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Abstract
Background: When patients, relatives and nurses meet, they form a triad that can 
ensure a good care relationship. However, hospital environments are often stressful 
and limited time can negatively affect the care relationship, thus decreasing patient 
satisfaction.
Objective: To explain the care relationship in triad encounters between patients, 
relatives and nurses at a department of medicine for older people.
Design: A qualitative explorative study with an ethnographic approach guided by a 
sociocultural perspective.
Method: Participatory observations and informal field conversations with patients, 
relatives and nurses were carried out from October 2015‐September 2016 and ana‐
lysed together with field notes using ethnographic analysis.
Result: The result identifies a process where patients, relatives and nurses use differ‐
ent strategies for navigating before, during and after a triad encounter. The process is 
based on the following categories: orienting in time and space, contributing to a care 
relationship and forming a new point of view.
Conclusion: The result indicates that nurses, who are aware of the process and un‐
derstand how to navigate between the different perspectives in triad encounters, 
can acknowledge both the patient's and relatives’ stories, thus facilitating their abil‐
ity to understand the information provided, ensure a quality care relationship and 
strengthen the patient's position in the health‐care setting, therefore making the 
mission to establish a care relationship possible.
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1  | INTRODUC TION

The proportion of older people in the global population has in‐
creased within a short period, and this trend will continue.1 The 
increase in life expectancy accompanied by a concurrent post‐
ponement of functional limitations leads to more older persons 
with multiple morbidities in hospital settings.2 In this context, 
the care relationship between patients and nurses is central as it 
forms the basis for caring.3 Care relationships are characterized by 
a professional commitment between patients and nurses.4 How 
patients experience a care relationship may be affected by the 
prevailing care culture.4 Knowledgeable, communicative and sup‐
portive nurses are significantly related to patient perceptions of 
quality nursing care.5-7 Communication is crucial in care relation‐
ships3,8-13 for ensuring safe care that can strengthen the patient's 
position.14,15 Nevertheless, dissatisfaction with communication is 
a common problem among patients and relatives.16-18 Hospital en‐
vironments are often stressful and limited time can affect the care 
relationship.19 When nurses have less time, patient satisfaction 
may decrease.6

An encounter between patients, relatives and nurses can help to 
achieve goals and strengthen the patient's health process.20 Studies 
show that relatives are important for providing social support, re‐
ducing stress and assisting with questions.20-22 The importance of 
being informed about the care of their ill family member is crucial 
and relatives experienced an inadequate encounter when they were 
excluded from information.23,24 Low satisfaction among relatives is 
related to a low level of collaboration,25 and poor collaboration was 
significantly more often associated with feelings of guilt and pow‐
erlessness in triad encounters.26 Previous studies have focused on 
decision making between physicians, relatives and patients in triad 
encounters27,28 and the different roles and alliances that of those 
involved.29-32 The care relationship between patients and nurses is 
also well documented3,4,8,33,34 but there is a gap concerning how the 
care relationship between older patients, their relatives and nurses 
in triad encounters is established. To understand different experi‐
ences of triad encounters in care relationships, it is necessary to be 
aware of what occurs in these encounters. Research on this issue 
can contribute to improvement efforts. The aim of this study was to 
explain the care relationship in triad encounters between patients, 
relatives and nurses at a department of medicine for older people.

2  | METHODS

2.1 | Design

The study adopted an explorative and ethnographic approach35,36 
guided by a sociocultural perspective.37 Ethnography describes pat‐
terns and processes in a culture or subculture.35 In a sociocultural 
perspective, experiences are socially organized. The care relation‐
ship is a phenomenon that occurs in a cultural context with social 
interaction, meaning that the relationship between thought, com‐
munication and action is situated.37

2.2 | Setting, participants and recruitment

The setting was two wards at a medium sized public hospital in west‐
ern Sweden. The wards were selected due to their uniqueness in 
terms of teamwork in the care of persons aged 75 years old and over 
with a repeated need for inpatient care. The wards were identical in 
terms of design, decoration and staff, and contained 24 beds each. 
They co‐operated regarding issues and policies. Thus, their mission 
and care provided was considered as similar. Patients with multiple 
illnesses are admitted directly to the wards without the need for a 
referral from the Emergency Department. On their first visit, they 
receive a record, in which the information is consecutively updated 
at each new care episode. The patient brings the record to his/her 
meetings with various staff in health care and municipality.

The participants were inpatients, relatives and nurses (Table 1).
The nurses were recruited at ward and nursing meetings where 

they received oral and written information about the study. A folder 
was kept on the desk in the ward so that they could hand in their 
consent forms at any time. The section leader informed the first au‐
thor when the recruited nurses would be on duty.

A poster with information about the study was pinned on the 
wards’ notice boards. Every nurse was responsible for approximately 
eight patients on each shift. Patients with visiting relatives were con‐
tacted by the first author face‐to‐face. They received oral and writ‐
ten information about the study and were invited to participate. All 
invited patients and relatives agreed to participate and gave written 
consent. The patients were treated for chronic diseases, for exam‐
ple heart failure and respiratory problems. Patients identified by the 
nurse in charge as critically ill were excluded, for ethical reason. The 
participating relatives were husbands, wives, daughters, sons, sons 
or daughters in law, friends and grandchildren.

