. 2010). 

According to Young et al 

 

During all observations, gestures were mimicked by 

both the nurses and the moms. For example, 

mirrored body language with hands folded across 

laps.  

 

When diapers had been changed, babies had been 

fed, and incremental care complete (including 

administration of meds), I observed moms with 

their hands in their babies’ beds, and nurses would 

also place their hands in their babies’ beds.  

 

Alice, during our interview, remarked: 

 

Alice: I think after a few months, it 

just picked up, and they kind of let me 

do the suctions because they knew I 

could, they knew I’d seen it so many 

times now that I could do, and then 

there’s no no parents are not 

allowed only nurses, but they’re like 

you can do it. We know you can do it, 

no problem. And so it just make it 

clear agreement with each nurse, is it 

okay if I do the suction sometimes, or 

is it okay that I turn up and down the 

oxygen and stuff like that. Because 

sometime there will come a new nurse 

that doesn’t think that’s okay, most of 

them that knows me is like very 

comfortable with letting me do some 

of the nurse stuff, and um,  
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This discourse, which we call a 

rhetoric of agency, focuses on 

“self-agency,” the claiming of 

agency for one’s self, rather than 

“other agency,” the assigning of 

agency to some other source, be 

it another person, institution, or 

higher power. (p. 630).  

 

The method these moms (who have been in 

the NICU for atypical or extended periods 

of time, i.e. 2 months and 8 months, 

respectively) in order to move from an 

“other” agentic identity to self-agency is 

mimesis. 

 

Mimesis, though is not just accomplished in 

gesture or “speak[ing] hospital”; it is 

accomplished via action, which is 

distinguished from gesture because gestures 

are co-expressed (McNeil) with spoken 

language.  

 

I think there is something to identifying the 

process, too. While mirroring or doing in 

learning is not a revolutionary idea (or even 

a new one). What may be here is this: 

disentangling how these parents learn to 

care for their premature infants in order to 

support them in their care.  

 

[Note: I am struggling what the implication 

of these ideas are exactly, but I really do 

think there is a process here, and it’s not just 

about identification; it’s about acquiring and 

acclimating to a new environment, but I still 

wonder how Baake’s rat’s ass question 

would be answered right now. I’m just not 

sure. Why is this important? How does 

these ideas help us understand how parents 

communicate in NICUs with nurses?] 

KB: And you tell them? 

Alice: Yea, I tell them I want to, is it 

okay with you? And I do it one time 

when you where you stare and you 

can see that I can. And it’s no 

problem. And it gives you, gives me, 

self-esteem in taking care of him, also 

with the note that I am going home 

someday and when I can spot on him 

that he needs oxygen without a 

machine there to support me, I will be 

okay being outside. 

 

And also, in our interview, Alice stated:  

 

KB: . . .  Um, so do you find it typical 

in a day that you’re learning 

something new about your son from 

the nurses? 

Alice: Uhhh. Not every day. No, not 

anymore. At the start, definitely. And 

I would pick up in the way that they 

lifted his legs or the way that they 

wiped his skin and the way they 

would all the the little things they 

would and then sometimes one 

nurse would do it another way and 

another way and it would get 

confused, and but eh not anymore. 

Now I know how these things are to be 

done with him with his care with all 

his primary care [] all the medicine 

they take care of; all the baby things, 

I’ve learned to do in the hospital 

way; I know where all the sheets are; I 

know where the weight is, what kind 

of soap you can use and where you can 

get it; I know where the diapers are. 

 

On multiple instances, mom and/or nurse would 

point to the monitor (with vital statistics, including 

heart rate and respiration) and the nurse and/or 

mom would also point to the monitor. <These are 

also deictic gestures.> 

 

 

Deictic Gestures 

A deictic gesture, according to Efron, refers 

“’by means of a sign to a visually present 

object (actual pointing).’” This is the 

familiar pointing gesture.” 

 

Could it be that deictic gestures focus the 

conversation? Could it be it is the easiest 

use of mimesis?  

 

[Note: Here, I’m not sure where to go. I 

need to think more about deictic gestures 

(and read more, too), but I’m not sure how 

this will go or whether it will be fruitful or 

not; if I am at a standstill with any of the 

emergent themes, it would have to be this 

one; maybe it’s because it’s so simple? It 

seems as though it may be an element of the 

process, but maybe not worthy of further 

exploration?] 

I noted this above, and I’m not sure how significant 

it is, just yet.  
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Appendix E 

TTU HSC’s NICU Theoretical Memos 

Theoretical Memo #1: Consents and Witnesses  

Research Site B: Texas Tech University’s UMC NICU 

Date of Observation and Interview: Wednesday, November 4, 2014 

Charmaz’s (2006) methods of memo-writing are worth noting here, again, as I 

begin to analyze my data:  

Prerequisite: Study your emerging data! 

Identify what you’re talking about—title your memo as specifically as possible. 

You may sense that the words you choose do not quite capture the meaning. Flag 

them. Think about them. Refine them later. Write now! 

Early memos 

Record what you see happening in the data. Use early memos to explore and fill 

out your qualitative codes. Use them t0 direct and focus further data collection. 

Some basic questions may help: 

 What is going on in the field setting or within the interview accounts? Can 

you turn it into a pithy category? Examples: ‘avoiding disclosure,’ ‘living 

one day at a time,’ surrendering to illness’ 

 What are the people doing? 

 What is the person saying? 

 What do research participants’ actions and statements take for granted? 

 How do structure and context serve to support, maintain, impede or 

change their actions and statements? 

 What connections can you make? Which ones do you need to check? 

A grounded theory study allows you to look for processes. The following 

questions help to maintain focus on process: 

 What process is at issue here? 

 Under which conditions does this process develop? 

 How do(es) the research participant(s) think, feel, and act while 

involved in this process? 
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 When, why, and how d0es the process change? 

Structure memos to chart observed and predicted relationships in your data and 

between your emerging categories.  

