Evolution of a grounded theory:
Conflict resolution through culture

brokering

This article describes the evolution of the middle-range substantive theory of culture brokering. The theory was
generated by first conducting a concept analysis that yielded 12 attributes of the concept of culture brokering,
The concept analysis was accomplished using the anthropology, health-related, and business literature. In addi-
tion, data from an interpretive ethnographic study were used to further develop the concept of culture brokering.
The theory was then generated from four grounded theory studies. Each study was used to frame the grounded
theory model and to strengthen and refine the categories and links between categories within the basic social
process of culture brokering. The culture brokering theory can guide the practice of nurses in situations where
conflict is present in the health care interaction. The theory is grounded in the experiences of nurses attempting
conflict resolution in the context of health care interactions. Key words: culture brokering, grounded theory,
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HE IMPORTANCE OF building a
knowledgebase, generating and test-
ing theory, and developing a grand theory
for nursing has been discussed in the nursing
literature since the 1960s. Wald and
Leonard! advised the empirical approach
(explanation, description, and hypothesis
generation) to build theory. They also en-
couraged the use of concepts and hypotheses
from actual nursing experiences to build
nursing practice theory. Wald and Leonard
emphasized the importance of the bond be-
tween the development of nursing practice
and theory development. Recent discussions
of the history of theory in nursing have also
emphasized the importance of this scholar-
ship for nursing as a practice profession.2
Meleis’ proposed that the experiences of
nurses and clients be considered and ac-
counted for in nursing theories to enhance
the descriptive and explanatory power and
the scope and utility of the theories.
The types of theory best suited for nursing
practice are the middle-range theories, that
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is, theories that are more focused in applica-
tion and more readily testable. For the pur-
poses of this discussion, theory is defined as
a creative and rigorous structuring of ideas
that project a tentative, purposeful, and sys-
tematic view of phenomena.? One method
of developing theory with an important his-
tory in nursing is the grounded theory
method of Glaser and Strauss.6 This qualita-
tive method of inquiry has been refined and
clarified by the originators of the method
and by others.*® Grounded theory is a con-
stant comparative method of data collection
and analysis generating middle-range, sub-
stantive, and formal theories that are
grounded in the everyday experiences of
people in the study situation.

As the title of this article implies, evolu-
tion is an important aspect in the generation
of theory. The dictionary defines evolution
as a gradual process in which something
changes into a different and usually more
complex or better form.!! Theory develop-
ment is a gradual process that takes time and
cannot be forced for expediency. In this ar-
ticle, the author presents the development of
a grounded theory of culture brokering and
explains the basic assumptions that guide
this research. Next, I discuss the evolution of
the culture brokering theory, from the first
intuitive glimmer that this concept might in
some way explain what goes on when there
is conflict in health care interactions. In ad-
dition, I describe the generation and refine-
ment of culture brokering as a middle-range
substantive theory. The generation and re-
finement process includes the development
of the concept of culture brokering from lit-
erature sources and the empirical generation
of the culture brokering theory based on four
grounded theory studies. Both process and
product are described.
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PERSONAL AND PROFESSIONAL
ASSUMPTIONS

Certain assumptions influence my re-
search and theory generation. They evolve
from my background in anthropology and
nursing. First, I view culture in its broadest
form, as a system of learned and shared
standards for perceiving, interpreting, and
behaving in interactions with others and
with the environment. A second assumption
is my view of the health care system as a
cultural and social system. This view is in-
fluenced by Kleinman’s'? discussion of the
health care system as a system of meanings
and behavioral norms attached to particular
social relationships and institutional set-
tings. Kleinman’s concept of a health care
system consists of relating external factors
(social, political, economic, historical, epi-
demiologic, and technological) to internal
processes (psychophysiologic, behavioral,
and communicative). This model grounds
health care in sociopolitical structures, a
symbolic system built out of meanings, val-
ues, and behaviors.

As I began to study the grounded theory
method, I was influenced by symbolic
interactionism and the writings of George
Herbert Mead and Herbert Blumer, as well
as those who were influenced by them.!3-1
Symbolic interactionism influences the way
I view interactions between health care pro-
viders and clients in the context of expect-
ing, giving, receiving, and evaluating
health care. Other closely aligned assump-
tions that influence my thinking evolve
from my practice experience, which has
demonstrated that professional nurses are a
valued component in clients’ interactions
within the health care system. The nurse
and client interact on an ongoing basis, and



16 ADVANCES IN NURSING SCIENCE/MARCH 1995

the interaction provides a basis for shared
meaning.

During an interaction, individuals bring a
set of values and beliefs to the interaction
that influences the degree of shared mean-
ing possessed by the participants. The nurse
comes to know the client, and a trusting re-
lationship is built over time. In turn, nurses
are able to interpret the client’s needs to oth-
ers. Nurses are the bearers of information,
support, guidance, and caring who interact
with the client to effect appropriate health
care. My use of the term “client” applies to
the person who is seeking care as well as all
those people who are “connected” to that
client by kinship or friendship.