2.3 | Data collection

Data collection took place from October 2015 to September 2016 
and involved audio‐recorded communication from participatory ob‐
servations of naturally occurring triad encounters and informal field 
conversations as well as field notes. Participatory observations ena‐
ble one to see the interaction and hear the communication between 
those in the meeting, while the informal conversations increase un‐
derstanding of the context,35 and thus, they were considered suit‐
able methods for explaining the care relationship in triad encounters.

The participatory observations35 (n  =  21) covered 110  hours of 
audio‐recorded communication material and took place at different 
times, days and locations (eg patient rooms or meeting rooms) to obtain 
a complete picture as possible.38 No patient or relative participated in 
more than one observation, but two nurses participated in two obser‐
vations. Every observation lasted for 30‐90 minutes. The field notes 
with reflections were manually written during/after the observation 
and transcribed after the participatory observation.35

Directly after the triad encounter, informal field conversations 
were held with each patient, relative and nurse (n = 63), which lasted 
for 10‐15 minutes, and were audio‐recorded. They followed what had 
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occurred during the triad encounter using open questions35-39 like ‘can 
you tell me about the previous encounter, and how you experienced it? 
What did you talk about? Why?’ followed by questions; ‘Did you mean…
when you said…? Can you explain?’ Data were summarized to give the 
participants a chance to make further comments.

2.4 | Data analysis

The recordings of the communication during the participatory ob‐
servations and informal field conversations were transcribed verba‐
tim. The texts were repeatedly read to obtain a sense of the whole 
and compared with the field notes.35 The data were then read word 
by word and reflected on, after which the derived meaning units 
were manually transferred to coding sheets. Codes were sorted into 
categories of meaningful units, which were examined for patterns 
that explained the phenomenon of interest.

Then, the data were analysed again with focus on the perspec‐
tive of each party. These perspectives were matched with the cat‐
egories and broken down into smaller concepts that distinguished 
specific characteristics of each perspective. Finally, the entire data 
were read as a whole and a process identified. The analysis resulted 
in three categories and six sub‐categories. During the analysis pro‐
cess, all data and emerging categories and sub‐categories were con‐
sidered and discussed by all authors until agreement was reached 
and an overall theme formulated. The result is presented together 
with quotations, labelled with the number of the encounter, for ex‐
ample nurse 21 means the nurse in the 21st observation, while field 
note 6 indicates the notes made during the 6th observation.

The consolidated criteria for reporting qualitative research 
(COREQ)40 guidelines have been followed.

3  | RESULTS

The result reveals a process where patients, relatives and nurses 
strive to establish a care relationship using different perspectives 
and strategies for navigating before, during and after a triad en‐
counter. The process comprises the following categories: orienting 
in time and space, contributing to a care relationship and forming a 
new point of view (Figure 1).

3.1 | Orienting in time and space

This category explains the participants’ ways of adapting to the ward 
culture and preparing strategies before the triad encounter to enable 
a care relationship.

3.1.1 | Adapting to the ward culture‐ fitting in

Adapting to the ward culture in this context means that the pa‐
tients rapidly learned the norms and values by becoming familiar 
with activities that they thought were important, activities such 
as ward routines and nurses’ schedules. They adapted to routines 
because they understood that such activities maximized ward ef‐
ficiency and believed that they could obtain help more easily if they 
were adapted. The patients described different activities, such as 
meals, medical treatment and daily routines when nurses visit all the 
patients.

The door of the patient’s room is open. The patient is 
just starting to eat her supper. She has diabetes and 
is waiting for the nurse to come with the insulin in‐
jection. The patient sits in bed and talks to her rela‐
tive but becomes silent as soon as she sees the nurse 
entering the room. The nurse greets the patient by 
waving her hand and smiling. The patient looks at her 
wristwatch and nods. Her relative looks confused and 
whispers: ‘what?’ The patient whispers back: ‘they 
[nurses] are so clever. They come several times a day and 
visit me, at least three I think, yes routines you know’. 
The nurse arrives at the bed, smiling, nodding and 
points at the food saying: ‘I see that you have already 
started, here comes the insulin’. 

[Field note 8]

The relatives understood the importance to fit in and of following 
routines for obtaining information and used different strategies for 
arranging a meeting with a nurse such as phoning to make an appoint‐
ment or seeking a nurse during visiting hours. They also found out the 
nurses’ routines, for example when the nurses introduced themselves 
at the start of a new shift. The relatives learned to watch out for the 
right moment to catch the nurses.

They tell us everything. This brief meeting was only 
with the nurse who walked around and introduced 
herself. I have noticed that they usually do it at this 
time. You must catch the right moment. 

[Relative 21]

The nurses’ work schedules were often filled with routines and 
they considered all activities as part of their duties. During the infor‐
mal field conversations, the nurses expressed things they usually did or 
what they thought was best for the ward. They were anxious to find 

  Number Age, range (mean) Male Female
Working year 
at the ward

Patients 21 77‐96 (4287) 8 13  

Relatives 21 30‐90 (8759) 7 14  

Nurses 19 23‐62 (42) 0 19 0,5‐7

TA B L E  1   Participating patients, 
relatives and nurses
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time and space to meet patients and relatives, stating that they worked 
hard to be flexible and make everyone happy.

Well, that you visit all the patients, make a small 
check. I introduce myself, inform about my working 
hours and then ask how they are. There are different 
things I need to check. 

