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Supervisor: Dr. Deborah Thoun Northrup

ABSTRACT

The purpose of this research was to explore the experience of feeling understood
for five nurses with disabilities. Guided by Parse’s theory of human becoming, a
descriptive exploratory methodology was used to answer the research question: What is
the meaning of the experience of feeling understood for nurses with disabilities? A
process of analysis-synthesis revealed three research themes. When interpreted in the
language of the researcher and linked, the themes are: Acquiescence-non acquiescence of
shifting capabilities with prospects give rise to serenity-anguish while bonds of security-
insecurity surface with candour-concealment amid tentative assistance as buoyant
conviction wavers amid fervour with fright. When interpreted in the language of the
theory, feeling understood is conceptualized as: powering of imaging valuing amid
connecting-separating with revealing-concealing. Findings were then discussed in light of
relevant literature, and suggestions for nursing practice, education, research, and policy

were offered.

Supervisdr: Dr. Deborah Thoun Northrup (School of Nursing, Faculty of Human & Social
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Chapter 1- Introduction and Background

Research related to the phenomenon of concern of feeling understood for nurses
with disabilities is relevant and timely as health care organizations across Canada are
currently struggling with the compounding issues of recruitment, retention, financial
strain, and efficiency. To date, no research related to this phenomenon has been
conducted with nurses with disabilities. However, the Canadian Nursing Advisory
Committee (CNAC) (2002) reported that the incidence of absenteeism among nurses
because of injury and illness is eighty percent higher than the average statistic in .
Canada’s full-time labour force (Canadian Labour & Business Centre, 2002). Such
diverse issues of absenteeism, retention, occupational health, policy, or even the
complexity of disabilities are, however, not the primary focus of this research. Rather, it
is the experiences of nurses with disabilities and their perspectives of feeling understood
that comprise this research inquiry.

With increasing absenteeism and disability, numerous authors (McLeod & Spée,
2003; Mitchell, 2001; Wharf & McKenzie, 1998) suggest that policy may provide
capacity to be responsive to the experiences of individuals when developed with more
involvement from practitioners and service users. While policy is not an end in and of
itself (Cheek & Gibson, 1997), it may provide a framework of opportunity through which
individuals’ experiences can be acknowledged. Significantly, there is virtually no
evidence of participation in policy development from nurses with disabilities (B.C.
Government & Service Employers’ Union, 2002; “B.C. Government to Disband”, 2002;
B.C. Huﬁwn Rights Commission, 1998, 2000; Human Rights Research & Education
Centre, 2004; Joanis, 2001; Revised Statutes of British Columbia, 1996; The B.C. Human
Rights Coalition, 2003). However, when informed by a different understanding of the
experiences of nurses with disabilities, health professionals who practice with this
population may choose to prepare job sites, recruit, and retain nurses in different ways; in
short, they may participate in different policy decisions. With new understanding,
policies that honour and reflect the experiences of nurses with disabilities may be enacted
and developed. Such an evolution may considerably affect future directions in health care

policy development.



Honouring the experiences of people is a needed shift in health care, nursing
practice, and development of policy (McLeod & Spée, 2003; Mitchell, 2001). A lack of
understanding related to human experience has perpetuated the tendency toward
objectification of individuals with disabilities. Traditionally, such objectification in
practice is embedded in the dominant bio-medical model of health care delivery, within
goals of efficiency and effectiveness, and sustained by societal and cultural influences.
However, when human experiences are included, the continuous dynamic dialogue
between nursing practice, theory, knowledge, and policy can broaden.

For most persons, feeling understood is an experience that brings a sense of
comfort and belonging. A greater understanding of the phenomenon of feeling
understood may enhance insight about other experiences such as quality of life and work
satisfaction for nurses with disabilities. Further, Jonas-Simpson (1998, 2001) suggested
that new knowledge of feeling understood “may create a transformational shift in
knowing and provide nurses with insights for new possibilities in being with persons and

families in the nurse-person process” (2001, p. 229).

The specific phenomenon of concern in this nursing study is the human health
experience of feeling understood. This study differentiates between feeling understood
and being understood, a distinction that was not generally recognized or discussed within
the body of literature on this topic. Rather, the literature frequently used the term feeling
understood interchangeably with being understood. The phrase “not feeling understood”
was also used synonymously in the literature with not being understood, feeling
misunderstood, or being misunderstood (Abrams, 1988; Allen & Thompson, 1984; Baker
& Daigle, 2000; Black, 1991; Carlson, Ottenbreit, St. Pierre & Bultz, 2001; Carroll et al.,
2000; D’Avanzo, 1992; Feitel, 1968; Gray et al., 1999; Gray, Fitch, Davis & Phillips,
1997; Howell, 1998; Jan & Smith, 1998; Jonas-Simpson, 1998, 2001; Murray, Holmes,
Bellavia, Griffin & Dolderman, 2002; Peltz, 1992; Pocock, 1997; Reis & Shaver, 1988;
Stallard, Velleman & Baldwin, 2001; Sullins, 1992; van der Kolk, 2002, Van Kaam,
1958).

In Jonas-Simpson’s (1998, 2001) phenomenological inquiry of feeling
understood, she considered her participants’ relationships with others who “understood”,

“were understanding”, or “were not understanding”. Jonas-Simpson’s distinction of the



phenomenon of concern differs from this study in the sense that feeling understood is not
considered to be the same as understanding or being understood. In this study the
phenomenon of concern is regarded from the person’s articulation of her/his perspective
of feeling understood by others or her/his self. The concept of being understood or
engaging with those who understand implies that the other person may correctly, rightly,
or accurately interpret what you are saying. Such conceptualization is epistemologically
rooted in an objective view of what constitutes knowledge and lived experiences. It is
inconsistent with the human science perspective underpinning this study and further
developed later, that dissolves the objective-subjective duality into a view of persons as
indivisible.

Moncrieff (1999) also discussed feeling understood as having “accurate insight
into the person’s rationale for choices” (p. 61). Conversely, in the conceptualization of
feeling understood purported in this study, the focus is on the individual and her/his
perception of feeling understood rather than on another person’s correct or incorrect
interpretations. Dickson (1991) also made a distinction between feeling understood and
being understood. He explained that he chose to study feeling understood as opposed to
being understood because, “ ‘being understood’ seemed to imply an objective state, one
determined by looking from the outside. I can ‘be” understood without realizing it” (p.
48). Dickson’s discussion of the phenomenon of concern closely aligns with the
conceptualization of feeling understood in this research. Thus, in this study, the research
question is, What is the meaning of the experience of feeling understood for nurses with

disabilities?

Why is this Research Important to me?

I have discovered that personal experiences of nurses with disabilities are
significant from first hand experience with the topic; I am a nurse with a disability.
Although I have not chosen my own personal experiences as the focus of this study, they
bear heavily on my insights related to the phenomenon of feeling understood. Therefore,
I purport the disbelief in value-free research (Denzin & Lincoln, 2000), recognizing that I
am approaching this topic as an “insider” (Creswell, 1998) informed by my own values. I

agree with Creswell that researchers bring their biases and values to a project. When it



comes to Creswell’s view that there is not room for insiders to research areas in which
they have a vested interest, I disagree. I believe that the only way in which I can (first)
approach the world, other people, and my work in nursing research, is through my own
personal beliefs, experiences, and understandings. Therefore, infinite room is available
for researchers to study areas in which they are deeply involved. For it is only as insiders
that we know the universe. This view is consistent with the indivisible ontology and
interpretive epistemology that underpins this study and shall be discussed in other
sections of my study.

Society, culture, politics, and stigma, all features of our world, add to the
complexity of disability. Nursing practices, including the practices of nurses with
disabilities, are also affected by such influences. As a nurse who has cared for persons
with disabilities (Linton, 1998), a colleague who has worked with other nurses who have
disabilities, and a nurse who has an invisible disability, I have experienced frustration
with co-staff, as well as with myself, when work has been slowed because “normal” work
processes and speed have been interrupted. With political, economic, and organizational
goals of efficiency incorporated within the majority of clinical settings (Armstrong et al.,
2002; Campbell, 2000; Fuller, 1998), a common belief is that disability disrupts
productivity. I have also experienced disappointment caring for individuals with
disabilities because their altered abilities could not be “fixed” or “cured”.

Ironically, I have experienced this frustration even though I also live with a
disability. 1 am aware of my personal prejudice towards people with disabilities. I fear
being labeled as “one of them”; yet, consider myself a part of this community. My
personal choices have frequently been disregarded when my care has been planned by
health care professionals. Yet, I have also done the same to my patients. This discrepancy
in my life has alerted me to the obligation for nurses in practice, including myself, to
honour individuals as they express the meaning of their experiences and make choices
that will inform and direct their care.

In early consideration of this thesis topic, many nurse colleagues encouraged me
to use autoethnographic, narrative, or autobiographic methodologies because of my
personal experiences, or to use phenomenology to specifically address the essence of

individuals’ lived experiences. I gave these options considerable thought and even began



studying one method in particular. However, it was my decision to write with the intent
of contributing to nursing science that led me to ascribe to nursing’s theoretical
underpinnings and subsequently to the methodology chosen for this study. The
methodologies identified above would not contain ontological, epistemological, or
theoretical congruence with a nursing science perspective within an indivisible
multidimensional reality (see Principle 1 in Parse, 1981, 1987, 1998).

In initial formulation of this study, I discovered that the experiences of individuals
with disabilities were rarely explored in scholarly literature. Studies of individuals’
experiences of receiving assistance (Lillesto, 1997; Morris, 1995) contended that health
care personnel focussed on the aspect of an individual that is disabled alone, neglecting to
address them as whole individuals. Participants in Lillesto’s and Morris’ studies reported
feelings of violation, lack of control regarding choice over required assistance,
humiliation, embarrassment, and “feeling misunderstood”. This finding identifies that a
shift is needed with regard to the education of health care professionals. Sadly, many
health care professionals, including nurses, do not even realize that the receiver of their
care may perceive their actions as a violation because education in the biomedical culture
has routinized daily actions, which in turn have been internalized by health care
professionals.