Another assumption is that people have a
right to health care that, ideally, they are
able to manage in cooperation with the
health care provider. When this ideal is not
possible, when people are politically, eco-
nomically, or personally powerless to use
care autonomously, someone needs to inter-
vene. This intermediary must provide a
bridge between the clients and the providers
in the health care system.

CONCEPT DEVELOPMENT

Concept analysis is recommended as a
way to begin to examine information in
preparation for theory construction.2 Con-
cept development (creating conceptual
meaning) allows one to examine attributes
or characteristics of a concept.2? Concept
analysis is described by Walker and Avant?
as a formal linguistic expertise used to de-
termine the defining attributes of a concept.
It is a rigorous and precise procedure that
yields tentative meaning to a concept. The
eight steps of concept analysis as described
by Walker and Avant include

1. selecting a concept;

2. determining the aims or purposes of
analysis;

3. identifying all the uses of the concept
that can be discovered;

4, determining the defining attributes;

5. constructing model cases that reflect
the critical attributes;

6. constructing borderline, related, con-
trary, invented, and illegitimate cases;

7. identifying antecedents and conse-
quences; and

8. defining empirical referents (occur-
rences of the concept).

The theoretical definition that emerges
from concept analysis summarizes insights
that form while creating conceptual mean-
ing and describes the essential meaning of
the concept.? The method of concept analy-
sis used for culture brokering was guided by
Wilson!é and Chinn and Jacobs,!” and it is
similar to the approach Walker and Avant?
described in their writings. Development of
the concept of culture brokering eventually
led to the generation of the culture broker-
ing theory using the grounded theory
method of inquiry.

PROCESS OF CONCEPT
DEVELOPMENT

Early in my doctoral studies in anthropol-
ogy (1983-1986), I was a research assistant
on a project that focused on describing in-
tercultural communication patterns in a pe-
diatric clinic serving a multiethnic, inner-
city community.!® The method of inquiry
was interpretive ethnography. Data collec-
tion included 8 months of participant obser-
vation in the clinic and informal and formal
interviews with staff and families of clients
who used the clinic. During analysis of data,



barriers and breakdowns in communication
between clients and providers were identi-
fied. Subsequently, the ways that staff ame-
liorated these breakdown situations were
analyzed.

At the conclusion of the study, I serendip-
itously read an article in the anthropology
literature on culture brokering.!® The role of
the broker described in this article was simi-
lar to the role of the nurses in the pediatric
clinic as they attempted to resolve conflict
situations and breakdowns in communica-
tion between the clients and providers.

This first introduction to culture broker-
ing initiated a concept analysis similar to
what Chinn and Kramer? described as creat-
ing conceptual meaning. The goal was to
produce a description of the concept of cul-
ture brokering that could then be used to ex-
plain conflict resolution in health care inter-
actions in the pediatric clinic. In reality, the
concept of culture brokering was not devel-
oped sufficiently in the literature to be use-
ful as a model to explain what was occurring
in these health care interactions. The mean-
ing created from the literature, however,
provided the direction in which to further
investigate and describe the concept of cul-
ture brokering in health care situations.

A variety of literature sources were used
to create conceptual meaning for culture
brokering. First, there was a search of the
anthropology literature, which yielded
about 20 published articles, several books,
and two unpublished papers. A review of
the health-related literature that discussed
culture brokering in relation to health care
delivery yielded nine articles and a chapter
in a nursing textbook on nursing interven-
tions. Because the term “broker” is most fa-
miliar in the context of business (real estate
broker, stockbroker, foodbroker), the busi-
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ness literature was also reviewed. Through-
out this process, newspapers or magazines
that featured phrases or discussions of
brokering or bridging gaps were saved, and
the clippings were analyzed to further de-
velop the attributes of culture brokering.
After the literature was reviewed and at-
tributes developed to explain the concept of
culture brokering, the data from the inter-
pretive ethnographic study were analyzed
again. The attributes of culture brokering
between the health care providers and fami-
lies of pediatric clients were identified and
explained.

MEANING OF CULTURE
BROKERING

Initially, dictionary definitions of “cul-
ture” and “brokering” were reviewed. Web-
ster’s Third New International Dictionary®
defines culture in several ways. The primary
definitions refer to cultivating the land. It is
not until the fifth definition that a definition
corresponding to the anthropologic use of the
term is presented. Culture is defined as “the
total pattern of human behavior and its prod-
ucts embodied in thought, speech, activities
and artifacts and dependent upon man’s ca-
pacity for learning and transmitting knowl-
edge to succeeding generations through the
use of tools, language and systems of abstract
thought.”200552)

The term broker is defined by the same
dictionary? as “Negotiator. Intermediator.
A go between in affairs of love or sex. An
agent professionally engaged in arrange-
ment of marriage. An agent or middleman
who for a fee or commission negotiates con-
tracts of purchase or sale between buyers
and sellers without himself taking posses-
sion of that which is the subject of negotia-
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The culture broker role carries with
it a set of expected behavior
patterns, obligations, and privileges,
but there is considerable variation
within the defining attributes.

tion.”20282) This view is a rather narrow one
of the broker compared to the literature.