Advanced Memos 

 Trace and categorize data subsumed by your topic 

 Describe how your category emerges and changes 

 Identify the beliefs and assumptions that support it’ 

 Tell what the topic looks and feels like from various vantage points 

 Place it within an argument 

 Make comparisons: 

 

o Compare different people (such as their beliefs, situations, actions, 

accounts, or experiences) 

o Compare data from the same individuals with themselves at 

different points in time 

o Compare categories in the data with other categories—example: 

How does ‘”accepting illness’” compare with ‘reconciling oneself 

to illness?’ Which categories should become major sections? 

Which should be relegated minor status? 

o Compare subcategories with general categories for fit—example: 

Where does ‘”accepting’ illness” go? At what point does it become 

an issue? Where does it fit into the course of illness? 

o Compare sub-categories within a general category—example: 

What is the difference between an ‘identifying moment’ and a 

‘Significant event’? 

o Compare concepts or conceptual categories—example: 

Demonstrate the differences between the ‘self in the past’ and the 

‘self in the present,’ compare experiencing ‘intrusive illness’ with 

‘immersion in illness’ 

o Compare the entire analysis with existing literature or the ruling 

ideas in a field 

o Refine the consequences of your analysis 

Adapted from Kathy Charmaz (1995). ‘Grounded Theory,’ pp. 27-29 in Jonathan 

A. Smith, Rom Harre, & Luk Van Langenhove (eds.), Rethinking Methods in 

Psychology. London: Sage. (pp. 80-81) 



Texas Tech University, Kristin Bivens, May 2015 

32 

It’s definitely not my first rodeo, and it’s apt that it’s in Texas that I write that. In 

the chapter I have on Texas so far, I have written that it appears to be a different country. 

It’s so big and diverse and so much more. But here’s what I want to focus on in this 

memo: consents and witnesses.  

Since the approach in theoretical memo writing includes constantly comparing 

data, I think it will be necessary to oscillate between the overall impression of the 

Neonatalklinikken in Copenhagen, then move back to the NICU in Texas. I’ll start with 

witnessing and go into consents, which I see related to witnesses to stave off potential 

litigation. I question, though, if informed consent is possible when there’s not only a 

definite lack of literacy, but also health literacy.  

Yesterday, it was striking how many times nurses were asked, “Can you 

witness?”  

Within the roughly three hours I observed, nurses had to witness the distribution 

of controlled meds for each other. I learned it used to be all meds, but since imperfections 

and mistakes are not met with apologies, but with litigation, people want documentation. 

The documentation, I would suspect, that is only ever used when there is a mistake and 

litigation. No one wants to harm by making a mistake, but now all the witnessing and 

documentation begets it, maybe? 

What role does the nursing documentation actually play in care (at least 

officially?) The nurse’s notes aren’t even part of the medical record? But isn’t the care of 

the patient the most important? How much time do nurses spend charting to stave off 

potential litigation in lieu of actual care? This is not a criticism of nurses; it is a criticism 



Texas Tech University, Kristin Bivens, May 2015 

33 

of nursing. And it is specific to the NICU I observed at in Texas; however, based on 

previous conversations with physicians, malpractice insurance rates are incredibly high, 

especially in the state of Illinois. I’m wondering how tort law connects to medical 

malpractice litigation; and I’m also wondering about how states vary. I know residents 

operate under their attending’s medical licensure; however, do nurses, too?  

The mom and dad I saw consent to have their little baby girl have a PICC line 

inserted responded that their baby was 33 weeks old when I asked how old their baby 

was. The baby was born two days ago, not 33 weeks ago. The baby’s gestational age was 

33 weeks at birth. How soon are parents learning the hospital talk/language/speak? Or, as 

one participant in Denmark said, “the hospital way” or learning to “speak hospital”? The 

interview offered more, too, when I asked about the PICC consent.  These are the same 

parents I interviewed after. Also, they seemed to overwhelmed in their interview; and 

understandably eager to hold their baby girl who they had yet to hold.  

KB: So you guys have been waiting a lot today it seems. It seems that when I 

was watching or observing I saw that Cassie came over, right, and she asked 

your permission to put the line in; in your child, um, can you tell me a little bit 
about what she was telling you? 

Mom: she was explaining that the line is better than the IV because the IV is 

having to be changed every two days. 

Dad: Two days. 

Mom: Which is that’s hard to be poking the baby, you know, every two days, 

and, versus the line, you know, it’s more of a permanent thing and it can be in 

for a month or two months which is better for the baby. 

Dad: you don’t have to be poking. 

KB: Mmmhmm. I couldn’t hear anything everything, that’s why I am asking, I  

could only hear little bits. So, how did she explain it to you? I saw she had 

another consent; it’s the day of the consents; she had a consent. 
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Mom: Yes because we have to give consent 

Dad: Uh huh 

Mom . . .for that to be done to her, but she did , she explained the process, she 

let us feel the, how that line feels, and 

KB: Uh hmmm. 

Mom: And we know what it looks like, and she explained the procedure on 

how it would go in and so forth. 

KB: And so she pulled out, um, it was, it’s called a PICC line, is that right, so 

she pulled out the PICC line and you guys were holding it? 

Mom: Yes. 

Dad: Yeah, she let us feel it so we can see how it feels. 

KB: Okay. Was that helpful to understand? 

Mom: Yeah, it’s a better understanding of what, on what, the benefits of it.  

Dad: Uh huh.  

M: The benefits of it. Yeah. Uh huh. 

KB: So do you have other children? 

M: Yes, two, two girls, and I have two girls, and he has a boy. 

D: And I have a boy. Yeah. 

KB: Okay. So, this isn’t your . . .? 

M: No. 

K: Is this your first time in the NICU?  

M: Yes. Yes. It’s our first time with a premature baby. 

K: Yeah. Okay. Um, so she said something called a lumen. I heard, I think it’s 

spelled L-U-M-E-N; she said that it has two lumens on it. Do you know what 
those are? 

M: One is to put in with IV fluids, like, um, like IV; and then the other one is to 

do either drainage or whatever else needs to be done. 
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K: Okay. So, the PICC line has two different functions, and Cassie explained 

that? 