During early consideration of this study, I initially only found three studies that
examined the experiences of nurses with disabilities (Brewer & Nelms, 1998; Kimpson,
1995; Pohl & Winland-Brown, 1992). These articles discussed nurses’ similar reports of
financial stress, organizational influences, illness, and challenges in their quality of life
and work. First, Pohl and Winland-Brown explored how nurse administrators could
create caring environments for nurses to return to work. While the authors’
recommendations were consistent with their organization’s goals of recruitment and
retention, their suggestions were not consistent with their stated obligation to address
issues of betterment or quality of life for the nurses involved. Second, Kimpson wrote
autobiographically in consideration of organizational influences, as she assessed power,
representation, and authorship in relation to her personal experiences of feeling that the
academy did not value her experiential learning as a nurse with a chronic illness returning

to university. And third, Brewer and Nelms conducted a phenomenological study that



described recovering nurses’ experiences of living with the negative label, “impaired”,

and the consequences of this on their employment, their relationships, and their lives.

When I read these articles, it was the disability aspect of this study that
intimidated me because I knew virtually nothing of the disability movement, literature, or
politics outside of my own experiences. I also recognized that I did not like to be labeled
or referred to as “disabled” despite the fact that the university, government, and my
health care providers clearly guided me within this categorization. Wendell’s (1996)
writing informed me that I was not alone in my personal struggles of being labeled as
disabled. Wendell analyzed the complexities of defining who is disabled, cognizant that
definitions are powerful rules that impact social policies, political groups, org‘anizational
forms, stereotypes, and ultimately impact individuals with disabilities, creating both
positive and negative consequences. She further noted that there is a pragmatic need for
definitions but that defining people for administrative purposes to meet organizational
requirements objectifies their experience and “deforms” their lives. After reading
Wendell, I began to ponder the contribution that health professionals in practice could
make to the quality of life for nurses with disabilities if they were cognizant of nurses’
experiences, specifically that of feeling understood (Jonas-Simpson, 1998, 2001).

Initial literature searches revealed the paucity of research on the lived experiences
of nurses with disabilities. Thus, I expanded my search to consider the population of
nurses with disabilities. Three main categories within this population were identified and
they included:

#1. nurse recruitment and retention (Agnew, 2000; “Back Injury”, 2002; Canadian
Nursing Advisory Committee, 2002; Cornwall, 2003; Colella, DeNisi & Varma,
1997; Dinsdale, 2000; “Exclusion Zones”, 1995; Hernandez & Keys, 2000; Maheady,
2004; Nemeth, 1995; “Occupational Safety”, 2002; Ponak & Morris, 1998; Porter,
2004; Restifo, 2001; “Safety to Practice”, 2003; Sloane, 1998a, 1998b; Smith, 1992;
Tammelleo, 1993; Thomas, 2000; Tuttas, 2002; Wallis, 2004; Winland-Brown &
Pohl, 1990),

#2. nurses with substance use (Beckstead, 2002; Brewer & Nelms, 1998; Chiu & Wilson,
1996; Champagne, Havens & Swenson, 1987; Finke, Williams & Stanley, 1996;
Green, 1984; Hood & Duphorne, 1995; Hutchinson, 1987; Jensen, 1996; Lillibridge,



Cox & Cross, 2002; Penny, 1986; Smardon, 1998; Swenson, Havens & Champagne,
1987a, 1987b, 1989; “The Indiana State”, 2003; Torkelson, Anderson & McDaniel,
1996; Trinkoff, Eaton & Anthony, 1991; Wennerstrom & Rooda, 1996; West, 2003;
Wheeler, 1992), and

#3. nursing students with disabilities (Arndt, 2004; Carroll, 2004; Champagne, Havens &
Swenson, 1984; Christensen, 1998; Colon, 1997; Helms & Weiler, 1993; Konur,
2002; Letizia, 1995; Magilvy & Mitchell, 1995; Maheady, 1999; Marks, 2000;
Moore, 2004; Mueller, 1997; Murphy & Brennan, 1998; Persaud & Leedom, 2002;
Selekman, 2002; Sowers & Smith, 2002, 2004a, 2004b; Watson, 1995; Weatherby &
Moran, 1989; Wood, 1998).

These bodies of literature are reviewed thoroughly in chapter four of this study.

Why is this Topic Important to Nursing Science?

Through the study of the human experience of feeling understood, located within
a basic human science nursing theory, I intend to make a contribution to nursing
knowledge. 1 did not use theoretical concepts from other disciplines to guide my masters
in nursing, policy and practice thesis. Rather, I created it as a nursing study. As
Schoenhofer (1993) explained, “nurse scholars ... have the social responsibility for
developing knowledge of the content of the discipline of nursing, and practitioners of
nursing have a similar responsibility to base their service on knowledge of the discipline”
(p. 60). However, many nurses and nurse scholars are unclear about what constitutes
knowledge within the discipline.

Within nursing discourse, distinction has been made between nursing as a basic or
applied science (Cody, 1995; Cody & Mitchell, 1992; Donaldson & Crowley, 1978;
Johnson, 1991; Oldnall, 1995). Many scholars and nurses support nursing as an applied
science (Packard & Polifroni, 1999; Polifroni & Welch, 1999), thereby drawing on other
disciplines, such as sociology, economics, and education, as a means to guide its
research, practice, philosophy, frameworks, et cetera. When considered an applied
science, nursing does not define for itself a “phenomenon of concern”, that is,
phenomenon related to nursing’s epistemic foci (Kim, 1997). Rather, nursing’s foci of

concern are delineated by other disciplines. Historically, nursing began as an applied



science. Monks, nuns, and nurturers drew on religious inspiration, traditional healing
practices, and early bio-medical knowledge. But with nursing’s articulation of its specific
phenomenon of concern in the mid to late twentieth century, basic nursing science began
generating original knowledge specifically in alignment with its phenomenon of concern
(Barrett, 1992, 2002; Fawcett, 2001; Northrup, 1992).

Distinction between nursing as an applied (academic) science and as a basic
(academic) science rests primarily in acceptance or rejection of study that contributes to
the discipline’s phenomenon of concern. The term phenomenon of concern is referred to
directly by Parse (1997a) as “the core focus of a discipline [that] is stated at a
philosophical level of abstraction so as to encompass all manifestations of the
phenomenon with the discipline” (p. 74). Recognition of nursing’s phenomenon of -
concern provides a unique field of inquiry further clarifying nursing as a discipline,
“characterized by a unique perspective, a distinct way of viewing all phenomena, which
ultimately defines the limits and nature of its inquiry” (Donaldson & Crowley, 1978, p.
113).

Parse defines nursing’s central phenomenon of concern as person-universe-health
(Parse, 1992). She explains, “of particular interest is the wholeness or health of human
beings, recognizing that they are in continuous interaction with their environments”
(Fawcett, 1993a, p. 152). However, other nurse theorists identify the discipline’s
distinguishing phenomenon of concern quite differently depending upon their
epistemological and ontological perspectives. For example, some theorists and nurses
include the concept of “nursing” within the phenomena of concern (Fawcett, 1984, 1997).
Yet this inclusion brings debate as to whether or not study of nursing is tautological, as
Conway (as cited in Fawcett, 1993a) explains, “nursing represents the discipline or the
profession and is not an appropriate metaparadigm concept” (p. 3).

Parse’s articulation of person-universe-health is explicitly advanced as nursing’s
phendmenon of concern and nursing science as a distinct body of knowledge in this
study. The specific focus of inquiry in this research was the experience of feeling |
understood. The phenomenon of feeling understood is important to the discipline of
nursing because feeling understood involves a process of living one’s values as one

chooses among options in life. Living one’s values is health from Parse’s perspective.
g



Deeper understanding and knowledge regarding feeling understood may then provide
insight into lived experiences and ways in which we appreciate, comprehend, and co-
create reality.

This study of feeling understood is guided by a basic science nursing theory.
Within nursing science, the field of nursing has been organized into various paradigms
(Fawcett, 1993a. 1993b; Hall, 1981; Huch, 1995; Newman, 1992, 1997; Parse, 1981,
1987). A paradigm, also referred to by Parse (1997a) as a worldview, “organizes ideas,
perspectives and systems for knowing about reality” (Kramer, 1997, p. 67). Cody (1997)
further explains that in relation to the discipline of nursing, a paradigm is a position
“from which one may construct a philosophical perspéctive of the phenomena of cbncern
to nursing” (p. 4). One articulation of nursing paradigms is posited by Parse as the
simultaneity and totality paradigms (Cody, 1995; Parse, 1987; Parse, Coyne & Smith,
1985).

Within the totality paradigm, a human being is “a biopsychosocioculturalspiritual
being who can be understood by studying the parts, yet is more than the sum of parts. The
person is separate from the changing environment, but interacts continuously with it”
(Barrett, 2002, p, 52). Currently, the totality paradigm is the dominant perspective,
grounded in the natural sciences. From this perspective, a person or aspects of a person
can be measured, reduced, manipulated, isolated, objectified, and controlled. Nursing,
from the totality paradigm, is advanced as an applied science (Benner, 1983; Cody, 1995;
Dreyfus & Dreyfus, 1996; Packard & Polifroni, 1999; Polifroni & Packard, 1999;
Schlotfeld, 1989; Visintainer, 1986).