In the anthropology literature a variety of
situations are described where culture
brokering occurs. Although there is no con-
sensus on the exact role of the culture bro-
ker, certain attributes are described. The
culture broker role carries with it a set of
expected behavior patterns, obligations, and
privileges, but there is considerable varia-
tion within the defining attributes that influ-
ences how this role is carried out by the bro-
ker. In most of the anthropology-based
discussions of culture brokering, the broker
is placed within a context of peasant societ-
ies dominated by colonial rule, where ten-
sions and conflict are high between the tra-
dition of the Western powers that control
and the local peasant societies that are ruled
by these colonial powers. The possibility of
an analogy exists between this context and
the context of Western health care, with the
asymmetry of power between the traditions
of the Western medical system and the tra-
ditions of clients.

The health-related literature yielded many
of the same attributes of the culture broker
that were found in the anthropology litera-
ture. Many of the authors of articles in the
health-related literature were medical an-
thropologists, and many were also health
care practitioners. The following 12 at-
tributes of culture brokering were identified

in the anthropology and health-related lit-
erature:
1. intervening in conflict situations when
tensions exist in interactions, 12!~
2. standing guard over critical junctures
in the context of interactions,?"2530
3. possessing role ambiguity in the con-
text of brokering and functioning in
asymmetric relationships, 9:2425.28,31-33
4. functioning marginally in one or more
systems while brokering between sys-
tems’25.29.32.34
5. encouraging potential for changing
SyStemS, 19,25,33,35
6. dealing with others positively and

cultivating varied social relation-
Ships 19,21,24,28,29,32,33,36
b

~

. mediating between traditions, 124283337

8. innovating when traditions are inflex-
ible, 1%

9. facilitating communication by trans-
lating interests and messages between
groups’19.21—23,25.27.28.30

10. bridging value systems,82%-3638
11. functioning as a go-between,!%21-23:27.32
and
12. bringing people together through net-
working.%®
Some attributional overlap in concepts was
apparent, and certain attributes are de-
scribed differently in the health-related lit-
erature than in the anthropology literature.
One attribute not found in the health-related
literature was role ambiguity, most prob-
ably because health care professionals as
culture brokers function in a specific con-
textual capacity in the health care system,
and brokering is an intervention used by the
provider for specific situations in the health
care encounter.
The business literature review yielded
similar attributes to those listed previously.



A database consisting of 800 academic,
management, and business journals (1981—
1986) was reviewed for discussions of
brokering. The review yielded 66 brokering
articles and revealed multiple ways that the
concept of brokering is used in business.
The most common use was that of insurance
brokering, but many other types of broker-
ing were also represented in this literature
(mortgage, discount, retail, organ, money,
real estate, precious metal, commodities,
transportation, and energy brokering). It
was also about this time (1986) that articles
began to appear about information broker-
ing (disseminating information) as a new
growth industry.
Attributes of brokering described in the
business literature include
» complementing the existing way of do-
ing business,
* possessing public confidence and
reputation,
* establishing links,
* being the right person for the role,
* increasing competition in the business
world, and
* ensuring that the client knows the ben-
efits of a broker.
Although not found in the anthropology or
health-related literature, an important aspect
of brokering found repeatedly in this review
of the business literature was the importance
of education in terms of teaching a person
how to broker and continuously enhancing
brokering skills through seminars and work-
shops.?*#? The attribute of educating or
training others to be brokers resulted in the
formulation of focused interview questions
in each of the four empirical studies used to
generate the grounded theory of culture
brokering. The participants in the studies
were asked, “What would you tell an inex-
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perienced nurse about facilitation of health
care for migrant farmworkers? effectively
caring for persons who are homeless? the
process of obtaining consents for do-not-re-
suscitate (DNR) status?” These questions
enabled the investigator to understand the
types of information, support, and clinical
experiences that experienced nurses felt
were necessary in brokering situations.

A comparison of brokering situations in
the literature and observations in the pediat-
ric clinic demonstrated the antecedents, con-
sequences, and attributes of culture broker-
ing. Conflict in interactions in health care
encounters between the person seeking care
and the person providing care is the most
important antecedent to culture brokering.
In the anthropology literature, it was asym-
metry of power between peasant societies
and colonial governments. In the pediatric
clinic, it was asymmetry of power between
the health care system and the clients (poor,
urban, ethnic minority) who used the sys-
tem. In each situation, conflict in the pres-
ence of this asymmetry of power is resolved
only when someone steps in to mediate.