[Nurse 9]

3.1.2 | Preparation of strategies—a way of providing 
information

Before the triad encounters, the patients prepared strategies to pro‐
vide information and ensure the right nurses received it. Some had a 
notebook containing information, while others wrote notes and gave 
them to the nurses. Some also prepared information for their rela‐
tives to pass on to the nurse. These strategies made the patients feel 
prepared to providing information.

I think they [nurses] are good, 99% are good. They are 
good if they just stand still. Yes, sometimes they just 
run away. They are needed elsewhere and do not have 
time to finish the chat. I have written, (becomes silent 
and shows a piece of paper with notes on it) and the 

important details are marked, so I am prepared when 
they come. 

[Patient 1]

The relatives prepared themselves by learning whom to talk to 
and where to find them. They tried to find a person with a nurse 
nameplate, which was difficult sometimes due to small lettering 
or no nameplate at all, which led to misunderstandings. In some 
cases, they guessed it was the nurse because it was the right time 
in the schedule. The relatives also prepared themselves by talking 
to the patient and asking if there was anything they should men‐
tion to the nurse.

Well, I may take over the role. Now that I see that 
she [patient] is unable to say what she wants herself I 
cannot ignore the responsibility. I'm her daughter. She 
needs my help. 

[Relative 12]

Nurses prepared themselves by reading the patient's journal and 
sometimes wrote notes that they kept in their pocket. They also tried 
to find and reserve time for meetings. Most preparation time was 
spent updating themselves and making practical arrangements such as 
finding a quiet place to sit and communicate.

F I G U R E  1   Patients (P), relatives (R) and nurses (N) navigating through the process before, during and after triad encounter

Orienting in time and 
space

Contributing to a care 
relationship

Forming a new point of 
view

Striving to establish a care relationship by navigating through the process in triad encounters

Before the triad encounter 

During the triad encounter 

After the triad encounter
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The nurse is planning to visit the patient in her room 
and prepares herself by carefully reading the patient’s 
journal and writing down facts on a piece of paper. 
She reads through the note once more and then puts 
it in her pocket. The nurse closes the door when she 
enters the room. The patient is sitting on the bed. 
She has an oxygen mask over her face and breathes 
heavily when talking. She looks pale. The relative is 
sitting on a chair, next to the bed. He looks up when 
the nurse arrives and nods in the nurse’s direction. 
The nurse goes into the room and stops next to the 
patient. She puts her hand in her pocket but does not 
take out her note. She greets by saying hello, how are 
you today? 

[Field note 6]

3.2 | Contributing to a care relationship

Nurses, relatives and patients have a mission to perform during 
the triad encounters. The mission is to establish a care relationship 
in such a way that co‐operation between all parties is continu‐
ous and that they all have something to contribute. This category 
explains how the participants focused on different time aspects 
during the encounter and how all bring their own expectations to 
the situation.

3.2.1 | Bringing a story—different aspects of time

The patients wanted to tell the nurse the whole story, from the start 
of their illness until admission to the ward. Their focus was based on 
a historical health‐care perspective. Many had hearing or perceptual 
difficulties and expressed that the nurses constantly moved when 
they were speaking, which made it hard to follow the conversation. 
However, when the nurses listened, the patients experienced they 
could bring their story.

She [nurse] gives time to talk and ask questions, not 
bothered in any way, even though she is busy, I sup‐
pose, but does not show it. She listens. She really did 
see me. She did not hurry. My situation is compli‐
cated. I’ve got several problems you know but today I 
could think and ask… 

[Patient 21]

During the triad encounter, relatives obtained information 
about the patient's health status, test results or planned exam‐
inations as the patient's representative. Relatives saw the com‐
munication situation as an occasion where they could support and 
help the patient's recovery. They planned for the future when the 
patient returned home, which could include the patient's needs, 
support and resources.

They [nurses] are kind and talk about the situation 
and the health status, we made plans, the nurse says 
that he is struggling on. That’s fine. I needed to know 
more about when he should take his medicine and if 
he will get any more help at home. Yes, that sort of 
information. Otherwise you never know how long he 
will be in hospital. 

[Relative 5]

Nurses focused on the present situation. They never knew what 
topic would come up during the encounter, but by asking and listen‐
ing, they tried to gain increased understanding of the patient's life 
situation. The learning atmosphere was created by the use of didac‐
tic questions (how, what, why, when) to make the situation clearer. 
They also did their best to mediate calmness and learned how to 
handle different situations by experience.

One has many conversations, like how everything 
is or what to do and why. Often family members 
are here. They are visiting, and usually have ques‐
tions and I also have questions for them. I think 
it’s important to let them ask their questions. I do 
not want to forget anything. Well, I informed them 
about why she got the infusion, why she got it, but 
sometimes it is difficult. Eh, I mean, it is good to 
have a relative there too. Then they can both can 
listen and ask questions. 

[Nurse 7]

3.2.2 | Bringing expectations—about 
gaining knowledge

The expectation that the patients brought into the triad encounter 
was to meet someone who could explain what happened during the 
care process. Time for reflection gave them an opportunity to un‐
derstand their illness. Sometimes they experienced that they were 
not a part of the care relationship, for example when the nurse only 
directed information to the relative or was interrupted by the tel‐
ephone. They therefore tried to fit in and be pleasant, in order to ob‐
tain information about their illness. Patients also described trying to 
be nice, polite and answer the nurse's questions, which they thought 
they were expected to do.

Patient: Well, I joke with them, one must try to make 
life a bit more fun and, after all, the conversation is 
quite health related. You must be pleasant. The infor‐
mation that the nurses give me is important. 