M: Yes. 

K: Okay. And, what kind of . . . do you remember the questions that you guys 

asked? 

D: We didn’t ask questions.  

KB: No. 

M: No, no we didn’t ask much questions because they’re so good at explaining 

the process and stuff. 

I want to point out that the parents didn’t call it a PICC line until I did. I think 

they are learning, and they are eager to take care of their baby, but they are learning “the 

hospital way” and to “speak hospital,” too. I guess I was really surprised that the process 

to learn the language of biomedicine was so soon. Really soon to me.  

So much documentation! And there’s no transparency in it either. Really, there’s 

no transparency. I asked about parents being able to access their baby’s charts, but it’s 

not easy. They have to walk to medical records to make the request. The parents I 

interviewed above, too, were consented by the nurse to participate in my study, then 

consented by me to participate in the study, then they consented to have the PICC line 

inserted into their baby.  

[I just over heard “can I use you to sign off on breast milk?” Said from RN Kate to RN 

Gary. Gary spoke back a few letters and five numbers. Why? More witnessing? ] 

The layout of the NICU is very “open concept,” which reminds me of HGTV 

renter’s and soon-to-be homeowners and rennovationists wish to knock down walls for 



Texas Tech University, Kristin Bivens, May 2015 

36 

clear sight lines, which remind me of NOLA-style shotgun houses. Why? And it’s 

LOUD. The open concept doesn’t give much literal s pace for privacy.  

And why, if openness is the aim, do they clear out the NICU and want parents to 

“schedule” their visits during touch time? Parents aren’t allowed in the NICU from 6:00-

8:00 am or pm. Four hours per day parents are not allowed in the NICU. What holds up 

and what doesn’t hold up? What is suggested in the new parent pack and what isn’t 

suggested in the new parent pack? What is implied? What’s assumed? Why is there a 

separate physician’s room to eat lunch in the UMC cafeteria? Why?  

There’s something about more or less perceived institutional power or perception 

of biomedical power which is reinscribed with documents with capital d’s for Doctor and 

“A” for Administration.   
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Theoretical Memo #2: Open Concept, Privacy and Transparency, Sound and Design 

(Healthcare Architecture) 

Research Site B: Texas Tech University’s UMC NICU 

Date of Observation and Interview: Thursday, November 5, 2014 

To begin this theoretical memo, the second from the UMC, I would like to 

specifically note that the themes of consent and witnessing were ever present during the 

second day of observation and interview. While I think these themes are worth exploring, 

and my field notes speak to this importance, as well as my interview questions, I would 

like to explore ideas regarding design, privacy, and sound.  

Healthcare Architecture, Design, and Open Concepts 

On the first day, I sketched a layout, which Gustav later drew for me, of Pod C in 

the NICU. I couldn’t take photographs because of HIPPA and patient privacy; however, 

the layout, which Pam told me is new because there was an old unit, and the one I was in 

is the new unit, which was louder and had even less privacy.  

While the layout/design of the UMC NICU on the next page is not to scale and 

only a draft, it does show the general layout of each pod. Pod C is comprised of 5 beds 

off a central walkway and two more isolated beds at the end of the central walkway. 

There were three nurse computer stations: one between beds #6 and #7, one between beds 

#24 and #25, and one between beds #27 and #28.  

In an informal interview with Pam, the director of the NICU, she told me that the 

NICU used to be much louder and also not private at all. There are curtains for beds #24-

#28; the breastfeeding moms can close the curtains for privacy; however, I did observe a 
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resident open a curtain to consent a mom for her son’s circumcision. Since the 

physician/resident was not consented, I did not record what he said, but since mom was 

consented, I thought it was fine to listen to what she said and record her comments 

regarding the circumcision consent in my field notes. Most remarkably, though, was the 

complete like a privacy—a curtain is not sound proof.  

I think the second day of observations and the interviews a little bit made me 

think of the design of the NICU. Clearly it was designed with an intention in mind, but 

I’m not sure what that intention is exactly. You would think it would be to serve the 

patients better, keeping in mind that even through my IRB at HSC experience, the patient 

was inferred to be the parents, not the babies. The babies, in fact, are the patients; their 

consent it not possible. When treating the babies, it is also unavoidable to think about the 

parents and families as patients, too. I asked about this in subsequent interviews after the 

second day.  

So, is the intention to have transparency for litigious reasons? I may need to set up 

this argument more, but there are pieces. In my previous NICU experiences, I know that 

RNs may provide primary care for a baby. For example, if a baby is going to be there for 

an extended period of time and/or the RN has developed a particular rapport with a 

family, then the RN with “primary” the baby. During my interview with RN Kate on the 

first day, I asked if she primaried the baby she was taking care of. She immediately and 

unhesitatingly responded that they don’t primary babies there. The mom of the twins I 

interviewed on the second day confirmed this by stating that she doesn’t typically have 

the same nurses, except on the night shift.  
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When I spoke to Pam Lackey on my last day of data collection, she remarked, 

when I asked about the gender make up of RNs in her NICU that there were 97-100 RNs, 

including full-time and PRN, and of that number there were about 6 men, including one 

of the men I interviewed on day 2 and followed-up interviewed on day 3, Gary. I should 

also not that Pam pointed out that their average daily census is about 30 (so far in 2014).  

With about 100 nurses on staff, that’s a lot. It suggests a big unit, as does the 

average daily census of 30. And the nurses are all very visible since the design of the 

NICU, I think, is quite similar to the “open concept” I hear about when I watch tv shows 

on HGTV. In particular, I’m thinking about the design concept in homes where you take 

down walls to open up rooms and spaces for wider, more expansive views and sightlines. 

I think there’s an illusion of privacy. I also think the design of the NICU and the practice 

of not primarying babies is for litigious reasons. I’m not sure where to go with that idea. 

I’m thinking about tort law again, especially in Texas, and I wonder why or if medical 

malpractice isn’t covered. 