Within the simultanéity paradigm a human is an open being who is greater than
and different from the sum of parts, interacting reciprocally and simultaneously with the
world, where health is an unfolding experienced process (Cody, 1995, 1999; Parse,
1987). Viewed as an indivisible or an irreducible whole (Parse, 2002), the human is
further considered “an indivisible being recognized through patterns” (Parse, 1998, p. 4).
The simultaneity paradigm is situated within a human science perspective (Parse, 1981),
a term frequently used in nursing literature, but rarely defined or discussed. Nursing,

from this paradigm, is conceptualized as a basic human science (Parse, 1998).
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Numerous authors concur that generation of knowledge located within the totality
and simultaneity perspectives constitutes nursing knowledge, or more clearly, knowledge
of rather than knowledge for or about nursing (Barrett, 1992, 2002; Benner, 1983;
Dreyfus & Dreyfus, 1996; Fawcett, 2001; Northrup, 1992; Packard & Polifroni, 1999;
Parse, 1996b; Polifroni & Packard, 1999; Schlotfeld, 1989; Visintainer, 1986). Indeed,
Cody (1994) argues that “research using the theory base of another discipline contributes
to the theory base of that discipline, not nursing’s” (p. 99). Further, he suggests that it is
the “nurse’s ethical responsibility to utilize the knowledge base of her or his discipline”
(1997, p. 4). This knowledge base includes both nursing and non-nursing science since
the discipline “encompasses all that nursing is and all that nurses do, overlaps with other
disciplines, and is more than the theory and research base. The discipline of nursing
requires knowledge and methods other than nursing science ...” (Cody, as cited in Daly
et al., 1997, p. 12). While the discipline of nursing is greater than its science (Cody, 1997,
Northrup et al., 2004), nursing knowledge, generated within the totality and simultaneity
perspectives, will broaden when nurses are rooted in nursing theory for the maturation of
its science (Huch, 2001). Nursing science has the opportunity to expand when nurses are
educated within their own specialized body of knowledge, providing further direction for
graduate students and scholars to advance the complex discipline of nursing itself.

Parse’s theory of human becoming is the theory chosen to guide this study of
feeling understood. This basic nursing theory was chosen because it provided new insight
and language that reflected many of my own values and beliefs. My hope is that
knowledge creation from this research may contribute to nursing science, expand
knowledge related to feeling understood, and advance the development and
implementation of policies. It is my contention that the findings of this study have broad
appeal to a diverse range of persons associated with disabilities. These include persons
living with disabilities, health professionals in practice with persons living with
disabilities or with colleagues who have disabilities, and administrators in a number of
realms including nursing, education, legislation, human resources, professional
bodies/union, and health care policy development and implementation. In the following

chapter, the theoretical nursing perspective that underpins this study is further explored.
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Chapter 2 - Theoretical Nursing Perspective

Nursing as a Human Science

Human science has emerged in the world of science as significantly dissimilar to
the dominant ideology associated with the traditional form of scientific inquiry, the
natural sciences. In health, and specifically nursing, there is significant resistance to
accepting an alternative to a natural science medical model. The term human science is
widely used in nursing literature; however, definitions vary lending to both confusion and
suspicion of the human science paradigm.

The natural science tradition (aligned with the totality paradigm in nursing) is
situated in a positivistic perspective that assumes “the natural world has an independent
existence which is governed by laws discovered by research” (Oldnall, 1995, p. 608). In
the natural sciences explanations regarding “human meanings and behaviour are used to
manipulate people — to alter their views, their will, and their actions — and this clearly
poses a serious threat to the practices of honouring human freedom and respective human
dignity” (Cody & Mitchell, 2002, p. 8). However, society in general refers to this linear
and causal perspective as logical or rational because a natural science perspective has
been accepted as the order of humanity.

The overarching epistemology of the natural sciences is an object—subject duality,
postulating that “objective observation and measurement lead to truth” (Cody & Mitchell,
2002, p. 11). A subjective or personal stance is considered as something to be mastered
and controlled, and with regards to research, to be completely separated so as to not
affect the objective data. Many practitioners, quantitative and qualitative researchers, and
scholars in nursing engage in practice from this paradigm. Some have chosen the natural
science perspective purposefully whereas others do so unwittingly because it is the
acceptable discourse in the world around them.

One of the features that differs across the natural and human science paradigms
“is the value placed on subjective data versus objective data, with obvious implications
for the type of research deemed most valuable with each” (Malinski, 2002, p. 15). Human
science is pre-dominantly concemned with explicating truths about language and the

human world (Cody & Mitchell, 2002). The human science belief system supports and
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values an understanding of “life as it is humanly lived” (Cody & Mitchell, 1992, p. 54),
human freedom, dignity, multidimensionality, and illumination (Cody & Mitchell, 1992,
2002). Harmonizing with the human science paradigm in nursing shifts the object-subject
duality to a position that incorporates both subject and object into “a unitary perspective
that values whole persons and the whole of human experience as the proper concerns of
nursing science” (Cody & Mitchell, 2002, p. 11).

Human science dates back to Vico and Dilthey, the first philosophers to challenge
the assumptions of the natural sciences. Vico was the first person to differentiate between
natural and human science subsequent to scientific achievements by Galileo, Newton,
and other scientists and philosophers such as Descartes in the 17" century (Cody &
Mitchell, 2002). From the perspective of the latter group of scientists, scientific inquiry
was firmly establishing empiricism broadly, and rationalism more specifically, situating
the natural sciences as the predominant modes of pursuing scientific knowledge.
Although this philosophical view of science was still in conception in the 17™ century, it
firmly remains to this day as the benchmark of Western thought (Northrup, 2003).
However, Vico offered a diverging philosophical view of science and knowledge. Dating
back to Vico’s publications 250 years ago, the primary goal of incorporating the human
science perspective is to understand the meaning of life and what being human
represents, for the benefit of humankind (Cody & Mitchell, 2002; Parse, 1998).

The philosopher Dilthey continued Vico’s work with human science into the 18"
century. Parse (2001a) cites Dilthey’s explanation that the human sciences

illuminate meanings, values, and relationships to gain understanding of human
experiences. The ontological base of a research tradition that focuses on discovering
the meaning of humanly lived phenomena is acausal, reflecting the idea that
humans cocreate experiences in mutual process with the universe. (p. 2)
Mitchell and Cody (1992) further explain that Dilthey purported creation of concepts,
methods, and theories distinct from the natural sciences and aligning with the human
science perspective.

The discipline of nursing has taken up the human science perspective in varying

ways. Some nurse theorists (Newman, 1992, 1997; Parse, 1981, 1998; Rogers, 1992)

have followed Dilthey’s suggestion and designed concepts, methods, and theories in

agreement with a human science perspective. Cody and Mitchell (2002) stated that the
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human science tradition “provides a basis for methods of research and practice for a
sizeable minority of scholars in nursing” (p. 4). The use of human science nursing in
practice facilitates learning to “care for people in a context in which a primary value is
honouring and upholding individuals’ and groups’ rights to think, feel, and act out of
their own lived experiences in relation to health and quality of life” (Cody & Mitchell,
2002, p. 8). Whereas some nurses use the term “human science” in collaboration with a
distinct nursing research method, others use it as a broad term referring to disciplines that
focus on human beings, such as psychology, biology, and anthropology (Cody &
Mitchell, 1992).

Parse’s theory of human becoming is grounded in a human science perspective
and is consistent with the philosophical foundation of this paradigm on an ontological,
epistemological, and methodological level (Malinski, 2002). The following table
(Mitchell & Cody, 1992, p. 56) clearly articulates both ontological and epistemological
features of the human science paradigm. Mitchell and Cody drew upon works by Dilthey
and Giorgi to create this synopsis.

The tradition of human science in nursing has grown in the last decade, but so has
resistance. While health disciplines, including medicine, “are turning to the study of lived
experience, nursing on the whole may be turning away” (Cody & Mitchell, 2002, p. 4).
Much of nursing remains grounded in scientific realism and as a result, education
regarding and exposure to the human sciences is generally ignored. Tolerance of human
science nursing is limited and is “largely excluded from the greater portion of funding,
policy decision, curriculum, and practice in healthcare organizations” (Cody & Mitchell,
2002, p. 7). In such circumstances, nurses will face growing challenges to practice
according to a human science paradigm where the dominant natural science perspective
governs (Cody & Mitchell, 2002; McLeod & Spée, 2003; Mitchell, 2001). Cody &
Mitchell purport that “human science nursing only happens when individual nurses
choose to make a commitment and then choose to act accordingly” (2002, p. 11).
However, the process of learning and practicing human science nursing take years of
learning and mentorship and is often challenged by a health care system which operates
from a natural science philosophy of care. It may be too easy to suggest that one may

choose the perspective and simply live accordingly.
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Ontology and Epistemology of the Human Science Paradigm

Ontology

* Human beings are unitary wholes
in continuous interrelationship with
their dynamic, temporal, historical,
cultural worlds.

* Human experience is preeminent
and fundamental and reality is the
whole complex of what is
experienced and elaborated in
thinking, feeling, and willing.

* Human beings are intentional,
free-willed beings who actively
participate in life continuously.

* The researcher is inextricably
involved with any phenomenon
investigated.

Epistemology

* Research and practice focus on
the coherent experience of the
person’s meanings, relations,
values, patterns, and themes.

» Lived experience is the basic
empirical datum, as gleaned from
the participant’s description free of
comparison to objective realities or
predefined norms.

* The person’s coparticipation in
generating knowledge of lived
experience is respected, and no
more fundamental reference than
what is disclosed by the person is

sought.

* The researcher seeks knowledge
and understanding of lived
experience and is cognizant of the
other’s lived reality as a unitary
whole.