A reanalysis of the data from the study in
the pediatric clinic yielded situations where
nurses and sometimes physicians func-
tioned as mediators in health care encoun-
ters involving conflict. The nurse usually
acted as a broker of information between the
physician and the family member. In one of
the early model cases, which serve as “real
life example of the use of the concept that
includes all the critical attributes . . . a pure
case of the concept, a paradigmatic exam-
ple,"2®40 the physician instructed a mother
to give her infant a particular medication
when the infant had a fever. The mother sat
quietly while the physician explained why
and how to give the medication. As the



20 ADVANCES IN NURSING SCIENCE/MARCH 1995

mother was getting ready to leave the clinic,
the nurse coordinator of the clinic reviewed
the instructions with the mother and point-
edly asked her three questions: Did she have
a thermometer at home? Did she know how
to take a temperature? Did she have money
to buy the over-the-counter medication the
physician had instructed her to give the in-
fant? The answer to all three questions was
no. The nurse at this point intervened to me-
diate a solution to this conflict.

The conflict was created because the phy-
sician assumed that this mother had the
knowledgebase and economic means to
carry out the treatment instructions. The
nurse went back to the physician to discuss
the problem with the treatment plan and ar-
ranged for another agency to provide funds
for the medication. In other situations the
health care providers negotiated referrals to
specialty clinics when parents had a difficult
time obtaining appointments. Many fami-
lies who attend this clinic spoke only Span-
ish and found it difficult to communicate
their needs when Spanish-speaking staff
were not available.

Resolution of conflict is the primary con-
sequence of culture brokering. The more
experienced broker can prevent conflict
situations through culture brokering. The
consequence of brokering in health care in-

The theoretical definition of culture
brokering resulting from this initial
concept analysis is the act of
bridging, linking, or mediating
between groups or persons of
differing cultural systems for the
purpose of reducing conflict or
producing change.

teractions where potential or real conflict is-
sues arise is facilitation of access and use of
health care for people seeking care.

The theoretical definition of culture
brokering is consistent with the attributes of
culture brokering previously listed. The
theoretical definition of culture brokering
resulting from this initial concept analysis is
the act of bridging, linking, or mediating
between groups or persons of differing cul-
tural systems for the purpose of reducing
conflict or producing change. The literature
yielded attributes of culture brokering; next,
empirical data from health care situations
were needed for concept and statement syn-
thesis? and, ultimately, the generation of the
culture brokering theory.

GENERATION OF THE CULTURE
BROKERING THEORY

Process—Grounded theory method

The research process for generating
theory is designed to discover and describe
a phenomenon as free from the influence of
preconceived notions as possible.3¢ After
initial concept analysis, four studies were
completed to further develop culture
brokering as a grounded theory. Grounded
theory is a qualitative method of inquiry that
espouses continual and simultaneous col-
lection and analysis of data for the purpose
of generating theory that is grounded in em-
pirical data. The focus of this method is to
look for a core variable or process that ac-
counts for most of the behavior in the situa-
tion under study.” The use of comparison
groups through multiple studies provides
theoretical relevance for further develop-
ment of emerging categories.’ The scope of
a substantive theory can be carefully in-



creased and controlled by a conscious
choice of groups.® The grounded theory of
culture brokering was generated primarily
in the emergent fit mode with the goal of
theoretically constructing the concept of
culture brokering.”?

In the four studies conducted by the au-
thor, field notes from participant observa-
tion or transcripts from in-depth interviews
(or both) were the primary sources of data.
The process of analysis involved open cod-
ing to identify substantive codes, continu-
ously comparing codes, and grouping like
codes into categories. Open coding is the
process of breaking down, examining,
comparing, conceptualizing, and categoriz-
ing data.’® Open coding is similar to what
Walker and Avant? referred to as concept
synthesis. Categories that emerged from
the analysis were also compared and re-
duced in number by subsuming similar cat-
egories under more abstract categories.
Glaser and Strauss® referred to this process
as “reduction.”

Categories were developed according to
their properties and dimensions, and even-
tually they were linked to an identified
core category. A core category accounts
for much of the variation in the data and
serves to conceptually link the major cat-
egories, their properties, and their dimen-
sions to form a descriptive whole.” Theo-
retical codes were used to link the major
categories and their properties to the basic
social process of culture brokering. Theo-
retical codes conceptualize how the sub-
stantive categories relate to each other as
they are integrated into a theory.” Theoreti-
cal coding forms the basis of statement
synthesis. In the four studies, the nurses’
exemplars of their interactions with clients
provided the cases (model, borderline, par-
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tial, and contradictory) that developed the
basic social process of culture brokering. A
basic social process (BSP) is a core cat-
egory that is processual, having two or
more clear emergent stages.” BSPs de-
scribe process, change, and movement over
time.