[Patient 21]

Relatives’ expectations during the triad encounters concerned giv‐
ing and receiving care information. They expressed that the encounter 
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was a forum for questions, answers and listening that increased un‐
derstanding about the care. Sometimes they felt ignored and that the 
nurses did not take them seriously, which was not consistent with their 
expectations. Understanding the patient's illness was important for 
them and they usually spoke as the patient's advocate.

Relative: It's important, as a relative, that I feel they 
[nurses] are listening to us and we can all ask ques‐
tions, not be ignored. My expectation today was to 
receive some information about my mother, and that 
was fulfilled. I also had some information to give, but 
my mother is well enough to say what she wants, she 
does not forget. 

[Relative 13]

Nurses expected the patients to be in focus during the triad 
encounters and believed it was important to involve them. They 
turned to the patient while talking, were friendly, cheered the pa‐
tient up, gave her/him notes and repeated information. The nurses 
had experiences and expectations of relatives as a resource, not 
only for the patient but for themselves. Nurses often gave rela‐
tives instructions before the patient's return home, so that they 
could be supportive and know what to do if questions arose. 
Relatives were seen as a link between the patient and the nurse 
because they know the patient and are familiar with her/his reac‐
tions and body language.

Nurse: Relatives can be a great resource for informing 
about what happened, what the home situation is like 
today and for forward planning. They can also be a 
huge support to the patient. 

[Nurse 21]

3.3 | Forming a new point of view

After the triad encounter, all parties involved had formed a new per‐
spective on the care situation, even if the quality of the communi‐
cation in the encounter varied and whether or not the mission was 
experienced as completed. The participants received an increased 
understanding, which opened up a new perspective when they all 
got some attention.

3.3.1 | Increased understanding—an opportunity

When patients received information, had a chance to ask questions 
and receive answers, it gave them an opportunity to understand 
their own illness and care. Sometimes they did not understand all 
the information, because of disabilities or the fact that they were 
not spoken to. On these occasions, they trusted in their relative to 
give them more information. The patients gained a new point of view 
when they got the chance to tell their own story and learn about 
their hospital stay.

They [nurses] are so skilled. They explained to me 
about the medications and answered my questions 
about how I should take the medicine. Now I know 
how to take the medicine and understand why. 

[Patient 2]

The relatives gained increased understanding of the patient's 
health situation. They were worried about the patient and when not 
satisfied with the information, they became frustrated and tried to 
find a different nurse to explain things or phoned the ward. In this 
way, they learned about the patient's care.

Relative: I got answers to what I asked about, what I 
was thinking about. I got everything explained. The 
nurse made it clear to me. He [patient] has been 
there for a long time. He lives at a retirement home. 
Then he was at another ward where he got phys‐
iotherapy. Yeah, he was dehydrated. That's why he 
came to this department. Oh, he was so sick. You 
cannot imagine. 

[Relative 16]

After the triad encounter, the nurses’ understanding of the 
patient's situation increased and they learned about her/his 
home situation, interests and understanding of the illness. They 
expressed that the best communication was when all parties in‐
volved could share information with each other. At such times, 
the nurses had a sense of being on the same level. Although there 
were also situations when the nurses were not satisfied, they al‐
ways made sure they got the necessary information from the pa‐
tient and/or relative.

The response is important. I could feel that we all had 
something to share. Well, all of us, it felt like we were 
on the same level in the conversation, not only me 
talking. We were sharing a moment. 

[Nurse 13]

3.3.2 | A piece of some attention—feeling satisfied

After the triad encounter, the patients experienced satisfaction 
because of the attention they received, which increased their un‐
derstanding of the health situation. They also had an uplifting ex‐
perience of the nurse's personal touch, friendly tone and positive 
demeanour. The patients were grateful after the encounter and 
even when it was experienced as less positive, they were satisfied 
because of the attention they had received.

Everything went well. They are so nice and pleasant. 
I think that's really fine. Absolutely! Definitely! What 
can I say? Great support? 

[Patient 9]
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Relatives expressed a sense of receiving attention when the 
encounter was arranged. It was often difficult to decide on a time 
to meet and they sometimes needed to repeat their request. They 
expressed satisfaction when they understood the patient's problem 
and future plans.

Yes, the nurse spoke in a very objective and thoughtful 
way. Forward, yes, about the future. When my husband 
comes home, about what to do and how to do things. 

[Relative 9]

The nurses had different meetings with patients and relatives 
during their shift. Sometimes the meeting failed but they experi‐
enced, that even an unsuccessful meeting could be rectified. In ad‐
dition to responding to questions, they gave and received attention, 
by posing questions, to patients and relatives to ensure that they 
had the right information. When the communication in the encoun‐
ter went well, the nurses felt they all reached agreement and that the 
mission had been possible.

Nurse: I will insert a new medicine list in your portfo‐
lio cover [Nods].

Patient: Good [Smile]. That’s fine.

Relative: Yes, thank you.

Nurse: Doesn’t he have a portfolio?

Relative: Yes, he does.

Nurse: Fine. Then I will write everything that we 
agreed on, in it. Okay?

Patient: Good [Nods]

Relative: Is there a medicine list and everything there?

Nurse: Absolutely. A new medicine list is there, but 
I can phone you tomorrow when he comes home. Is 
that all right?

Relative: Yes, that will be fine (Transcribed communi‐
cation related to patient, relative and nurse 7).