(Mitchell & Cody, 1992, p. 56)

Historical Snapshot of Parse’s Theory of Human Becoming

In 1981 Rosemarie Rizzo Parse’s theory was introduced as Man-living-health: A

theorjz of nursing. This theory was published at a time when nursing was emerging as a

scientific discipline with formalized theories and models, articulating its phenomenon of

concern, and therefore, propelling nursing as a basic science. Parse predominantly drew

on works by Heidegger, Merleau-Ponty, Sartre, and Rogers in the development of the

ontology of her theory (Parse, 1998). In 1987 Parse developed practice and research

methodologies consistent with the theory. The title of Parse’s theory was renamed in

1992 as the theory of human becoming when the 1990 dictionary definition of “man” no
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longer referred to mankind. Parse’s articulation of nursing’s metaparadigm (or
phenomenon of concern) also reflected the change of terminology, therefore evolving
from man-living-health to the human-universe-health process. In 1998 Parse’s original
work as a nursing theory developed into a school of thought: “a theoretical point of view
held by a community of scholars” (Parse, 1997, p. 74).

Today, human becoming continues to provide “a framework to guide nurses and
others in research on lived experiences in practice that honours personal beliefs about
health and quality of life” (Parse, 1998, p. x). The significance of the theory is ensconced
within the human science perspective of how a person as an indivisible being experiences
health. Health is considered a lived experience, constantly in flux, and a co-creation with
others and the universe. Further, the individual is considered the expert on her/his health
(Parse, 1994a) and the goal of nursing is quality of life (Parse, 1992) as defined by the
person, not the nurse. The focus is on the individual’s participation and connectedness
with the universe in cocreating health. The person and universe, which includes other
people, cannot be separated, reflecting the indivisible nature of the human-universe-
health process.

Parse’s theory of human becoming contains specific assumptions, principles, and
concepts. These aspects will be identified and discussed along with Parse’s practice

methodolo gy and the theory’s internal consistency.

Assumptions

In human becoming, the assumptions are clearly articulated, providing the
foundation for the theory situated in the human sciences (Parse, 1998). The assumptions
address the human, becoming, and human becoming, “all written at a philosophical level
of discourse” (Parse, 1992, p. 37). The nine assumptions about the human and becoming
were créated from a synthesis of Roger’s science and principles from existential
phenomenology (Parse, 1992, 1998). These philosophical assumptions are intertwined
making it impossible to separate them (Fawcett, 1993a). The assumptions, along with the
principles, construct the specific ontology (philosophical assumptions and principles) of

Parse’s theory (Parse, 1998).
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The first four assumptions articulate “the human as an open being in mutual
process with the universe, cocreating patterns of relating with others” (Parse, 1992, p.
37). The folloWing five assumptions relating to becoming, articulate “health as a process
of becoming, experienced by the person, coconstituted through the human-universe
mutual process, and incarnated as patterns of relating value priorities” (Parse, 1992, p.
37).

The nine assumptions are as follows:

1. The human is coexisting while coconstituting rhythmical patterns with the
universe.

The human is an open being, freely choosing meaning in situation, bearing

responsibility for decisions.

The human is a living unity continuously conconstituting patterns of relating.

The human is transcending multidimensionally with the possibles.

Becoming is an open process, experienced by the human.

Becoming is a thythmically coconstituting human-universe process.

Becoming is the human’s pattern of relating value priorities.

Becoming is an intersubjective process of transcending with the possibles.

Becoming is human evolving. (Parse, 1999b, p. 5-6)

N
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These assumptions are then synthesized into three assumptions about human
becoming (Parse, 1985, 1998). They are:

1. Human becoming is freely choosing personal meaning in situation in the
intersubjective process of relating value priorities.

2. Human becoming is cocreating rhythmical patterns of relating in open process
with the universe.

3. Human becoming is cotranscending multidimensionally with the emerging
possibles. (Parse, 1999b, p. 6)

Principles

The principles in the theory of human becoming derive from the philosophical
assumptions and “incarnate the beliefs articulated in the assumptions” (Parse, 1992, p.
37). Similarly, they are written at a theoretical level of abstraction for the purpose of
theory creation (Parse, 1992, 1999a). Parse (1998) articulates that the term “theory”
specifically refers to the principles in human becoming. From the principles, three
dominant themes have emerged: meaning, rhythmicity, and co-transcendence (Parse,

1981, 1987, 1998). The principles are as follows:
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Principle 1. Structuring meaning multidimensionally is cocreating reality through
the languaging of valuing and imaging.

Principle 2. Cocreating rhythmical patterns of relating is living the paradoxical
unity of revealing-concealing and enabling-limiting while connecting-
separating.

Principle 3. Cotranscending with the possibles is powering unique ways of
originating in the process of transforming. (Parse, 1981, p. 69)

Concepts

As previously discussed, the main concept in this theoretical nursing perspective
is human becoming. However, the theory is rich with additional concepts that are
languaged in unique ways. These concepts will be discussed in relation to the three
principles listed above. Table two (Parse, 1981, p. 69) below further identifies the
relationship between principles, concepts, and theoretical structures of the theory of

human becoming.

Table 2.

Relationship of Principles, Concepts, and Theoretical Structures of Man-Living-Health

Principle 1: Structuring mean- Principle 2: Cocreating rhythmical patterns of Principle 3: Cotranscending
ing multidimensionally is co- relating is living the paradoxical unity of with the possibles is powering
creating reality through the revealing-concealing and enabling-limiting unique ways of originating in
fanguaging of valuing and while connecting-separating. the process of transforming.
imaging.

Originating

Enabling-limiting

¢

.

tmaging w Revealing-concealing
L\ L\

P°we'i£l

]

Connectingseparating Transforming

t anguaging - ~ <

Relationship of the concepts in the squares:  Powering is a way of revealing and concealing imaging.
Relationship of the concepts in the ovals: QOriginating is a manifestation of enabling and fimiting valuing.
Relationship of the concepts in the triangles:  Transforming unfolds in the languaging of connecting and separating.

(Parse, 1981, p. 69)
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Principle one

Principle one states, “structuring meaning multidimensionally is cocreating reality
through the languaging of valuing and imaging” (Parse, 1981, p. 42). The major theme of
principle one is meaning and it relates to both “the linguistic and imagined content of
something and the interpretation that one gives to something. It arises with the human-
universe process and refers to ultimate meaning or purpose in life and the meaning
moments of everyday living” (Parse, 1998, p. 29). A person constructs meaning or
significance by choosing options from the universe, similar to speaking and moving,
thereby displaying the beliefs that are lived both explicitly and tacitly at the same time
(Parse, 1992). Meanings also change continuously as an individual grows more complex
and as diverse images point to new values and expression through language. Principle
one addresses how a person constructs the meaning of her/his lived experiences in
multiple realms all-at-once, therefore cocreating reality (Pilkingon & Millar, 1999).
Principle one addresses three concepts: imaging, valuing, and languaging.

Imaging, the first concept of meaning, refers to personal knowing (Parse, 1992,
1998). Such knowledge exists at the explicit and tacit realms all-at-once and contributes
to the co-creation of reality (Parse, 1981, 1992, 1998). Parse suggests that personal
knowledge of reality is constructed through reflective-prereflective imaging, explicitly
and tacitly all-at-once (Parse, 1981, 1992, 1998). Whereas explicit knowing is logically
articulated and reflected upon critically, tacit knowing is prearticulate, prereflective, and
acritical (Parse, 1981, 1992, 1998). “Tacit knowing is quiet and vague and lies hidden
from reflective awareness, somewhat anonymous” (Parse, 1998, p. 36). Explicit and tacit
knowing continuously evolves as new experiences, found in the meaning moments of
day-to-day living, simultaneously reshape personal knowledge. Through imaging, an
individual pictures, symbolizes, or realizes experiences and events (Parse, 1981, 1992,
1998). Imaging may also entail aspects of personal questioning and searching for answers
in life (Parse, 1981). Another example Parse (1990b) offers is regarding imaging as
creative imagining, which is picturing “what a situation ‘might be like’ if lived in a
particular way” (Parse, 1990b, p. 138).

Valuing, the second concept of meaning, refers to an individual’s process of

confirming cherished beliefs or priorities, which reflect a personal worldview (Parse,
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1981, 1992, 1998). A value is something that signifies meaning. Valuing is giving
meaning to multidimensional experiences as a way in which a person creates reality
(Parse, 1992). “The term multidimensional refers to the explicit-tacit knowings of the
was, is, and will-be that humans live all-at-once with the predecessors, contemporaries,
_and successors at many realms of the universe” (Parse, 1999a, p. 3). Valuing is evident in
choosing, prizing, or acting to confirm a cherished priority (Parse, 1981, 1992, 1998;
Wang, 1999). For example, in a study on struggling in change for persons at end of life
(Hutchings, 2003), valuing was portrayed when participant’s said or did not say what
they had cherished or longed for in reviewing their life experiences. Participant’s
described places, things, and persons that highly ranked in significance for them.

Languaging, the third concept of meaning, refers to the way a person constructs
and represents her/his own personal structure of reality (Parse, 1992). Languaging is an
expression of valued images through symbols such as posture, speech, voice, gaze, touch,
and movement by which individuals express unique realities (Parse, 1981, 1992, 1998).
Paradoxical examples of languaging include moving-being still and speaking-being silent
(Parse, 1992, 1994b, 1998). Both of these paradoxes symbolize further expression of
personal meaning. The concept of languaging reflects the “interconnectedness of humans
and the universe from generation to generation” (Parse, 1992, p. 37). For example, oral
myths and ritualistic ceremonies that include song and dance are created to identify
cultural notions that are valued (Kelley, 1999). Such traditions are cocreated and passed
on between generations while “unique realities are also structured by each individual”

(Parse, 1998, p.39).