Theoretical sampling is an integral com-
ponent of the grounded theory method. It
was accomplished by asking analytic ques-
tions of the data and the participants that ex-
panded the breadth and depth of the major
categories. In theoretical sampling, the in-
vestigator decides what data to collect next
based on analysis of previously collected
data. The goal is to more fully develop and
link emerging categories in the theory. For
instance, when the category ‘“conflict”
emerged from the data, all previous and sub-
sequent data were analyzed to look for inci-
dents of conflict. This process helped to
more fully develop the properties and di-
mensions of the category conflict in the
brokering theory.

Another of the basic questions in theoreti-
cal sampling (in either substantive or formal
theory) is, “What groups or subgroups does
one turn to next in data collection?”6®4"
Groups are chosen for theoretical purpose
and relevance. The criteria for sampling are
designed to be applied based on theoretical
relevance for development of emerging cat-
egories. The scope of “a substantive theory
can be carefully increased and controlled by
such conscious choice of groups.”6®52
Memos were written throughout the analy-
sis. Memos are notes that preserve the
thoughts of the investigator about the
emerging categories and the theoretical
links between categories. Memos provide
an audit trail and eventually form the basis
for writing the theory.
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Process—Empirical generation

The culture brokering theory is a descrip-
tive theory that describes a phenomenon, in-
cluding the properties and the circum-
stances under which it occurs.” But culture
brokering is also moving toward a prescrip-
tive theory that addresses nursing actions,
including the conditions (person—environ-
ment interactions) and the consequences
(effect on the client life processes) of inter-
ventions.” The culture brokering theory,
based on conflict resolution in interactions,
was empirically generated in the context of

caring for groups of clients who were politi-
cally and economically powerless (migrant
farmworkers and homeless persons) or per-
sons who because of extreme circumstances
(life-threatening illness) needed to make in-
formed decisions (consenting to DNR sta-
tus) under the most stressful conditions. The
clients in these contexts displayed a vulner-
ability that hindered their autonomous use
of the health care system. The theory (Fig 1)
consists of intervening conditions that affect
the brokering process and three stages that
are used to ameliorate conflict in health care
situations. The intervening conditions in the

Intervening Conditions
Diagnosis Stigma
Communication Power/Powerlessness
ge Economics
Culture sensitivity Bureaucracy
Time Politics
Cultural background Network
Staying Connected
Stage 1 Stage 2 Stage 3
Perception intervention Outcome
* Perception of the need ¢ Establishing ¢ Established
for brokering trust and rapport connections among
¢ Conflict, breakdowns * Maintalning patients and the healith
connections care system
*Maintained facllitation
across systems
Problems —>» Strategies —>»
Resolution
*Barriers to access and Linking through
utilization * Advocating
*Breakdowns in * Negotiating
connections * Intervening 3 Lack of Resolution
* Sensitizing —
¢ Networking
* [nnovating Continued breakdown
* Medlating

i

Fig 1. The culture brokering theory.




model are elements that either assist or im-
pede facilitation of health care through cul-
ture brokering. The three stages of the
model illustrate the process of facilitating
care that maintains a client’s connectedness
to the health care system during conflict
situations.

The four studies, summarized in Table 1,
served to refine the conceptual synthesis of
culture brokering and generate the culture
brokering theory. Table 1 outlines the pur-
pose, sample, data collection methods, and
primary ways the four studies contributed to
culture brokering theory development. The
first study focused on the acquisition and
utilization of health care by migrant farm-
workers. It served to generate a draft of the
model of culture brokering that was used in
the theory development and refinement
phases. This study was important in identify-
ing, defining, and linking the major cat-
egories of the culture brokering theory.+3#
The core categories of “conflict” and “break-
downs” emerged from the data, as did the
stages of brokering; most important, the
identification of intervening conditions that
influence brokering emerged as well.

The second study was similar to the first
in its purpose and data collection methods
but included a different at-risk population.*
Persons who were homeless and health care
facilities that focused on the care of home-
less people were chosen as a theoretical
sample group because of their social, politi-
cal, and economic similarity to migrant
farmworkers. The focus of this study was to
look at how health care is accessed and used
by homeless persons and facilitated by the
staff in nurse-managed shelter clinics.
Theoretical sampling was attained by both
sampling homeless persons as a group and
sampling incidents of brokering in the inter-
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actions between health care providers and
homeless persons attempting to access the
health care system. The emergence of the
core category “staying connected” was inte-
grated into the culture brokering theory, and
the intervening conditions were refined and
saturated.