4  | DISCUSSION

The aim of the study was to explain the care relationship in triad 
encounters between patients, relatives and nurses at a depart‐
ment of medicine for older people. The findings reveal a process 
where patients, relatives and nurses use different strategies for 

navigating before, during and after an encounter and how the 
ward culture, preparation, time aspects, expectations, under‐
standing, and attention influence and affect the process. Nurses’ 
awareness of this process can facilitate a care relationship and un‐
derstanding for all involved. The context influences the structures 
that shape different activities, as they are all part and product of 
their particular social context where experiences are created to‐
gether.37,41 Norms, values and structural activities can both enable 
and prevent a meeting.42 The social and cultural context, as well as 
interpersonal competence, are important in the care relationship. 
Nurses42 need to take cognizance of these factors when estab‐
lishing a care relationship. Working with staff values and beliefs 
is a crucial first step in developing practice and affecting cultural 
change.43

The patients rapidly learned to fit in and adapt to the struc‐
tural activities. It has been shown that patients who do not adapt 
to the ward routines and culture are classified as troublesome.44 
There is then a risk that the care culture can lead to suffering for 
the patient.45 For the relatives, on the other hand, it was sometimes 
difficult to figure out who was who among the staff, which led to 
misunderstandings. Both patients and relatives have difficulty in 
differentiating between the various health‐care professionals pro‐
viding care.19 Therefore, it is important for nurses to make sure that 
they are recognized by having a professional presentation and distin‐
guishable nameplates.

The patients prepared their relatives to help them and asked 
them to communicate with the nurse on their behalf. From a patient 
point of view, these findings are similar to the results of recently 
published research,46 where older patients wanted to participate in 
conversations, but when experiencing difficulties, they employed 
strategies to gain a position of influence by asking their relatives to 
help with communication about needs and care.21,47

The result shows that in triad encounters, those involved focus 
on different perspectives. The meeting is perceived as a mission that 
is possible if nurses understand how to navigate between the dif‐
ferent perspectives and acknowledge both patients and relatives in 
their stories, thus leading to increased collaboration. This is consis‐
tent with the earlier findings,5 where patient experiences of the care 
relationship, person‐centeredness, respect and the strive to make 
the whole person visible, where she/he is seen and met as a per‐
son,48,49 seem to play a major role in patients’ perception of quality 
nursing care. Among relatives, feelings of guilt and powerlessness 
are common, which are associated with poor collaboration.26 Their 
satisfaction increased when they were enabled to participate and 
collaborate with the nurses and patient.25

All three parties bring different expectations into the triad en‐
counters, and patients’ expectation was to be able to ask ques‐
tions. The most common barrier is that older patients perceive 
having no opportunity to ask questions when they have difficulty 
understanding.50 The participating parts take different roles in the 
encounter28,29 but the attention of the patients’ need is neces‐
sary.45 Although it may seem obvious that nurses should be aware 
of and listen to both patients and relatives, communication can 
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fail in a stressful environment.51 Communication is part of nursing 
activities and small talk can be a resource for achieving a nursing 
goal, normalizing unpleasant procedures or conveying sensitive 
information.52 Patients, relatives and even nurses need some at‐
tention, and this study shows that the wards constitute a stressful 
environment with a heavy workload for nurses. If suffering re‐
lated to care occurs, it may cause the patient's health process to 
deteriorate.3

In the specific culture in which the triad encounters between 
patient, relative and nurse take place, all participants must con‐
tribute to understanding and learning, which underlines the com‐
plexity involved. It is up to all the participants to ensure that the 
mission to establish a care relationship is possible. They all bring 
their own expectations and perspectives and have a responsibility 
to make efforts to participate in the mission to establish a care 
relationship.

4.1 | Trustworthiness and limitation

Participatory observation, field notes and informal field conversa‐
tions made it possible to examine data relating to the same situation 
from several different perspectives. Comparison of the different data 
collection techniques also constitutes a basis for checking interpreta‐
tions.53 Trustworthiness is strengthened by the informal field conver‐
sations directly connected with the triad encounters, which meant 
that the participants had a clear memory of the communication 
event.35,39 With regard to the study's credibility, detailed descriptions 
of the method, participants, setting, data collection and results have 
been provided.

During participatory observation, there is a risk of the author's 
presence affecting the situation in that the observed party may modify 
her/his behaviour in response to the knowledge of being observed.35 
Patients and relatives are in a dependency situation, and the nurse 
may make some extra effort. To reduce this risk, the author was pres‐
ent at the ward for two weeks before the study started, to get to know 
the nurses and environment. Reflective notes about the researcher 
role were regularly written during and after sessions in the field.54

Previous experiences may influence thoughts and perceptions 
about a phenomenon.39 In this study, the research team was cross‐
professional, and the different preunderstanding was reflected on. 
The analysis was critically discussed by all the members of the re‐
search team and a careful description of the steps, and how the anal‐
ysis was conducted was formulated. Quotations have been provided 
to strengthen confirmability.39,54

A limitation of the study is the collection of data from only two 
locations. The findings are therefore more appropriate for achieving 
conceptual understanding than for generalization. Another limita‐
tion is that the transcripts were not returned to all participants for 
comment or correction. However, during the interview, the partici‐
pant's statements were summarized so that she/he could confirm, 
correct or clarify, as appropriate. The results were also presented to 
two nurses who confirmed them.