Principle two

Principle two states, “cocreating rhythmical patterns of relating is living the
paradoxical unity of revealing-concealing and enabling-limiting while connecting-
separating” (Parse, 1981, p. 50). Principle two addresses cocreated rhythmical patterns of
relating that are evident in daily life experiences as identifiable manifestations of human
becoming (Parse, 1998). This principle focuses on the relational aspects of human
becoming. The major theme of principle two is rAythmicity. Rhythmicity is

acknowledged as a cadent or something ordered (Parse, 1981). Such cadence or
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rhythmical patterns in relating are paradoxical by nature. The idea of living paradox
(Parse, 1994b) is a fundamental concept in human becoming.

Parse’s theory is unique in that it considers paradoxes inherent in being a human
(Parse, 1999a). Paradoxes are considered one phenomenon with two dimensions (Parse,
1998). Paradoxes appear to be opposite. Yet, these rhythmical patterns are not opposites
but are rather indivisible, with two sides of the same rhythm simultaneously present
(Parse, 1992, 1998). In the moment, one side of the rhythm is in the foreground, while the
other side of the rhythm is in the background (Parse, 1998). These paradoxical
dimensions fluctuate and the rhythmical patterns shift. Such rhythmicity is reflected in a
variety of patterns that arise within change (Parse, 1992). Paradoxes are nof regarded as
problems needing to be solved or eliminated. Rather, “they are flowing rhythms lived
with an unrepeatable changing process that is unpredictable. This means that no moment
can ever be the same as it was. The human is mystery” (Parse, 2002, p. 48). Principle two
addresses three concepts: revealing-concealing, enabling-limiting, connecting-separating.
These concepts represent paradoxical patterns, two sides of a rhythm which coexist
simultaneously.

Revealing-concealing, the first concept in rhythmicity, is “a paradoxical rhythm in
the pattern of relating with others” (Parse, 1992, p. 38). As an individual discloses or
reveals a part of her or himself to another person, she/he also hides or conceals other
aspects. Revealing-concealing can also be considered as disclosing-not disclosing which
occurs all-at-once (Parse, 1992, 1998). The notion of human as mystery is fundamental to
the paradoxical rhythm of revealing-concealing (Parse, 1992). Within the notion of
mystery is an acknowledgement of the unexplainable that is inherent in human becoming
(Parse, 1998). There always remains more to a person than they can reveal,
simultaneously leaving areas that are concealed (Parse, 1992, 1998). In disclosing to
others, one knows oneself more fully. But one can never completely reveal oneself to
another because one can never fully know all that there is to know about oneself. There is
always mystery.

Enabling-limiting, the second concept in rthythmicity, is also considered “a
rhythmical pattern of relating” (Parse, 1992, p. 38). Inherent within the choice of

decisions, there are an infinite number of opportunities and restrictions in what is chosen
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and what is not chosen (Parse, 1992, 1998). As one moves in a particular direction, there
comes inherent opportunities that are enabling, as well as simultaneous limitations
including limited movement in another direction. For example, a nurse with a
“recognized” disability chooses not to pursue short or long-term disability options
available to her/him. Rather, the nurse decides to keep working whenever she/he can
physically do so. In this decision, the nurse is enabled to stay within the work force,
maintain contact with work colleagues, and potentially provide greater financial support
than disability monies would provide. However, she/he may also be restricted in how
her/his disability may limit the amount she/he is able to work, time available for resting
or heath care she/he may need, and may potentially provide lesser financial support than
disability monies would have provided. Therefore, “one is enabled-limited by all
choices” (Parse, 1992, p. 38). Within the theme of rhythmicity, enabling-limiting is also
closely associated with the simultaneous disclosing-not disclosing aspects inherent in the
paradox of revealing-concealing (Zanotti & Bournes, 1999).

Connecting-separating, the third concept in rthythmicity, represents “a rhythmical
process of moving together and moving apart” (Parse, 1992, p. 38). A process of moving
together with one phenomenon, moves away from other phenomenon at the same time
(Parse, 1992). Connecting-separating is being with and apart from others, ideas, objects,
and situations in the was, is, and will be all-at-once (Parse, 1981, 1992, 1998). Bunkers
(1999b) further articulates that this concept “involves choosing at multidimensional
levels to participate in engaging-disengaging with others in the universe” (p. 248). For
example, when two or more people come together and connect, they are all-at-once
separating from others (Parse, 1998). “In closeness, there is also distance, and in distance,
there is a closeness. This is a continuous cadent process and a feature of human

becoming” (Parse, 1998, p. 45)

Principle three

Principle three states, “cotranscending with the possibles is powering unique ways
of originating in the process of transforming” (Parse, 1981, p. 55). The major theme of
principle three is co-transcendence. Co-transcendence purports that a person transcends

the actual with intentional hopes and dreams through pushing-resisting, thereby creating
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original perspectives of viewing the familiar and the unfamiliar (Parse, 1992, 1998). This
principle means that a person moves beyond what is familiar to them, also known as
“what is”, towards the unfamiliar, “what will be”, in the process of seeing newness in a
situation. Co-transcendence or moving beyond to new ways of being (Cody, Bunkers &
Mitchell, 2001) encompasses a personal shift from where one is now, to where one might
be. A person lives with others and continuously cocreates new possibilities that arise
from contextual situations from which options are chosen. Contextual situations are
present from prior choices and cocreate other possibilities. Therefore, an individual
constantly creates ways of becoming while cotranscending with the possibles (Parse,
1998). Principle three addresses three concepts: powering, originating, and transforming.

Powering, the first concept in co-transcendence, is “the pushing-resisting rhythm
in all human-human and human-universe interrelationships” (Parse, 1992, p. 38).
Powering is considered an energizing force that creates moving beyond the moment
(Parse, 1992, 1998). For example, powering is experienced by a person when pushing-
resisting thythms are altered and conflicts emerge. Conflicts or tensions potentially rise
when an individual struggles with issues, other people, hopes, et cetera in the process of
changing from what she/he is to what she/he is not yet. The person involved in conflict
encounters the possibility to clarify views, examine the worldviews of others, and make
choices with others to move beyond the moment to a new way of pushing-resisting
(Parse, 1992). Contflict is not regarded as a negative force, but as a natural process that
surfaces in every human relationship. Powering is evident in the ways a person changes
or chooses to persevere as when they reach beyond the moment with her/his cherished
plans, hopes, and dreams (Parse, 1981).

Originating, the second concept in co-transcendence, “means creating anew,
generating unique ways of living which surface through interconnections with people and
projects” (Parse, 1992, p. 38). The way in which interconnections are lived out by a
person reveals her/his uniqueness through expression of oneself (Parse, 1992). A person
is unique and irreplaceable in intimate relationships or creative projects (Parse, 1992).
Each person has her/his own way of interacting with people and projects. The ways in
which she/he lives these connections also reveals how she/he seeks to be like others, yet

all-at-once, not be like others (Parse, 1998). Originating also includes the process of
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unfolding, which is creating new ways of living (Allchin-Petardi, 1999). In summary,
Parse (1998) explains, “originating is inventing new ways of conforming-not conforming
in the certainty-uncertainty of living” (p. 49).

And lastly, transforming, the third concept in co-transcendence, is a “shifting of
views of the familiar as different light is shed on what is known” (Parse, 1992, p. 39). A
changing of one’s familiar perspectives occurs as one looks at a situation, issue, person,
tension, et cetera in a different way. Transforming is further considered the changing of
change (Parse, 1998), shifting the familiar to the unfamiliar and the unfamiliar to the
familiar all-at-once. It is “linked to the continuous changes in life that accompany
changing views of one’s life situation” (Zanotti & Bournes, 1999, p. 111). Transforming
is self-initiated and includes creative shifting to a different vantage point (Kelley, 1999).
Change is ongoing in the human-universe process and is recognized by changing
diversity. “Changing diversity is thythmically lived as experience melts into experience
and different priorities arise” (Parse, 1992, p. 39). Different priorities arise with
transcendent movement beyond the now. “This movement is all-at-once struggling and
leaping beyond, cocreating diverse patterns with new meaning. This new meaning
stretches the possibilities of the moment” (Parse, 1999c, p. 76).

The previously discussed three theoretical principles and corresponding concepts
will be further applied in relation to this study’s research findings in chapter six,

Discussion of Findings.

Practice Methodology

Parse’s practice methodology (1987) was developed to guide human becoming
theory-based practice. Again, the goal in practice is quality of life as defined by the
individual or family. The goal in research is to elicit descriptions from the participant’s
perspective about the phenomenon of concern being studied. In both the goals of practice
and research, the person is honoured and considered the expert (Parse, 1994a). Although
it is quite simplistic to verbally articulate or write such goals, it is an entirely other matter
to follow them in practice. While there may be room in some areas of practice to follow
through with participants’ decisions, more often than not the health care system does not

openly welcome participants to direct their care. Traditional nurse’s charts, discharge
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protocols, ethics applications, professional bodies’ standards of practice, et cetera may all
ignore the need to honour quality of life from the person’s perspective. The challenges
inherent within theory-based practice from a human science tradition are tremendous
within contemporary health care systems (Bunkers, 1999a; Cody et al., 2001; Coker &
Schreiber, 1990; Laschinger & Duff,1991; Mayberry, 1991; McLeod & Spée, 2003;
Milton, 2001; Mitchell, 2001; Nagle & Mitchell, 1991; Northrup & Cody, 1998; Parker,
2001).