Staying connected is the glue that joins
the stages of brokering. It encompasses
linking clients with the health care system
and helping them remain connected to the
health care system in ways that meet their
needs. The properties and dimensions of
staying connected reveal three primary as-
pects of connectedness:

1. The nurse attempts to establish and
maintain a connectedness to clients.

2. The nurse as broker establishes and
cultivates networks with other health
care providers in the community to
maintain connections with health care
facilities that can serve as sources for
client referrals.

3. Thenurse assists clients in establishing
and maintaining connections with pro-
viders in the health care system.*

One nurse’s explanation of her goal in car-
ing for homeless clients describes the core
of staying connected: “Our goal in the
project is to link people with the traditional
health care system. .. trying to make it as
easy for the homeless person as possible so
that they will then stay connected.”

The context of the third and fourth studies
was very different from the first two but like
them presented situations with potential for
conflicts and breakdowns in interactions be-
tween health care providers and clients and
their families. The third study investigated
the ways critical care nurses interacted with
clients and families during the process of
consenting to a DNR status.*647 Conflict
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Table 1. Studies used to generate the grounded theory of culture brokering

Contribution to theory

are making decisions
about DNR status*647

Study 4 (Oncology Nurse/

DNR Status Study): To

describe oncology nurses’
interactions with patients

and families who are
making decisions about
DNR status*®

Interviews with 21
nurses practicing in
oncology settings
(all white; 19
female, 2 male)

Semistructured
formal interviews
audiotaped and
transcribed
(1992-1993)

Study purpose Sample Data collection development

Study 1 (Migrant Thirteen primary Participant The initial culture
Farmworker Study): To clinic staff— observation (field brokering theoretical
investigate the ways nurses, physicians, notes). Informal model was developed
migrant farmworkers gain outreach workers, and formal consisting of
access to and use health drivers (8 white, 3 semistructured intervening conditions
care and the ways staff black, 2 Hispanic; interviews, and three stages with
facilitate care at primary 12 female, 1 male) transcribed from a feedback loop.
health care centers for and 31 migrant notes (1986—
migrants344 farmworkers 1988)

interviewed (19
black, 6 white, 6
Hispanic; 24 male,
7 female)

Study 2 (Homeless Health Interviews with 11 Participant A core category
Care Study): To investi- staff members at observation in emerged: staying
gate the ways homeless nurse-managed shelter clinics connected. The
people gain access to and shelter clinics (9 (field notes). culture brokering
use health care and the white, 2 black; all Informal and theory was refined,
ways staff at nurse- female). Interviews formal particularly the
managed shelter clinics with 21 homeless semistructured theoretical definitions
facilitate care? persons (10 black, interviews of the intervening

7 white, 2 Native audiotaped and conditions and the
American, 2 transcribed links between
Hispanic; 18 males, (1991) concepts.

3 females)

Study 3 (Critical Care Nurse Interviews with 22 Semistructured The core categories of
Do-Not-Resuscitate critical care nurses formal interviews conflict and consent-
[DNR] Status Study): To (all white; 21 audiotaped and ing to DNR emerged.
describe critical care female, 1 male) transcribed The concepts of
nurses’ interactions with (1991-1992) conflict and break-
patients and families who down in brokering

situations were further
developed, and the
theoretical definitions
of the intervention
strategies were
refined.

Concepts and links
between the interven-
ing conditions and the
stages of brokering
were refined.




was a major category in this study, and the
critical care nurses’ descriptions provided
rich data on the ways these professionals
ameliorated or prevented conflict situations
during the consent process. The results of
this study helped to further refine conflict
and breakdowns in the brokering process
and expanded the description of the inter-
vention strategies in stage 2. This refine-
ment was an important juncture in describ-
ing what goes on in conflict situations in
health care interactions.

The fourth study was similar to the third
but used a sample of nurses practicing in
oncology settings.*® This study helped to
further define the links between the inter-
vening conditions of diagnosis, timing, and
communication and the stages of the broker-
ing theory.

Recently, data from the four studies have
been reanalyzed to further saturate the cat-
egories and strengthen the links between
categories. This reanalysis reflects the itera-
tive nature of grounded theory. Although
not specifically described by Glaser and
Strauss,® the reanalysis of data is reflective
of the constant comparative method of
grounded theory analysis. For instance,
staying connected was identified as a core
category in the second study. Nurses caring
for clients who were homeless described the
importance of connectedness and links be-
tween clients and health care providers. Af-
ter this core category (staying connected)
emerged in the second study, the data in the
first study were reviewed to look for inci-
dents of this category. Data from the first
study that were relevant in further refining
this category were reanalyzed. A reanalysis
of data from the migrant farmworker study
yielded many incidents of staying con-
nected. The ways nurses in the rural farm-
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worker clinics intervened to help migrant
farmworkers stay connected to the health
care system were compared and contrasted
with the ways of nurses in the urban shelter
clinics.