5  | CONCLUSION

The result indicates that adaption to the ward culture, preparation, 
time aspects, expectations, understanding and attention are crucial 
for patients, relatives and nurses striving to establish a care relation‐
ship. The knowledge of how to navigate through the process before, 
during and after triad encounters can help nurses to understand 
their own perspectives, as well as those of patients and relatives. 
Awareness of this process may enhance the nurses’ understanding of 
the complexity involved in obtaining and providing the information 
necessary to build trust and create a quality care relationship, as well 
as strengthen the patient's position and make the mission possible.

5.1 | Relevance to clinical practice

The results emphasize the importance of awareness that the triad 
encounter involves a process where all parties have different per‐
spectives. This knowledge means that nurses will be better prepared 
to use a holistic approach to improve patients’ and relatives’ under‐
standing of the information.

The findings can be reflected on by nurses in team and clinical 
training interventions to increase awareness of care relationships 
and improve patient‐relative‐nurse communication in triad en‐
counters. In a wider perspective, the knowledge can be used in the 
context of nursing education, especially with regard to students’ 
clinical placement, orientation and communication with patients and 
relatives.

ACKNOWLEDG EMENTS

We thank you all participants for taking part in the study.

CONFLIC T OF INTERE S T

The authors declare that there is no conflict of interest.

AUTHOR CONTRIBUTIONS

All authors (AJ, ÅB, PW, SP) made substantial contributions to the 
study's conception and design. AJ acquired that data and all of the 
authors (AJ, ÅB, PW, SP) participated in data analysis and inter‐
pretation. All of the authors made substantial contributions to the 
drafting of the article or revised it critically for important intel‐
lectual content.

All of the authors agreed on the article's final version and meet 
at least one of the following criteria [recommended by the ICMJE 
(http://www.icmje.org/ethic​al_1auth​or.html)]:

•	 substantial contribution to conception and design, acquisition of 
data or analysis and interpretation of data;

•	 drafting the article or revising it critically for important intellec‐
tual content.

http://www.icmje.org/ethical_1author.html


1312  |     JOHNSSON et al.

DATA AVAIL ABILIT Y S TATEMENT

The data that support the findings of this study are available on re‐
quest from the corresponding author. The data are not publicly avail‐
able due to privacy or ethical restrictions.

E THIC AL CONSIDER ATIONS

The study was approved by the regional ethical review board (Dnr: 
584‐15). In accordance with the Declaration of Helsinki,41 verbal and 
written information was given to participants about the voluntari‐
ness, risks and benefits of participation, that they could withdraw 
at any time and that the results would be presented in a manner 
that would safeguard their identity. All participants gave informed 
consent. All confidential information was stored in a secure place to 
prevent unauthorized persons accessing it.

AUTHOR BIOG R APHIE S

Anette Johnsson (RN, RNT) is a PhD student in Healthcare Sciences 
at the Department of Health Sciences, University West, Trollhättan, 
Sweden, and at the School of Health and Welfare, Jönköping 
University, Sweden.

Petra Wagman (PhD, Reg. OT) is Associate Professor in 
Occupational Therapy at the Department of Rehabilitation, School 
of Health and Welfare, Jönköping University, Sweden.

Åse Boman (RN, RNT, PhD) is a senior Lecturer in Healthcare 
Sciences at the Department of Health Sciences, University West, 
Trollhättan, Sweden.

Sandra Pennbrant (RN, RNT, PhD) is Associate Professor 
in Healthcare Sciences at the Department of Health Sciences, 
University West, Trollhättan, Sweden.

ORCID

Anette Johnsson   https://orcid.org/0000-0003-2944-1099 

Petra Wagman   https://orcid.org/0000-0002-7964-7143 

Åse Boman   https://orcid.org/0000-0003-3792-6600 

Sandra Pennbrant   https://orcid.org/0000-0002-2793-9937 

R E FE R E N C E S

	 1.	 WHO. World report on ageing and health. Retrived from http://
www.who.int/agein​g/publi​catio​ns/world-report-2015; 2015.

	 2.	 Christensen K, Doblhammer G, Rau R, Vaupel JW. Ageing popula‐
tions: the challenges ahead. Lancet. 2009;374:1196‐1208.

	 3.	 Eriksson K. Vårdprocessen [The care process]. 5th edn. Stockholm: 
Liber; 2014.

	 4.	 Kasén A. Den vårdande relationen [the caring relationship]. Åbo: Åbo 
Akademi; 2002.

	 5.	 Edvardsson D, Watt E, Pearce F. Patient experiences of caring and 
person‐centredness are associated with perceived nursing care 
quality. J Adv Nurs. 2017;73(1):217‐227.

	 6.	 Palese A, Gonella S, Fontanive A, et al. The degree of satisfaction 
of in‐hospital medical patients with nursing care and predictors of 
dissatisfaction: findings from a secondary analysis. Scand J Caring 
Sci. 2017;31(4):768‐778.

	 7.	 Wiechula R, Conroy T, Kitson AL, Marshall RJ, Whitaker N, 
Rasmussen P. Umbrella review of the evidence: what factors influ‐
ence the caring relationship between a nurse and patient? J Adv 
Nurs. 2016;72(4):723‐734.

	 8.	 Berg L, Danielson E. Patients' and nurses' experiences of the caring 
relationship in hospital: an aware striving for trust. Scand J Caring 
Sci. 2007;21(4):500‐506.