Yet, consideration must be given to question why many nurses speak of having
difficulty integrating nursing theory into their practice. Could it stem back to how theory
was introduced and taught in their nursing education? Were theory and practice distanced
from each other, taught as separate rather then intricate components? Were theories from
other disciplines promoted over nursing theory? In the work place, is nursing theory
acknowledged and discussed? Is theory recognised as an influence for nurse scholars but
not for bedside nurses? Do senior nurses discourage recently graduated nurses from
implementing theory into their practice? Is theory regarded as insignificant by nurse
leaders, while emphasis is éiirected at practice? Questions such as these must be
scrutinized to further enlighten understanding of connections, or lack thereof, between
nursing theory and practice.

Returning to Parse’ theory, the belief that persons are coauthors of their health
underpins this practice methodology. There are three dimensions and processes. Each
will be identified and then discussed. First, “illuminating meaning is shedding light
through uncovering the what was, is, and will be, as it is appearing now. It happens in
explicating what is. Explicating is a process of making clear what is appearing now
through languaging” (Parse, 1992, p. 39). The nurse practicing from Parse’ theory is
dramatically different from one engaged in traditional nursing practice. The nurse does
not offer advice nor act according to a predetermined care plan. Rather, the nurse lives
the practice methodology through true presence with individuals and their families
(Parse, 1990b). “True presence is a special way of ‘being with’ in which the nurse bears
witness to the person’s or family’s own living of value priorities” (Parse, 1992, p. 40).
True presence purports that each individual knows within themselves “the way” and it

will be different for each person. The nurse in true presence attends to individuals as they
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explicate significant moments in their lives and potentially view the familiar from unique
perspectives.

Despite nursing’s reputation for caring for people, living true presence remains a
significant challenge. Specifically, there are many factors that objectify patients and
demand efficiency. As previously discussed, these factors may include lack of respect
towards individual’s unique experiences, the dominant bio-medical model, the political,
economic, and organizational goals of efficiency (Armstrong et al., 2002), or the varying
definitions of “disability” (Wendell, 1996). However, theory-based knowledge, generated
from a human science perspective in general and a human becoming viewpoint in
particular, offers a way of ushering nursing to a place of practice where the lived
experiences of people are honoured and esteemed. Once true presence ‘becomes the pre-
eminent focus of practice, nurses can create ways of being with others that herald the
possibility of a new practice free from objectification and particularization of human
beings.

Second, “synchronizing rhythms happens in dwelling with the pitch, yaw, and roll
of the interhuman cadence. Dwelling with is giving self over to the flow of the struggle in
connecting-separating” (Parse, 1992, p. 39). The nurse in true presence remains with the
individual or family as they express and live the highs, lows, and unevenness of their
present situation. The nurse does not try to “fix”, label, or diagnose rhythms but rather,
“goes with the flow”. And third, “mobilizing transcendence happens in moving beyond
the meaning moment to what is not yet. Moving beyond is propelling toward the
possibles in transforming” (Parse, 1992, p. 40). Again in true presence, the nurse and
individual or family move beyond towards dreams and possibilities that have surfaced in
the process of being with each other.

Nurses who adhere to a theory-based practice, such as Parse’s practice
methodology, will act in a fashion that stems from their individual understanding of that
particular theory. These actions manifest as a “value-laden practice” (Northrup, 2003, p.
41). How one nurse practices in accordance with Parse’s philosophical assumptions,
principles, and practice methodology will differ from another nurse’s practice. In relation
to this thesis, Parse’s theory guided my research decisions. This study could also be

considered theory-guided research. Parse’s theory was a framework from which I based
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my research decisions, interacted with my participants, conducted my analysis,
considered future policy development, et cetera. Each reader of this project may also

interpret this value-laden research project differently.

Internal Consistency

In analysis of Parse’s theory of human becoming, it is appropriate to question
whether or not there is internal consistency because critique and evaluation of scholarly
work is inherent in the development of new knowledge within a discipline (Parse, 2001a;
Parse et al., 1985). Internal consistency is a marker by which review of a theory’s
maturity, scope of applicability, congruence, and usefulness is considered and regarded as
necessary from academic and practice perspectives. As foundational nursing knowledge
is critically challenged, depth, growth, and evolvement to the discipline’s unique body of
knowledge will be added.

Parse’s theory is consistent with the conceptual and philosophical underpinnings
of human science. Human becoming is also consonant with human science as Vico and
Dilthey initially expressed Logical congruence is also present in Parse’s deduction from
Roger’s science of unitary human beings and from existential phenomenology (Fawcett,
1993a). From such philosophical foundations, Parse derived the assumptions, principles,
concepts, theoretical structures, and propositions. “Each assumption interrelates three
foundational concepts, each principle three of Man-Living-Health’s concepts, and each
theoretical structure a concept from each principle” (Lee & Schumacher, 1989, p. 180).

The language is also internally consistent within the theory. Similar to the
challenges in learning a foreign language, one is required to spend time, practice, and
discipline in learning the verbiage of human becoming theory. The concepts, goals, and
language are not those used in everyday medical and healthcare life mostly because they
reflect the simultaneity paradigm which is not the dominant discourse of our society.
Normative language would be inconsistent with the theory. Therefore, labels and terms
such as “roles”, “health difficulties”, “normal / abnormal”, “expert nurse”,
“interventions”, et cetera that are used in everyday speech, do not align with human
becoming (Cody, 1995). However, this poses certain difficulties for transition towards a

human science perspective of persons because the dominant language used in health care
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settings is incommensurate with such a viewpoint. There may indeed be no clear answer
to this challenge except to begin by questioning the language we easily overlook.
Practicing from a position that honours individuals’ perspectives may also propel nursing
language in a new direction that is congruent with such a practice. As Cody and Mitchell
(1992) explain, “when the focus of inquiry is humanly lived experience, a unitary
phenomenon in the human science tradition, the language and concepts used must be
congruent with this focus” (p. 61).

While there is internal consistency within Parse’s theory, to be clear, it is not the
intent of this study to test or critique the theory. The basic beliefs within the theory
including the assumption of mutual human beings in process with the universe align with
my own values. This study will not set out to test such assumptions (Mitchell, 2002).
Rather, research that is guided by the theory “is meant to enhance the theoretical
foundation or the description contained in the principles and concepts of the human
becoming theory” (Mitchell, 2002, p. 529). Another significant reason for choosing
human becoming is that the theory focuses on understanding human experiences. Such
focus aligns with the purpose of this research that was to explore the experience of
feeling understood for nurses with disabilities. In the following chapter, this study’s

methodological decisions are further discussed.
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Chapter 3 - Methodology

Science Versus Sciencing

Traditionally, science is considered investigative, providing theoretical accounts
of phenomena and information gleaned from its procedure (Anderson, Anderson, &
Glanze, 1994; Webster’s II New Riverside Dictionary, 1984). Conventionally defined as a
product, science pursues the achievement of absolute truth (Parse, 2001a). Science
consists of a formal process of inquiry directed towards the study of “x” for the purpose
of knowledge generation. “Simply, the word science means to know” (King, 1997, p. 24).
The generation of knowledge is typically considered in an objectivist paradigm. The
production of knowledge is regarded as words on a page, research, facts, et cetera, and as
something separate from us as humans. From the natural science perspective, knowledge
is applied rather than lived.

Parse (1997a) defines science as “the theoretical explanation of the subject of
inquiry and the methodological process of attaining knowledge in a discipline; thus
science is both a product and a process” (p. 74) and is reached through “creative
conceptualizations and formal inquiry” (p. 75). Parse’s definition explicates the
recognition of science as something more than a product. The process of science relates
to the term sciencing. Parse draws on White’s (1938) work to explicate sciencing as
coming to know, an ongoing process of inquiry. Knowing is considered perspectival and
everchanging; therefore, absolute truths are not sought (Parse, 2001a). “Science-as-
process, rather than product, is rooted in the belief that there are multiple realities and
multiple truths about human experience and health” (Mitchell, 1999, p. 189). Sciencing is
situated in the human sciences with a foundation in living knowledge (Mitchell). There
are four assumptions which further explicate sciencing:

1. To question is to reach beyond what is with what is possible.

2. A question in itself incarnates the questioner’s attitudes, beliefs, and style and
points to personal projects.

3. Both questions and answers are set with the boundaries of the questioner’s
understanding of the phenomenon.

4. The questioning process and the answers are intersubjective. (Parse, 2001a, p. 2)
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The term sciencing is addressed because of its usefulness in consideration of
research that examines human experiences (Parse, 2001a), including the phenomenon of
feeling understood. Congruent methodologies are used to explore the meaning of lived

experiences described by the individuals living them (Parse, 2001a).

Descriptive Exploratory Methodology

The qualitative approach and research design chosen to guide this inquiry was the
descriptive exploratory methodology advanced by Parse (2001a; Parse et al., 1985).
Chosen for its ontological and epistemological congruence, this human science
methodology seeks to explore the meaning of an event for a group of people who share
the experience (Parse, 2001a; Parse et al.). This methodology arose from the descriptive
method. “Although [the descriptive] method had its origins in the social sciences, a
discipline-specific theoretical perspective, such as a theory of nursing, can be used as a
conceptual framework to guide the research study” (Parse, 2001a, p. 57). This use of a
methodology that originated in the social sciences, and appropriating it along with a
nursing theory (knowledge of nursing), displays an example of drawing on knowledge
from another discipline (knowledge for nursing) therefore incorporating both nursing and
non-nursing science in a research endeavour (Barrett, 1992, 2002; Benner, 1983; Cody,
1994, 1997, Dreyfus & Dreyfus, 1996; Fawcett, 2001; Northrup, 1992; Northrup et al.,
2004; Packard & Polifroni, 1999; Polifroni & Packard, 1999; Schlotfeld, 1989;
Visintainer, 1986).