What would be the benefit of limiting privacy? When you open a room, what does 

that do to the acoustics? On the third day, I was finally able to interview RN Cassie: the 

nurse who consented mom and dad on day one to insert a PICC line; the same nurse who 

tried to insert the PICC line, then left for transport elsewhere. I don’t think I observed any 

consents when I was in Denmark; I’m not sure, though. Regardless, Cassie, RN, told me 

that the baby she was taking care of would probably have hearing loss/damage because of 

the sounds of the high frequency oscillating ventilator in the room. And, holy mackerel, it 
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was so loud. Transcribing that interview was torturous because it was so loud. Besides 

the HFOV, there was the monitor alarming.  

Does the design contribute to poor acoustics? I think the answer is yes, I think the 

problem can be summed up as one that results as torture. It was tortuous for me to listen 

to those sounds for the roughly three hours it took me to transcribe the interview, but that 

baby has to listen to that noise until he is extubated. Prisoners are tortured by sleep 

deprivation. Are we torturing these babies the same way? I’m not prepared to tackle this 

particular topic right now, but I think the answer is yes. I wonder why RNs aren’t 

required to keep all phones on vibrate. Why?  

 

Figure B. 1 Layout of UMC NICU (draft). 
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Privacy and Transparency and Visiting Hours 

I hit on this above, and I didn’t specifically ask the mom of the twins about this, 

but I think the openness of the layout directly impacts transparency and privacy. For 

example, I interviewed the mom of the twins, on the second day of data collection, in one 

of the twins’ bedsides. With the curtain pulled. I was acutely aware that everything we 

spoke about would or could be heard by anyone in the central hallway. In fact, at the start 

of our interview, I noticed that it was very quiet; and I suspect the nurses were curious as 

to what questions I was asking the mom.  

As the interview went on, I noticed it got louder and louder outside in the central 

hallway. In short, there’s just not much privacy. Much can be overheard. For example, 

when the physician/attending consented the mom for her son’s circumcision. I could hear 

it all, and I wasn’t trying to listen. Eavesdropping just happens. It could just be a 

distraction while you’re waiting for your baby to grow or the next med to give, but I do 

think it’s almost unavoidable. I think that the designers, and Pam, know this is the case 

because there are no visitors allowed during 0600-0800 and 1800-200 when change of 

shift report is given.  

I think the visiting hours are also a direct result of trying to maintain patient 

privacy, as many nurses indicated and so did Pam, but also because it is four hours out of 

twenty-four when focus is on handing off caring instructions for the babies. In short, the 

focus is on the nursing and the babies, not on the nursing, the babies, and the families. 

I’m not quite sure what to make of that.  
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When I asked moms about when they can visit, they responded, oh, we can visit 

whenever we want except during these times and during touch time, which seems to me 

that the nursing change of shift report takes center stage; the babies are also placed on 

feeding schedules that do not interfere with change of shift report; thus, the parents can 

come to feed their babies at this time because their babies are on schedules that do not 

interfere with change of shift report, and they are allowed to be there. I guess the baby is 

not at the center of the caring/feeding structure here. Some babies are allowed to eat ad 

lib or however much they want, but they couldn’t, at least at the hands of their parents if 

it isn’t during touch time. Hmmm. Once again, I’m not quite sure what to make of this.  
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Theoretical Memo #3: Reaffirmation of the Sensitive and Private NICU Space; 

Time, time, time; and Illusions of Consent  

Research Site B: Texas Tech University’s UMC NICU 

Date of Observation and Interview: Friday, November 7, 2014 

I wrote this theoretical memo while I was waiting for my ride from the UMC back 

to the hotel. Quick notations thinking about the overall impression of what I interviewed. 

There was just so much data. So, the plan is to develop some ideas in this theoretical 

memo, then think about focusing and supporting the initial codes in theoretical memo #4 

for this research site; plus, revisiting Charmaz. I glimpsed and there are some salient 

points I need to re-visit with regards to using grounded theory, especially in regards to 

positivistic and interpretive theoretical frameworks. 

Today, I stopped data collection, and there’s so much to think about. I am writing 

this memo after talking with Pam about a few things. She asked me if I viewed any racist 

activity or actions. Now, a few weeks, later, I think I should contextualize her comments 

a little bit more, especially in light of the previous two memos. One, because of the 

research methodology I have chosen, I explained to Pam, that with her approval and 

support, since I have IRB approval for one year, I would like to return in May for more 

data collection. I talked about how contextual inquiry allows for a co-investigation of 

research question from both the participant and researcher. 

To say I was taken off guard by her question is an understatement. I was shocked, 

but after numerous hours collecting data via observations and interviews in the NICU, I 

can say now that I am not surprised: staving off potential litigation is part of her job as 
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the NICU director. I guess it makes sense, now, why she would be curious if any of the 

nurses were acting in a way that could potentially incur litigation. I wonder what events 

and history there is of matters like these in the NICU? I responded that I had observed the 

opposite, although I think I did this out of loyalty to the nurses who were open to my 

questions and welcoming of my presence during observations. 

For example, I told Pam that I had observed an RN, while obtaining consent for a 

PICC line from a mom and a dad of a three day old 33 week baby, easily switch from 

English to Spanish when she saw and heard mom translating from English to Spanish for 

the dad. I told Pam that I thought the nurse, Cassie, seemed especially sensitive to the 

needs of the parents. I said this in a louder voice than usual in the hall. I don’t want to be 

seen as a spy for administration because I am not. I didn’t think that my approach of 

using the methodology to gain participant buy-in would be used in this way, but I think 

it’s a good transition into a few of the topics for this theoretical memo. 

Consent 

Consent was one of the topics I covered, among many others, with that same 

nurse, Cassie. Cassie was the nurse who I observed obtain “informed” consent from the 

mom and the dad in bed #28. Cassie also left on helicopter transport on Wednesday, and I 

wasn’t able to interview her until Friday. When I talked to Cassie about consent, the 

following exchange ensued:  

KB: I really do appreciate you talking to me. 