	 9.	 Caris‐Verhallen W, Kerkstra A, Bensing JM. The role of communica‐
tion in nursing care for elderly people: a review of the literature. J 
Adv Nurs. 1997;25(5):915‐933.

	10.	 McCabe C, Timmins F. Communication skills for nursing practice. 2nd 
edn. Basingstoke: Palgrave MacMillan; 2013.

	11.	 McGilton K, Boscart V, Fox M, Sidani S, Rochon E, Sorin‐Peters R. A 
systematic review of the effectiveness of communication interven‐
tions for health care providers caring for patients in residential care 
settings. Worldviews Evid Based Nurs. 2009;6(3):149‐159.

	12.	 Peplau HE. Interpersonal relation in nursing. 2nd edn. Basingstoke: 
Macmillan education; 1988.

	13.	 Travelbee J. Interperonal aspects of nursing. Philadelphia, PA: Davis, 
cop; 1971.

	14.	 The Swedish Government Officies. Healthcare Act (SFS 2017:30). 
Retrived from https​://www.riksd​agen.se/sv/dokum​ent-lagar/​
dokum​ent/svensk-forfa​ttnin​gssam​ling/halso--och-sjukv​ardsl​
ag_sfs-2017-30.

	15.	 The Swedish Government Offices. Patient Safety ACT (SFS 
2014:821). Retrived from http://www.riksd​agen.se/sv/dokum​
ent-lagar/​dokum​ent/svensk-forfa​ttnin​gssam​ling/patie​ntlag-20148​
21_sfs-2014-821.

	16.	 Andersson Å, Frank C, Willman A, Sandman PO, Hansebo G. 
Adverse events in nursing: A retrospective study of reports of pa‐
tient and relative experiences. Int Nurs Rev. 2015;62(3):377‐385.

	17.	 Harrison R, Walton M, Healy J, Smith‐Merry J, Hobbs C. Patient 
complaints about hospital services: applying a complaint taxon‐
omy to analyse and respond to complaints. Int J Qual Health Care. 
2016;28(2):240‐245.

	18.	 Råberus A, Holmström IK, Galvin K, Sundler AJ. The nature of pa‐
tient complaints: a resource for healthcare improvements. Int J Qual 
Health Care. 2018:1-7.

	19.	 Berg L, Skott C, Danielson E. Caring relationship in a context: field‐
work in a medical ward. Int J Nurs Pract. 2007;13(2):100‐106.

	20.	 Silliman RA. Caregiving issues in the geriatric medical encounter. 
Clin Geriatr Med. 2000;16(1):51‐60.

	21.	 Cypress BS. The Emergency department: experiences of patients, 
families, and their nurses. Adv Emerg Nurs J. 2014;36(2):164‐176.

	22.	 Pennbrant S. A trustful relationship—the importance for relatives to 
actively participate in the meeting with the physician. Int J Qual Stud 
Health Well‐being. 2013;8(1):20608.

	23.	 Zotterman AN, Skär L, Söderberg S. Meanings of encounters for 
close relatives of people with a long‐term illness within a primary 
healthcare setting. Prim Health Care Res Dev. 2018;19(4):392‐397.

	24.	 Morphet J, Decker K, Crawford K, Innes K, Williams AF, Griffiths D. 
Aged care residents in the emergency department: the experiences 
of relatives. J Clin Nurs. 2015;24(23/24):3647‐3653.

	25.	 Lindhardt T, Nyberg P, Hallberg IR. Collaboration between relatives 
of elderly patients and nurses and its relation to satisfaction with 
the hospital care trajectory. Scand J Caring Sci. 2008;22(4):507‐519.

	26.	 Lindhardt T, Klausen TW, Sivertsen DM, Smith LL, Andersen O. 
Collaboration between relatives of older patients and nurses in 
acute medical wards: confirmatory factor analysis of the revised 
family collaboration scale. J Nurs Meas. 2018;26(2):311‐340.

https://orcid.org/0000-0003-2944-1099
https://orcid.org/0000-0003-2944-1099
https://orcid.org/0000-0002-7964-7143
https://orcid.org/0000-0002-7964-7143
https://orcid.org/0000-0003-3792-6600
https://orcid.org/0000-0003-3792-6600
https://orcid.org/0000-0002-2793-9937
https://orcid.org/0000-0002-2793-9937
http://www.who.int/ageing/publications/world-report-2015
http://www.who.int/ageing/publications/world-report-2015
https://www.riksdagen.se/sv/dokument-lagar/dokument/svensk-forfattningssamling/halso--och-sjukvardslag_sfs-2017-30
https://www.riksdagen.se/sv/dokument-lagar/dokument/svensk-forfattningssamling/halso--och-sjukvardslag_sfs-2017-30
https://www.riksdagen.se/sv/dokument-lagar/dokument/svensk-forfattningssamling/halso--och-sjukvardslag_sfs-2017-30
http://www.riksdagen.se/sv/dokument-lagar/dokument/svensk-forfattningssamling/patientlag-2014821_sfs-2014-821
http://www.riksdagen.se/sv/dokument-lagar/dokument/svensk-forfattningssamling/patientlag-2014821_sfs-2014-821
http://www.riksdagen.se/sv/dokument-lagar/dokument/svensk-forfattningssamling/patientlag-2014821_sfs-2014-821


     |  1313JOHNSSON et al.