The processes for the descriptive exploratory methodology are:

1. Planning a coherent design to ensure scientific merit.

2. Specifying the participant group.

3. Planning for the protection of participants' rights.

4. Gathering data. ...
-5. Analyzing-synthesizing data....

6. Discussing findings in light of the disciplinary perspective guiding the study.
7. Recommending further research. (Parse, 2001a, p. 58-59)

Several Parse scholars have continued to use the descriptive exploratory
methodology considering phenomenon such as not having ones own home (Baumann,

1995), being an elder in Nepal (Jonas, 1992), and quality of life for persons living with
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Alzheimer’s disease (Parse, 1996a, 2001b). This previous research provides direction for
future studies, such as this project, that used this design.

The descriptive exploratory methodology proposes that the research objectives
evolve from the conceptual framework. Questions used for data gathering derive from the
objectives and data analysis is also conducted in consideration of the objectives (Jonas,
1992). The logistics of this study will be explained along with consideration of issues

related to participant selection, ethics, and rigor.

Objectives and research questions.

The central research question, from a descriptive exploratory methodology,
searches to understand the lived experience of health (Parse et al., 1985). This study was
intended to answer the research question, What is the meaning of the experience of
feeling understood for nurses with disabilities? A traditional study within the natural
sciences would seek to disprove a hypothesis. On the other hand, a focal research
question is pursued within the human science tradition.

The three objectives in this study arose from three themes specific to the theory of
human becoming: meaning, rhythmicity, and co-transcendence (Parse, 1981, 1987) that
are represented in the assumptions and principles. The objectives similarly addressed the
phenomenon of concern in relation to meaning, patterns of relating, and moving beyond.

The following questions served to guide the participant interviews. Each research
objective directed exploration through dialogue. Each interview began with one or two
questions from the first objective with subsequent questions directed from the
participants’ responses. Therefore, all of the following questions were not necessarily
asked. Care was taken to clarify and deepen participant’s narratives as appropriate in each
individual discussion.

The objectives and subsequent interview questions for my study were:

Objective 1: To describe the meaning of feeling understood for nurses with disabilities

through dialogue.
e Can you tell me about your experiences of feeling understood?

e What is the experience of feeling understood like for you?
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- How would you describe it?
o (or) Describe the experience of feeling understood.
o What contributes to an experience of feeling understood?
- What may diminish an experience of feeling understood?
e What is the meaning of feeling understood for you?
& Can you describe a situation in which you experienced feeling understood?
Objective 2: To describe patterns of relating within the experience of feeling understood
for nurses with disabilities.
e How has your experience of feeling understood affected your relationships with

your family, friends, (co-workers), and care-givers?

e What is most important to you?

o How has your experience of feeling understood been influenced by your work
life?

Objective 3: To describe personal hopes, concemns, possibilities, and visions of what

might be in relation to feeling understood for nurses with disabilities.

e What are your hopes about feeling understood?

e What are your concerns about feeling understood?

e What are some of your dreams and visions of possibility regarding feeling

- understood?

e What would your ideal look like?

Participants.

Participants for this study self-identified as nurses with disabilities. For the
purpose of this research, the disabilities accounted for included long-term or recurring
physical, mental, psychiatric, sensory, or learning disabilities, disfigurement, and past or
present drug or alcohol dependence (Canadian Human Rights Tribunal, 2002;
Department of Justice Canada, 1995, 2002). Criteria for qualifying as a nurse with a
disability in this research stipulated that both the nurse and the employer/union must have

agreed that the nurse qualified as disabled in employment by reason of disability
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(Department of Justice Canada, 1995). These criteria included: 1) nurses who have taken
a short-term leave from practice before returning to work, 2) nurses whose functional
limitations due to disability have been accommodated in their current workplace or job
(Department of Justice Canada, 1995), and 3) nurses who have left nursing practice due
to disability. All participants in this study identified that their employers/unions
considered them to be living with disabilities. Employer recognition of disability was also
required for all of the participants to receive either short / long term disability or a

workers’ compensation board claim (see table 5 — Profile of Participants).

It is recognized that the prescribed criteria for participation in this study may have
excluded individuals who viewed themselves as having a disability but their employer/
union did not recognize their disability within policies. The significant issue of who is
“included” and “excluded” within disability definitions, policies, income assistance, et
cetera remains as a looming area of ongoing debate (for example, see Kimpson, 1995).
From a theoretical perspective that aligns with Parse’s theory of human becoming,
criteria created by others do not pre-determine whether or not disabilities are
“legitimate”. Undeniably, many individuals who are not formally recognized within
disability criteria have considerable health challenges, and therefore may have potentially
even greater economic challenges (Morris, 1995, 2000) because they are disregarded and
left without supports. Yet, the participant criteria for this thesis were stipulated solely to
facilitate discussion in relation to policies that recognize particular health challenges as
disabilities. Although casual relationships were not the focus of this study, official
acknowledgement of disability (or lack thereof) are acknowledged as potential inﬂuenceé
for persons’ experiences of feeling understood.

Participants were adults living in greater Victoria, B. C., Canada, who had been
throdgh an accredited nursing education program to become a registered nurse.
Participants who were a part of this population self-selected, meaning they responded and
volunteered to share their experiences in relation to this study. Participants were not
restricted by race, age, or gender. Participants were those who could describe the
experience of feeling understood through words, symbols, photographs, poetry, and art
(Baumann, 1993; Parse, 1999b). For purposes of this study however, participants were

asked to volunteer to participate in a dialogue with the researcher. While they could have
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shared poetry, photographs (e.g. of themselves prior to their disability) et cetera, the
common mode of description was dialogue.

The first recruitment advertisement was placed in a local newspaper, the Monday
Magazine, inviting participation in this study (see Appendix A). Another recruitment
strategy used was word-of-mouth conversation (also known as snowball sampling)
through my nurse colleagues, many of whom knew nurses with disabilities. Through
word-of-mouth, nurses interested in the study were directed to the newspaper
advertisement. The first advertisement was also distributed to my nurse colleagues via e-
mail. Many of my colleagues chose to forward this e-mail on to potential participants,
including long-term disability groups. After a month and a half of advertising, no
participants had volunteered. I decided to revise the invitation (see Appendix B) and
place a second advertisement in a local health authority newsletter. There was an
immediate response from many nurses interested in participating.

Participants included those who responded of their own free will and agreed to
participate in a face to face, taped interview. The sample included five nurses who agreed
to be interviewed. This number of participants was considered more than enough when
using a descriptive exploratory methodology (Parse, 1987, 2001a) because this qualitative
inquiry sought rich, thick data due to the complex nature of the topic. Interviews were
anticipated to take 30-60 minutes. If the participant wished, interviews were greater or
less in duration. However, the interviews with the participants raﬁged between 45
minutes and two hours and fifteen minutes. One interview was conducted with each
participant. A second follow-up interview was necessary for only one participant with the
purpose of clarifying previously gathered data.

Participant involvement only involved the time required for interviews.
Partiéipants were not shown their transcripts or analysis of their interview unless
specifically requested. None of the participants requested to review their transcript or
analysis of their interview. Member checking (Janesick, 2000) was not be adhered to
because the practice was considered philosophically inconsistent with the theoretical
underpinnings of this study. Member checking, frequently used in qualitative research yet

grounded in the natural sciences, supports a verifiable reality. However, from a human
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science perspective, reality will be different for each individual, as will interpretation and

analysis.

Data.

Interviews were conducted face to face between researcher and participant where
the participants shared specific information related to the objectives of the study (Parse et
al., 1985). The verbal and non-verbal communication of the participant was considered
“data” according to the descriptive exploratory methodology. The interview quesﬁons
were open-ended and only included questions purposefully directed towards uncovering
depth, attribute, and meaning related to the lived experience of feeling understood. The
descriptions provided by each individual participant set the direction of the interview
while the researcher engaged in true presence.

Participants determined sites of interviews since their health challenges could
have been influential factors. Interviews were conducted in predetermined places,
including coffee shops and university offices, and at a location and time convenient for
both people. Prior to each interview, I spent time alone journaling in preparation. I
repeated this process after each interview and noted particularly interesting points from
the interview. During the course of 15 days, six interviews were completed including two
in one day. All interviews were audio taped and transcribed verbatim.

After each interview, I mailed participants a card thanking them for their
participation in this study. During the interviews many of the participants expressed a
sense of gratitude at the opportunity to share their experiences of feeling understood
while living with a disability. Many commented on the rare experience of having another

listen to them.

. Ethics.
My research was approved through the University of Victoria Human Research
Ethics Committee (HREC) (see Appendix C). An application for Ethical Review of
Human Research was submitted using guidelines for application provided by the
university. Topics of consideration in this application included potential risks and

benefits, confidentiality, anonymity, ongoing consent, and storage and destruction of
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data. A request was not completed for the use of deception in the conduct of human
research. Permission from HREC was required before this research could be conducted.

A consent form (see Appendix D) was given to each participant, identifying the
purpose of the study, the time and nature of the questions involved, assurance of
confidentiality, anonymity, and the right to withdraw without repercussions (Parse,
2001a). Consent forms were required to be signed by each participant. In the event that a
person was unable to sign, verbal consent would have been obtained and documented
(Parse, 2001a).

Participants were informed of the potential risks, benefits, and inconveniences to
them as a result of involvement in the study. The only known inconvenience was the time
associated with participation in an interview. The potential for emotional or physical
responses was minimal, however it was possible in the discussion of personal
experiences. Potential risks were related to the possibility of becoming upset, feeling
fatigued, and/or experiencing physical pain when engaged in the interview. To prevent or
deal with these risks, the consent form explained to the participant that if they
experienced any fatigue, pain, or unease during the interview, they could end the
interview and reschedule at their convenience. Participants were also given the
researcher’s telephone number and e-mail address if they wished to discuss concerns that
lingered after the interview. None of participants contacted the researcher after their
interviews. The researcher was also prepared to provide names and phone numbers of
support services available to participants if requested or thought to be appropriate by the
researcher.