Cassie: It’s no problem. 
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KB: It’s helpful, especially, I guess I’m curious about the process, especially being in 

the field is something I’m interested in, you know, when you’re out on transport 

because it happens so fast, and like you were saying, you have to get the parents’ 

consent. Has a parent ever said, no, you can’t take my baby when you showed up for 
transport? 

Cassie: No, so the physician has to get something of a memorandum of transfer signed, 

so you don’t even our transfer team doesn’t get activated unless they sign that. 

KB: Can they withdraw consent, at any point? 

Cassie Um, I’m sure they could. I don’t see why they couldn’t, um, I have had one 

because we have to get three or four different kinds of consent, we have to get a HIPPA 

consent signed, stating you know, we can’t give any information but them, we have to 

get a, um, consent for blood; let me just tell you that is not easy to get because I’ve 

gone to get a Jehovah’s witness. 

KB: And they don’t believe in that. 

Cassie So, in that situation, um, the unfortunate part is we have to get the court 

involved and CPS involved. 

KB: Is that Children Protective Services? 

Cassie: Yes, and just a couple of attendings, there has to be two attending physicians 

signing the paperwork stating that.  

*transcript stopped* (25:25-26:07) 

Cassie: It’s sad. It’s it’s really hard to you know, especially going through the blood 

consent, we have to go through the possibility of contracting HIV, Hepatitis antibodies, 
like all those super scary things that you don’t want to hear about.  

KB: Right. 

Cassie: Especially if you have a young family, they . . . hepatitis, that’s all they heard, 

out of your mouth, so I think it gets a little bit more difficult when you’re trying to 

explain to the younger parents, I think you know, as a mom, I would want people to 

like speak to me how you would talk to a fifth grader at least so that way I would 

understand everything so that’s what I try to do get it down to what they’re level will 

be and if they’ve still got that deer in headlight look, then I come down some more, 

sometimes it takes a couple of hours just to get consents from those parents. Um, I’m 

not like, every parent is different; of course you have like the older parents, they were 

excited about this baby, and they’re like, yeah, I’ll do whatever it takes, we’ll do; it’s 

nice to have those to when you’re not having to . . . and if you call them the wrong sex 
on accident; oh, you’ve lost them completely. 
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In the excerpt above (p. 37), it’s clear that consents are important. Cassie noted 

that when she is out on transport call that she has to get a consent signed for transport to 

their NICU, as well as for blood, and HIPPA; there was a fourth consent mentioned, but 

she did not name it; I am sure I could find it on the website or even when following up 

with Cassie, which she agreed to. In light of Pam’s comment regarding racist actions and 

the consent process, can I assume that anti-litigation is the goal?  

In other words, is it about parents and others really giving their informed consent, 

or is it, like in the military, about the covering of your ass (CYA)? I think this is where 

Ratcliffe’s rhetorical listening is helpful to come in to aid with some of the analysis of 

this data. 

Ratcliffe says that we can unveil cultural logics by investigating assumptions. So, 

what am I assuming here? I am assuming that our healthcare system in the U.S. doesn’t 

serve the patient, and I am thinking about why women, for example, lay down to give 

birth instead of letting gravity work, which I think is anti-intuitive. What’s the 

connection, exactly, though? It’s for the convenience of the physician. I have mentioned 

tort law, and since these observations/interviews/data collection were done in Texas, I 

think that the laws would side with the physicians. Cassie mentioned, during the 

interview, that she put her nursing license on the line when she picks up a baby on 

transport and liability.  

Cassie: I was getting . . . how it feels to get a baby . . .  

KB: Right, right. Just the process you have to go through when you’re getting consent.  
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Cassie: You know I never, I guess being so young and stuff, I never thought about all 

the liability we’re putting ourselves into, but really, but the work our license on the line 

just to tell these people, you know, we’re taking your kid back, yes, we’ll be covered 

by the physician, but it’s still not the same, so, ‘cause all the physician has to say is 

they really didn’t talk to me about the decision they made. Because what we usually do 

is we go stabilize the baby, and then we call them with report and say this is what we 

did um we’re are you okay with that? This is what her blood gas is? Can we come 

back? There’s been times that I’ve been there for hours um just trying to get a good 
blood gas and it’s really frustrating. . .  

Time, Time, Time 

It’s clear that the time, time, time RNs spend working as nurses is taken up with 

both the care of the patients, which are technically the babies; however, I think tacitly all 

understand and accept that they’re just not caring for the babies, but they are also treating 

the babies’ families as patients, which is a distinction, I think, that has been overlooked in 

the literature. In Denmark, in the Neonatalklinikken, Janne’s research focused on family-

centered care. It holds up, even based on the design of the Neonatalklinikken at the 

Rigshospitalet; however, I am seeing something different (see theoretical memo #2).  

The design of the NICU reminds me of the panopticon a bit. Why? I’m not sure if 

that point needs to be taken up or not, so we’re going to go back to consent and 

witnessing and time. “Can you witness me?” was a question I heard repeated, especially 

while in Pod C next to the controlled medication locked cart.  

Witnessing 

What does one do with 10 ml of morphine or fentanyl? Gary, RN, made the 

statement that 1 ml difference for the baby in the NICU will make a difference. How are 

hospitals insured? Is it like having ADT and if you have your meds locked up, while 
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placing an unnecessary burden on the nurses, does the hospital get a discount or 

something?  

Witnessing and consents. Signing a paper does not mean that parents have 

consented, nor does it mean they really understand the benefits and risks associated with 

a particular procedure. What is the purpose of having the consent signed? I think it is an 

illusion of consent.  