	27.	 Laidsaar‐Powell RC, Butow PN, Bu S, et al. Physician‐patient‐com‐
panion communication and decision‐making: a systematic review of 
triadic medical consultations. Patient Educ Couns. 2013;91(1):3‐13.

	28.	 Laidsaar‐Powell R, Butow P, Charles C, et al. The TRIO framework: 
Conceptual insights into family caregiver involvement and influ‐
ence throughout cancer treatment decision‐making. Patient Educ 
Couns. 2017;100(11):2035‐2046.

	29.	 Adams T, Gardiner P. Communication and interaction within de‐
mentia care triads: developing a theory for relationship‐centred 
care. Dementia. 2005;4(2):185‐205.

	30.	 Shapiro J. Using triangulation concepts to understand to doctor‐pa‐
tient‐family relationship. Fam Syst Health. 2001;19(2):203‐203.

	31.	 Simmel G. The sociology of Georges Simmel. Glencoe, IL: The Free 
Press; 1950.

	32.	 Coe RM, Prendergast CG. The formation of coalitions: interaction 
strategies in triads. Sociol Health Illn. 1985;7(2):236‐247.

	33.	 Chow J. Vårdandets symfoni: Fenomenet vårdrelation i skenet av två 
världsbilder (The symphony of care‐the phenomenon of care relationships 
as refelected in two perspectives) [Doctoral thesis, monograph]. Växjö: 
Linnaeus University Dissertations. Växjö: Åbo; Linnaeus University 
Press; 2013.

	34.	 Peplau H. Interpersonal relations in nursing [electronic resource]. 
Toronto: Putnam's Sons; 1991.

	35.	 Hammersley M, Atkinson P. Ethnography: principles in practice, 3rd 
edn. Milton Park, Abingdon, Oxon; New York: Routledge; 2007.

	36.	 Roper JM, Shapira J. Ethnography in nursing research. Thousand 
Oaks, CA: Sage. 2000.

	37.	 Vygotsky LS. Thought and language. Cambridge, MA: MIT Press; 
1987.

	38.	 Jeffrey B, Troman G. Time for ethnography. Br Edu Res J. 
2004;30(4):535‐548.

	39.	 Silverman D. Interpreting qualitative data, 5th edn. Thousand Oaks, 
CA: Sage Publication; 2015.

	40.	 Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting 
qualitative research (COREQ): a 32‐item checklist for interviews 
and focus groups. Int J Qual Health Care. 2007;19(6):349‐357.

	41.	 Holloway I, Galvin K. Qualitative research in nursing and healthcare, 
4th edn. Chichester, West Sussex, UK: John Wiley & Sons Ltd; 
2016.

	42.	 Shattell M. Nurse‐patient interaction: a review of the literature. J 
Clin Nurs. 2004;13(6):714‐722.

	43.	 Wilson VJ, McCormack BG, Ives G. Understanding the workplace 
culture of a special care nursery. J Adv Nurs. 2005;50(1):27‐38.

	44.	 Rytterström P, Cedersund E, Arman M. Care and caring culture as 
experienced by nurses working in different care environments: A 
phenomenological‐hermeneutic study. Int J Nurs Stud. 2009;5:689.

	45.	 Lindholm L, Eriksson K. To understand and alleviate suffering in a 
caring culture. J Adv Nurs. 1993;18(9):1354‐1361.

	46.	 Nyborg I, Kvigne K, Danbolt LJ, Kirkevold M. Ambiguous partici‐
pation in older hospitalized patients: gaining influence through 
active and passive approaches‐a qualitative study. BMC Nurs. 
2016;15:1‐11.

	47.	 Stans S, Dalemans R, Roentgen UR, Smeets H, Beurskens A. Who 
said dialogue conversations are easy? The communication between 
communication vulnerable people and health‐care professionals: A 
qualitative study. Health Expect. 2018;21(5):848‐857.

	48.	 Edvardsson D. Notes on person‐centred care: What it is and what it 
is not. Nord J Nurs Res. 2015;65‐66.

	49.	 McCormack B, Dewing J, Breslin L, et al. Developing person‐cen‐
tred practice: nursing outcomes arising from changes to the care 
environment in residential settings for older people. Int J Older 
People Nurs. 2010;5(2):93‐107.

	50.	 Bynum J, Barre L, Reed C, Passow H. Participation of very old adults 
in health care decisions. Med Decis Making. 2014;34(2):216‐230.

	51.	 Gerlich M, Klindtworth K, Oster P, Pfisterer M, Hager K, Schneider 
N. 'Who is going to explain it to me so that I understand?' Health 
care needs and experiences of older patients with advanced heart 
failure. Eur J Ageing. 2012;9(4):297‐303.

	52.	 Macdonald LM. Expertise in everyday nurse‐patient con‐
versations: the importance of small talk. Glob Qual Nurs Res. 
2016;3:2333393616643201.

	53.	 Hammersly M, Atkinson P. Ethnography: principles in practice, 4th 
edn. London, UK: Routledge; 2019.

	54.	 Lincoln YS, Guba EG, Pilotta JJ. Naturalistic inquiry. Newbury Park, 
CA: Sage Publications; 1985.

How to cite this article: Johnsson A, Wagman P, Boman Å, 
Pennbrant S. Striving to establish a care relationship—
Mission possible or impossible?—Triad encounters between 
patients, relatives and nurses. Health Expect. 2019;22:1304–
1313. https​://doi.org/10.1111/hex.12971​

https://doi.org/10.1111/hex.12971