For instance, when migrant farmworker
children needed to be referred to a special-
ist, the farmworker family had to travel to
the nearest city, which was 40 to 50 miles
away. Consequently, transportation and the
cost of transportation became economic is-
sues that had an impact on the brokering
process. The economic cost also meant that
one or both parents would lose a day’s pay
in taking the child to the specialist. The
nurse coordinator needed to find transporta-
tion to the city that was economical and
minimized the amount of time the farm-
workers were away from their work. Trans-
portation was less of a problem in the urban
shelter clinics serving homeless people.
More transportation options were present in
the city, and the shelters were relatively
close to major health care institutions. By
addressing these contingencies in each set-
ting, the properties and dimensions of stay-
ing connected were refined. Ultimately, the
categories in the culture brokering theory
were developed to include variation within
each category, making the theory applicable
to a wider range of possibilities without be-
ing so broadly defined as to be ineffectual as
a middle-range practice theory.

Product—Culture brokering theory

In the theory of culture brokering (Fig 1),
the intervening conditions are inextricably
linked to the stages of brokering. In some
situations, an intervening condition facili-
tates brokering; at other times the same con-
dition hampers the brokering process. In
many situations the intervening conditions
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influence each other. For instance, the medi-
cal diagnosis of the client can cause conflict
in gaining access to health care, especially if
the treatment for the diagnosis is costly and
the client does not have health insurance. At
other times, the diagnosis almost assures
that the client will get appropriate health
care and eventually assistance through a
federal health insurance program. One such
condition is pregnancy. The “diagnosis” of
pregnancy influences and is positively in-
fluenced by the political arena. In the past
several years, significant increases in fed-
eral funds have been available to agencies to
provide prenatal care to women regardless
of their ability to pay.

On the other hand, it can be extremely dif-
ficult for clients to access the mental health
system or substance abuse programs, espe-
cially if they are homeless. Economic and
political conditions prevent the develop-
ment of adequate numbers of treatment fa-
cilities to provide care for substance abuse
problems. In addition, because of stigma at-
tached to the label “homeless” by some
health care providers, homeless persons
have often been put at the bottom of the list
for admission to substance abuse programs.

Two very important intervening condi-
tions in the culture brokering model are cul-
tural background (which includes ethnicity)
and culture sensitivity. Stigma was also
linked to cultural background of the patient.
For instance, migrant farmworkers and
homeless persons whose ethnicity (black,

Two very important intervening
conditions in the culture brokering
model are cultural background and
culture sensitivity.

Hispanic, Native American) was different
from mainstream society often encountered
the double stigma of the labels “homeless”
or “migrant farmworker” plus the stigma as-
sociated with minority status. The nurse-as-
broker needed to assess the degree of stig-
matization to mediate or advocate for the
patient, when necessary, to effect culturally
relevant health care. Culture sensitivity en-
abled the nurse-as-broker to be aware of and
sensitive to the needs of culturally diverse
patients. When there was lack of culture
sensitivity on the part of providers, there
was an increased risk of conflict or break-
down in the health care encounter.

In stage 1 of the culture brokering theory,
nurses assess the impact of conflict and
breakdowns in interactions in the health
care encounter. Conflict or breakdown in a
health care interaction is an antecedent to
culture brokering, but assessment of the
conflict is also a part of the brokering proc-
ess. In addition to assessing conflict, in
stage 1 the nurse also assesses the impact of
the intervening conditions that may facili-
tate or impede the resolution of conflict.

Conflict emerges in many different forms
in the four studies and becomes an impor-
tant element that mandates the use of the in-
tervention strategies in stage 2. In the mi-
grant farmworker study, conflict occurred
when farmworkers tried to access health
care autonomously when they did not have
health insurance, and hospital emergency
departments were hesitant to provide care
because the migrants were viewed as an
economic liability. Conflict in the homeless
setting also emerged in access to and use of
health care, because many homeless persons
also do not have health insurance. Conflict
situations in both of these settings emerged
as a result of the stigma attached by health



care providers to the label “migrant farm-
worker” or “homeless person.” Conflict is-
sues likewise arose in these settings when
there were differences in values, beliefs, and
behaviors between providers and clients
concerning the appropriateness and feasibil-
ity of treatment plans. For instance, it is dif-
ficult for migrant farmworker clients to
obey directives to rest for even short periods
of time when they perceive that they are
able to work in the field; losing a day’s work
means losing a day’s pay and taking food
from the family table.

Conflict situations that emerged in the
critical care nurse and oncology nurse DNR
status studies frequently involved differ-
ences in values and beliefs about the mean-
ing of DNR status. The conflict is both
intrapersonal and interpersonal. Intraper-
sonal conflict occurs when clients, families,
or staff cannot come to terms with the ap-
propriateness of a DNR status. It takes time
for patients and families to come to terms
with the patient’s illness, and if they cannot,
they very often refuse to consent to a DNR
status. Interpersonal conflict takes place
when patients, families, and staff come to
different conclusions about the appropriate-
ness of a DNR status for the patient. Usually
staff believe that a DNR status is in the best
interests of the patient and disagree with the
patient or family members making the deci-
sion not to consent.