I ended the notes to my theoretical memo that I recorded in my field notebook by 

writing, “I asked about consents, and I asked about timing and sounds, and I asked about 

witnessing again. There is so much more to nursing besides the care they provide 

patients, and there is so much more to who the patient actually is.”   
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Advanced Theoretical Memo #2: OPEN CODING + AXIAL CODING = 

CATEGORIES: Monitoring, Hearing, Witnessing, and Caring 

Research Site B: Texas Tech University’s UMMC NICU 

<A> = first observation/interview (11/05/14);  

<B> = second observation/interview (11/06/14); and  

<C> = third observation/interview 11/07/14) 

To review, in advanced memos, according to Charmaz, researcher should:  

 Trace and categorize data subsumed by your topic 

 Describe how your category emerges and changes 

 Identify the beliefs and assumptions that support it 

 Tell what the topic looks and feels like from various vantage points 

 Place it within an argument 

 Make comparisons:  

o Compare different people (such as their beliefs, situations, actions, 

accounts, or experiences) 

o Compare data from the same individuals with themselves at different 

points in time  

o Compare categories in the data with other categories for fit—example: 

How does “accepting illness” compare with “reconciling oneself to 

illness?” Which categories should become major sections? Which should 

be relegated to minor status? 

o Compare subcategories with general categories for fit—example: Where 

does “accepting illness” go? At what point does it become an issue? 

Where does it fit into the course of an illness?  

o Compare sub-categories within a general category—example: What is the 

difference between an “identifying moment” and a “significant event”?  

o Compare concepts or conceptual categories—example: Demonstrate the 

differences between the “self in the past” and the “self in the present,” 

compare experiencing “intrusive illness” with “immersion in illness.”  

o Compare the entire analysis with existing literature or the ruling ideas in 

the a field 

o Refine the consequences of your analysis.  
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Below, I will answer each of the research questions. For this advanced theoretical 

memo (since there is one for the KU Rigshospitalet site, too), I will not need to write out 

each potential answer. Instead, I will be able to answer the questions. There is far more 

data for this research site. There was more access, more participants, and more 

transcripts. The process does not need to be performed in the same way since parts of the 

process and practice of applying grounded theory, now, are becoming more familiar for 

me to use. Instead, in the table that follows, I will answer my RQs, but the answers are 

not organized according to the day I collected data.  

Table B. 1 Answers to RQs based on three rounds of data collection at the TTU UMC 

NICU in Lubbock, Texas. 

RQ.1. 

A. How is 

information 

communicated to 

those who are 

legally 

responsible for 

these neonates, 

like parents, 

grandparents, 

social workers, 

and/or foster 

parents, in 

NICUs?  

 

B. Who 

communicates 

this information?  

 

 

 

 

 

 

 

 

 

 

 

C. What 

information is 

communicated?  

 

 

 

 

A. Information is communicated via the monitors, via the consents, and via talking. The monitors are loud. 

And they speak loudly. Whenever a baby’s heart rate raises or drops or the baby de-saturates, the monitors 

loudly tell us. It’s interesting, and I will write more about this below, but it is so much louder in this NICU 

than in the Neonatalklinikken. I wonder how the monitors influence the baby’s sleep? How do the monitors 

reinscribe the role of biomedicine and biometric data in the care of their infants? One set of parents was 

consented to participate in my study by their baby’s nurse, then consented by me, then consented by the nurse 

again to have a PICC line inserted into their baby. Acuity and the need to have more than the general medical 

consent communicates more serious biomedical matters. Consents communicate conditions, too. And consents 

communicate, in writing, something else. Not surprisingly, talk between nurses and parents share information, 

too.  

EMERGENT CODES: MONITORS AND CONSENTS (AND TALKING)  

 

 

 

 

B. The monitors, the hospital, and the nurses communicate information. We’ll start with the most obvious 

here: the nurses communicate information, but they are busy. Very seldom did I observe a nurse doing 

anything not care or charting related. It was constant. There was a lot of witnessing, too, but I will come to 

that later. The monitors, again, have a big role in “who” communicates information. Heart rate, respiratory 

rate, saturation rate, and other vital signs. The vital signs are constantly, even without sound, being recorded. 

The vital signs on the hospital monitors are visual and auditory. The hospital communicates information, too. 

If a consent is presented, like with the PICC line consent, then the hospital is communicating risk information. 

The consent itself needs to be explained, verbally, and there are ways to bring in translators if needed. I 

observed a nurse consent parents to have a PICC line inserted into their baby after the nurse use tactile 

methods, an actual PICC line, to show the parents, so they could touch it, then explain in English, and then 

switching to Spanish, the PICC insertion process. The hospital’s role in all of this is litigious. The hospital is 

everywhere, perpetually present and its voice is silent, yet unmistakable.  

EMERGENT CODES: MONITORS AND HOSPITAL (AND NURSES)  

 

C. Legal information, care and discharge information, and biomedical/biometric information. As noted above, 

the hospital is present in almost all interactions; the NICU is designed for the hospital, not the nurses, not the 

patients, not the patients’ families. [Reminds me of the myths associated with our cultural logics in the U.S, 

like equality.] When I write about legal information, I mean that is the hospital’s presence. The hospital is an 

institution, and the hospital can be sued. Legal information, in the consents, and in the charting that the nurses 

spend so much time recording. Nurses, in the CARDEX [see sample], record the patient’s name, the diagnosis 

(dx), and other BIOMETRIC information that can be recorded. Additionally, nurses record on the CARDEX, 
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D. And when is 

this information 

communicated?  

 

 

 

 

 

 

 

 

 

 

 

ventilation information, as well as feeding information, and medication information (and labs).  The 

CARDEX includes care and discharge information and biomedical information. Basically, the CARDEX is 

the key to talking about the information that is communicated. It provides continuity, in addition to verbal 

report, from shift to shift and nurse to nurse. During an interview, a nurse participant explained it is used for 

nurse to nurse communication; however, the nurses is also charted then available to physicians (at all levels: 

attendings, residents, etc.) and the charge nurse.  