Breakdowns in the health care interaction
are usually less serious than conflict. Never-
theless, breakdowns, if left unresolved, can
lead to conflict and termination of health
care for the patient. There were breakdowns
in communication in each of the four studies,
but the types of breakdowns were different
across studies. In the migrant farmworker
study, intercultural communication break-
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downs were frequently identified. In the
DNR studies, breakdowns in communica-
tion occurred as a result of the stress of cli-
ents and family members and the complexity
of the meanings of DNR status consents.

In stage 2, the nurses establish rapport
with clients that fosters connections be-
tween the health care professionals and the
client. In this stage the nurses also network
to establish links with personnel in their
own or other health care facilities. Many
strategies are used by the nurses during
stage 2 to prevent or ameliorate conflict
situations and to facilitate links and help
their clients stay connected to the health
care system. The nurses’ descriptions re-
peatedly confirm their attempts to connect
their clients to the health care system
through the strategies of negotiating, inter-
vening, advocating, and networking.

In stage 3, outcome, two properties
emerge. Either conflicts and barriers are re-
solved, or there is continued conflict and
breakdown. When the conflict is not re-
solved, the nurse attempts to come to a reso-
lution by reverting to stage 1 (further assess-
ment) or stage 2 (attempting different
strategies) to assist the client.

The highest tensions and potential for dis-
connectedness at critical junctures in access
and use of health care involve conflict situa-
tions and intervening conditions that im-
pede health care. The brokering interven-
tions used by the nurses who participated in
the four studies to facilitate the clients’ con-
nectedness to the health care system encom-
passed a holistic approach. In the presence
of conflict in an interaction between a health
care provider and client, someone must
ameliorate the conflict (facilitate the inter-
action) or effective health care will not take
place. The culture brokering theory is a heu-
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ristic theory that can guide nurses in assess-
ing and resolving conflict in health care in-
teractions. It is not possible within the limi-
tations of this article to fully describe each
category and all the links between catego-
ries. The article instead describes the evolu-
tion of the generation of the culture broker-
ing theory.

Much remains to be accomplished in de-
veloping the culture brokering theory. Any
middle-range theory grounded in everyday
life situations is context dependent in appli-
cation and dynamic and temporal in design.
Although all of the major concepts in the
theory have been described here based on
data from the four empirical studies, many
categories within the theory, including con-
flict across practice settings and networking
in varied practice settings, would benefit
from further concept synthesis. Additional
concept and statement synthesis can be ac-
complished by continued analysis of data
from the four completed studies, by con-
ducting additional studies, and by continued
review of the literature.

The intervening conditions and their links
to the stages of brokering need to be looked
at in relation to more varied client popula-
tions. It is anticipated that the number of in-
tervening conditions will increase as addi-
tional studies are conducted. For instance,
gender was not a strong influence on the fa-
cilitation of health care or the role of the
nurse-as-culture broker in the four studies
conducted so far. The lack of saturation of
the gender category may be due to the focus
of the data collection in the four studies. Fu-
ture studies should look more closely at
gender as an intervening condition in the

brokering theory. A doctoral student is pres-
ently using the culture brokering framework
to study lesbian help-seeking in relation to
female health risks and primary care pre-
vention. It is anticipated that this study will
illustrate gender, life style, and marginaliza-
tion as intervening conditions in the broker-
ing theory.

In the context of discovery and justifica-
tion,>4 the generation of theory occurs in
the context of discovery, whereas the evalu-
ation of theory takes place in the context of
justification. Chinn and Kramer? referred to
evaluation as critical reflection, or ascer-
taining how well the theory serves some
purpose. They provide a detailed guide for
critical reflection. The evaluation process
for the culture brokering theory has only be-
gun. Wider dissemination of the theory,
through publications in a variety of nursing
journals, will initiate discourse necessary to
critically reflect on the utility of the culture
brokering theory to nursing practice. This
discourse has already begun through pub-
lished accounts of the theory,*505! interpre-
tation of the theory and comments by
nurses,’23 and papers presented at national
conferences. Further discussion of the
meaning of culture brokering in relation to
advocacy in nursing practice is necessary.’!

If theory is to be useful for practice, theo-
rists must be concerned about how theory
relates to the practice arena. The use of
grounded theory as a method of generating
theory mandates that the investigator gather
data in a phenomenologic context from the
perspective of those who are experiencing
the phenomenon under study. The tenets of
the grounded theory method mandate that
attempts to describe or predict aspects of
nursing practice must be grounded in the
experiences of nurses.
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