EMERGENT CODES: LEGAL INFORMATION, CARE AND DISCHARGE INFORMATION; AND BIOMEDICAL 

INFORMATION 

 

D. Information is communicated during “touch time” and when parents are allowed in the NICU; before 

procedures via consent; and constantly via monitors. In my notes, I recorded, “Monitors empirical, 

biometric, and biomedical data is constant. SO LOUD, TOO!” “Touch time,” as explained by a nurse during 

an interview is “We try to cluster our care so we have touch times and we do all of the care at those times, so 

for that baby, I her times are 08, 08, 11, er, 09, 12, 15, and 18, . . . So every three hours, so we do temperature, 

diaper, feeding care we try to get her meds on those hours so we’re not in there messing with her more than 

we need to.” Also, parents are not allowed in the NICU between 06-08 and 18-20. Parents can come to the 

NICU whenever they want, except for four out of 24 hours. It is almost as if the hospital, on a 24-hour basis, 

communicates the most information.  How do the monitors, who also communicate information around the 

clock, how do they function in this process? What is this process? Is it also a “Hospital Way,” but not a caring 

or nursing way? Is it a litigious way? I will return to this topic later.  

EMERGENT CODES: HOSPITAL PRESENCE AS MONITORS AND CARE SCHEDULES  AND CONSENTS  

 

 

 

RQ.2. 

How does the 

use of medical 

terminology 

affect 

communicative 

exchanges and 

interventions at 

each research 

site? 

 

 

 

 

 

I think that the most interesting answer to this question happened on the first day with the parents I 

interviewed. When I asked how old their baby was, they responded with 33 weeks. The parents responded 

with the biomedical answer: babies are identified by their gestational age at birth when spoken about 

biomedically. In fact, the baby was two days old, not 33 weeks old. I think these parents were attempting to 

use medical terminology, but it was awkwardly used. Also, when I interviewed the mom of the twins, she 

said, “bradycardias,” in an attempt to pluralize apnea and bradycardia (when the respiratory rate and heart 

rates decrease or the babies “hold their breath”). Mom used the term correctly, but not in the same way a nurse 

would pluralize apnea and bradycardia (“bradys,” for example). I’m not sure what the effect of this is, except, 

perhaps, inscribing the parent as an outsider (etic) in an intercultural space: biomedicine and hospitals have 

their own culture: language, attitudes, and practices. The role of monitors, though, also plays a part: monitors 

constantly quantify the baby’s health status. Are heart rates and respiratory rates biomedical terminology (I 

think so)? Yes, they are biometric data. And the monitors are LOUDER (and machines) than anything else in 

the unit.  

EMERGENT CODES:  MONITORS AND MISUSE OF BIOMEDICAL TERMINOLOGY  

 

RQ.3. 

A. What kinds of 

questions do 

caregivers ask?  

 

 

B. What kinds of 

information do 

caregivers seek?  

 

C. Where and 

when do 

caregivers seek 

information?  

 

D. How do 

caregivers 

perceive the 

answers they 

receive?  

 

E. Who do 

caregivers seek 

answers from?  

 

 

 

A. Moms and dads didn’t really ask any questions, and they consistently reported that the nurses were so good 

at telling them information that they didn’t have any questions to ask. I think part of it may be linked to low 

health literacy, and this may be a topic for the discussion chapter. There were questions asked about 

discharge. In fact, I wonder, if upon admission, physicians and nurses tell parents what needs to happen to get 

their babies home, then parents solely focus on meeting those goals: weight gain, eating, etc. It seemed to me 

that sometimes parents were not sure what questions to ask, which speaks to health literacy, I think.   

 

B.  The answer to this question is unclear based on my observations and interviews. Parents, generally though, 

want to know about their baby’s conditions and treatments.  

 

 

 

C.  The information needs of parents are similar to those in the Danish NICU. When parents need 

clarification, they ask questions. It is situationally-dependent.  

 

 

 

D. Overall, parents seemed to be satisfied with the answers and flow of information based on their experiences 

in the NICU. They think/feel everything is explained, especially re: “good + bad.”  

 

 

 

E. Parents and other caregivers seek information and receive information from nurses; monitors, baby; and 

Google.  

EMERGENT CODES: MONITORS AND DISCHARGE FOCUS 
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RQ.4. 

A. What role do 

gestures and 

non-verbal 

communication 

play in these 

communicative 

exchanges and 

interventions?  

 

 

B. How do these 

gestures (and 

non-verbal 

communication?) 

complement or 

supplement 

verbal and/or 

written 

communication?  

 

 

C. How do 

caregivers 

respond to 

gestures and 

non-verbal 

communication?  

 

A. I am increasingly interested in the role of monitors. The question speaks to non-verbal communication, too, 

so I think the role of the monitors in the care and communicative exchanges and interventions has firm 

grounding.  The monitors can determine and shift focus as soon as they sound. For example, during 

interviews, when the monitors alarmed, immediately attention was paid to the monitors and making the sound 

stop. In several instance, the monitors were turned off before the baby was touched or cared for. Perhaps I 

should examine the role of non-verbal communication (and gestures) in the discussion chapter, too. The short 

answer to this question is this: monitors determine and shift focus when they alarm. In essence, these monitors 

interpret the baby’s biometric information into a biomedical device. Are monitors, then, translators? Are the 

monitors the gateway? I am not sure. Once again, this should be re-visited in the discussion chapter, but also 

maybe in the chapter on Texas. What is the role of the monitor in biomedical care?  

 

 

B. The monitors, as non-verbal communication. I have found some articles where I can develop the role of 

gestures and non-verbal communication. I will hold off on reading them right now, but I will return to them 

soon. Non-verbal communication includes “non-verbal communication produced by the setting,” what do the 

monitors do or add to the setting? I think it may be to inscribe the role of the hospital in the care of their baby, 

but I am not sure. There is more to it, but I need to compare more to figure out what the role of the monitor is. 

Above, I wrote about the role of the monitor as a translator. In intercultural settings, what is the role of these 

monitors?  So much verbal and non-verbal communication; the non-verbal communicates legal and 

biomedical information, but not much gestural information.  

 

 

 

C. Caregivers look to the monitors, too; that’s why they have to be reminded to look at their baby.  Hands are 

on baby or on machine. Not much gesturing that I saw. Busy hands. Without video, though, I don’t I can 

significantly and adequately answer this question.  

 

EMERGENT CODES: NON VERBAL COMMUNICATION AND MONITORS  

 

 

 

RQ.5. 

A. How do these 

NICU case 

studies compare 

and contrast?  

 

B. How is 

information 

communicated?  

 

C. Who 

communicates 

the information?  

 

D. What 

information is 

communicated?  

 

E. When is 

information 

communicated?  

 

F. And where is 

information 

communicated?  

After all data collection.   

A. <A> <B> <C> 

 

 

 

 

 

B. <A> <B> <C> 

 

 

 

C. <A> <B> <C> 

 

 

 

D. <A> <B> <C> 

 

 

 

E. <A> <B> <C> 

 

 

 

F. <A> <B> <C> 

 

 

 

RQ.6. 

How do similar 

communicative 

exchanges and 

interventions, 

including 
gestures, 

 

 

After all data collection.   

<A> <B> <C> 
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compare and 

contrast across 

the research 

sites? 

 

 

 

 

 

 

 

 

 

RQ.7. 

A. How does the 

national culture 

of each site 

influence 

communicative 

exchanges and 

interventions 

within each 

culture?  

 

 

B. What role 

does culture play 

in 

communication 

in these NICUs?  

 

 

C. How does 

culture affect 

what, when, and 

where 

information is 

communicated at 

these three NICU 

sites? 

After all data collection.  

A. <A> <B> <C> It was interesting to consider shaking or not shaking hands in the hospital. Usually, when 

you meet a Dane, you immediately shake hands; however, I was unsure if I should do this since I may expose 

nurses and parents to my germs, and they would have to wash their hands again.  

 

 

 

 

 

 

 

 

 

B. <A> <B> <C>  

 

 

 

 

 

 

C. <A> <B> <C>  

 

 

 

 

Methodology 

Using my research questions as a guide, I went through my field notes and 

interview transcripts line-by-line, looking for answers. I used colored highlighters to open 

code information from my field notes and interview transcripts where I thought answers 

to my questions emerged, as well as wrote synthesizing notes in the margins of some of 

these pages. For research question #1-4, I reported the answers to my research question. 

The primary research questions asked my field notes and interview transcripts to 

report and answer (grounded theory’s open coding); the secondary research questions 

asked my field notes and interview transcripts and me to apply through synthesizing 

(moving from grounded theory’s open coding into axial coding); and the tertiary research 
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questions asked my field notes and interview transcripts to theorize based on my 

reporting and synthesizing/applying.  

Table B. 2 Axial coding for the category monitoring. 

Category Description Examples 

Monitor (anoun and 

verbb) 

aThe vital statistics monitor; it visually 

and aurally represents the neonate’s 

biomedical status: heart rate, respiration 

rate, and saturation rate. 

 

Oxford English Dictionary (online): “A 

device used for observing, checking, or 

keeping a continuous record of 

something. 

 

 

 
bThe process of providing evidence of 

adherence to hospital policies. 

 

Oxford English Dictionary (online): 

“Observe and check the progress or 

quality of (something) over a period of 

time; keep under systematic review.” 

When outside a pre-determined range, the monitor alarms, 

loudly.  

 

Do you remember questions that mom or 

grandma were asking because it looked like 

they were both looking at the monitor and 

listening to you at the same time? 

Uh, huh. They were just asking me if she was 

okay, and I was just saying she’s fine. Um, I 

was just explaining to them that she’s a 

preemie and a lot of time they have those 

issues with the apnea and bradycardia and 

that’s why we’re giving her caffeine to treat 

the spells. I was also telling them that she 

may still have a few even though she’s on the 

caffeine, but if we notice they’re happening 

more frequently she’s going down deeper in 

her rate and her heart rate was lower and not 

coming out of it quick then maybe we adjust 

the caffeine dose and try to evaluate some 

other reason why she might be having more 

frequent apnea. She may be sick or 

something else might be going on. 

 

From my field notes: “Not much going on right now; I can 

hear monitors.” And, 

 

Grandma at baby’s bedside when monitor 

sounded 

RN went back to room 

All looking at monitor 

 

RN teaching: reason why HR decreases/goes 

down = baby holds her breath; mom and 

grandma ask?; “preemie problem”  

RN talked about sending home on monitor 

 

So, I want to focus on or ask questions about 

the discharge planning that was going on. So, 

do you have when you’re preparing parents 

to send their babies home, do you have a a 

checklist that you’re using ‘cause your back 

was to me, so I couldn’t see if it was coming 

off the top of your head, or if you were 

signing off on tings when you discharges or 

planning for  

So, now, it just kind, I just know the things 

that we need, I’ve been doing it a really long 

time, and I just know all the things that we’re 

going to do like the little they’re on here that 

kind of tell us what we need; we need a 

doctor, we need CPR we need a hearing 

screening car seat challenge you know if 

they’re going home on the monitor eye exam 

rooming in. 
 

http://www.oxforddictionaries.com/definition/english/device
http://www.oxforddictionaries.com/definition/english/observe
http://www.oxforddictionaries.com/definition/english/keep
http://www.oxforddictionaries.com/definition/english/continuous
http://www.oxforddictionaries.com/definition/english/observe
http://www.oxforddictionaries.com/definition/english/progress
http://www.oxforddictionaries.com/definition/english/keep
http://www.oxforddictionaries.com/definition/english/systematic
http://www.oxforddictionaries.com/definition/english/review
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Table B. 3 Axial coding for hearing, witnessing, and caring. 

Conceptual 

Elements/ 

Axial Codes 

Description Examples 

Hearing 

When the biometric monitor’s alarm 

sounds indicating vital signs are 

outside a biomedically pre-

determined acceptable range. 

-- 

-- 

-- 

Witnessing 
When biomedical information is aurally 

shared. 

--Explaining and reading the consent 

for a procedure aloud.  

--Asking a fellow nurse, “Can you 

witness?”  

--  

Caring ? 

--Participating in “Touch Time”  

--Setting baby’s feeding schedule 

-- 

 