All data included in this research was confidential. Participants were referred to
only in pseudonyms and transcripts were numbered (Baumann, 1993). Interviews were
transcribed by a paid transcriptionist who also upheld ethics of confidentiality and signed
a contract (see Appendix E). Transcripts were coded, used in analysis, and were available
to the supervisor and committee only through the researcher while the study was in
progress. Transcribed data will be kept for the possibility of secondary analysis because
this research is potentially the first of a series of studies with the phenomenon of feeling
understood and with nurses who have disabilities. The researcher kept one list of

participants’ names, addresses, phone numbers, e-mail address (if applicable), and codes
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for purposes of communication with participants. This list was kept in a separate location
from the transcribed data. Tapes and transcripts, were kept in a locked cabinet. Tapes
were erased upon completion of analysis and the file containing the list of participants

was destroyed at the end of the study.

Data analysis: Analysis-synthesis.

The researcher analyzed data by searching for major themes regarding the
phenomenon of concern (Baumann, 1993; Parse et al., 1985). I listened to the tapes
multiple times while reading and re-reading the transcripts. Analysis-synthesis, a method
used with descriptive exploratory studies, involves “a process of separating the .themes
according to the major elements in the objectives, examining these elements, and
constructing a unified description of the phenomenon as lived by the subjects” (Parse et
al., p. 94). Although computer assisted qualitative data analysis software is increasingly
being used in research (Bringer, Johnston & Brackenridge, 2004), a computer program
was not used as a means of analysis. Analysis-synthesis could not have been conducted
by a computer analysis program because such software focuses on identifying or counting
identical words and phrases versus identifying conceptual similarities. The identified
themes and unified descriptions were then transformed from the language of the
participants to a higher level of discourse aligning with science in the discipline, that is,
in the language of the researcher (Baumann; Parse, 2001a; Parse et al.). The answers to
the research question constitute the findings which were then considered with regards to
the theory of human becoming (Parse, 1996a).

Analysis-synthesis results in an articulation of a unified description of the
phenomenon of concern that answers the main research question for the study. One of the
most persistently asked questions regarding such findings relates to generalizability
(Janesick, 2000). “Generalizability refers to the degree to which the findings are
applicable to other populations or samples” (Ryan & Bernard, 2000, p. 786). In this
thesis, the findings are not considered generalizable to other individuals’ experiences of
feeling understood, even if they are also nurses with disabilities. This standpoint stems
from a theoretical perspective that posits it is impossible to predict persons’ experiences

(Bournes, 1997). The goal of analysis-synthesis for this research was to provide a unified



37

description of the experience of feeling understood that represented the participants in
this study. The participants’ experiences were unique to themselves. However, the major
themes in analysis-synthesis represented similar patterns of experiences that the
participants shared. Other people in similar or different populations than nurses with
disabilities may share these experiences of feeling understood, but they are not presumed
to do so.

Although findings of this study are not considered generalizable, they can inform
practice. For example, recognition of these five individuals’ experiences of feeling
understood may provide further insight for a diverse range of persons associated with
disabilities. These include persons living with disabilities, health professionals in practice
with persons living with disabilities or with colleagues who have disabilities, and
administrators in a number of realms including nursing, education, legislation, human
resources, professional bodies/union, and health care policy development and
implementation. In turn, these findings may potentially influence the quality of work life
for nurses with disabilities who choose to remain in or return to the practice of nursing.
The development of policy related to nurses with disabilities may also be practiced in a
new way that is informed by what a few members of this population have experienced.
Exploration of feeling understood may further provide knowledge for nurses and others
who daily work alongside colleagues and patients who may express a longing to feel
understood. The new knowledge about feeling understood surfacing from this study “may
create a transformational shift in knowing and provide nurses \;vith insights for new
possibilities in being with persons and families in the nurse-person process” (Jonas-
Simpson, 2001, p. 222). When we understand differently, we are different. Furthermore,
knowledge generated from these findings may serve as insight into lived experiences and
ways we understand reality. And while there may be many other possibilities of how this
research may inform nursing, the practice methodology and theoretical foundation for

this study may be used by all nurses in all areas of practice.

Rigor.
Critique of scholarly work is inherent in the academy and is required within all

disciplines that are advancing their scientific base (Parse, 2001a; Parse et al., 1985),
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including nursing. Critical appraisal is considered “the art of analyzing and judging the
worth of a work in light of a set of criteria related to correspondence and logical
coherence” (Parse, 1993, p. 163). However, different criteria are required for different
types of research. For example, criteria for evaluation should reflect the assumptions of '
the research approach being used (Parse et al.), whether inquiry is quantitative,
qualitative, natural or human science, totality or simultaneity, or otherwise.

Within qualitative research, many different terms are used to address critique.
Words such as goodness (Emden & Sandelowski, 1998), rigor (Janesick, 2000;
Sandelowski, 1986; 1993), credibility (Denzin & Lincoln, 2000; Janesick),
transferability, dependability, confirmability (Denzin & Lincoln), validity (Creswell &
Miller, 2000), et cetera are used in critical appraisal, and at times used interchangeably,
potenﬁally adding confusion. Criteria for this research was chosen to align with the basic
assumptions within human science and an ontology of indivisible multidimensionality,
thus providing a foundation for the theory of human becoming. Therefore, critique based
on objective measurements, such as validity or dependability, were inconsistent with the
conceptual framework.

A compatible form of critique adds to internal consistency or rigor as congruence
is maintained methodologically, epistemologically, and ontologically (Parse, 2001a).
Two appropriate frameworks aligned with the theory of human becoming (Burns, 1989;
Parse et al.,1985) and this study used Parse’s (2001a) criteria for appraisal which expands
Parse, Coyne and Smith’s (1985) original work. Parse (2001a; Parse et al., 1985)
established criteria as a means of examining the substance and clarity in published
qualitative research. Substance is considered as soundness, comprehensiveness of the
presentation of phenomenon, accuracy of evidence, and semantic consistency. Clarity is
evidént with a logical flow of ideas, appropriate grammatical vocabulary, and technical
precision. Substance and clarity should be seen throughout the research process and text.

While substance and clarity are examined through the criteria for approval of
rigor (as outlined below in table 3), these may be problematic terms in light of Parse’s
theory and the pursuit of semantic and theoretical consistency within this research. For
example, because “logic” is considered to be a tenant of empiricism and rationalism, how

will “logic” be determined in human science research? Who is granted the power to judge
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the accuracy of evidence? Although questions such as these may not have clear answers,
for the sake of this study, authority for considering substance, clarity, and rigor will be
granted to the thesis committee.

The interface between a research text and the reviewer is guided by specific
criteria (Parse, 2001a). These criteria for qualitative research include four dimensions of
the processes of research: conceptual, ethical, methodological, and interpretive. The
following table was created by Parse (2001a, p. 245) and identifies criteria for appraisal
of qualitative research. This study has adhered to the following criteria in both conception

and critique.

Table 3.

Criteria for Appraisal of Qualitative Research: Conceptual, Ethical, Methodological, and
Interpretive Dimensions

Conception - How does the phenomenon under study relate to the phenomenon
of concern to the discipline?
- How does discipline-specific knowledge underpin the frame of
reference?
- How does the research question flow from the frame of
reference?

Ethical - How does the plan of study meet standards of scientific merit?
- How does the study contribute to unique discipline-specific
knowledge?
- How are participants’ rights protected?
- How does the researcher treat the data in light of accuracy and
authenticity?
- Are the credentials and experience of the researcher adequate for
conduction of the study?

Methodological - Is the method identified correctly?
- Are participants, the text, or the art forms appropriate for the
method?
- Is the participant selection process appropriate for the method?
- Is the data-gathering process appropriate for the method?
- Is the data analysis-synthesis process appropriate for the method?
- How does the researcher show conceptual shifts in levels of
abstraction?
- How do the abstract statements evolve from the participants’
descriptions, the text, or the artforms?
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- Is the path of inquiry easily identifiable?
- Is the path of inquiry logical from question to findings?

Interpretive - How do the interpretive statements correspond to the findings?
- To what extent are the findings interpreted in light of the
conceptualization of the study?
- How do heuristic implications reflect an accurate interpretation of
the findings?
- How are the interpretations woven with theory, research, and,
when appropriate, practice?

(Parse, 2001a, p. 245)

The substance and clarity of this study will be reviewed using the criteria for appraisal

articulated by Parse (2001a) in the above table.
Review of Methodological Rigor

Conceptual.

The phenomenon of concern that was studied in this project was the experience of
feeling understood. This phenomenon was considered within the population of nurses
with disabilities. The topic of feeling understood is significant within the discipline of
nursing because it relates to the phenomenon of concern within nursing, which is
advanced in this study as the person-universe-health process (Parse, 1992, 1998, 1999b).
This process is further considered as humans living health. Similarly, feeling understood
involves individuals living out their health values as they chose among the unfolding
options in life. From the theory of human becoming, living one’s values is considered an
expression of health (Cody, 1995).

The discipline-specific knowledge that guided this study from beginning to end
was Parse’s basic nursing theory. The research question for this study was, What is the
meaning of the experience of feeling understood for nurses with disabilities? The frame
of reference or ontology underlying this research question aligns with the theoretical
perspective and assumptions of human beings as indivisible, unpredictable, and

everchanging in mutual process with the universe (Mitchell & Cody, 1992; Parse, 2004).
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Such ontology is consonant with the pursuit of research to study humanly lived

experiences with people as they live them day-to-day (Mitchell, 2002; Mitchell & Cody).

Ethical.

The plan of study met standards of scientific merit by presenting the research
process in a manner that was semantically consistent. This consistency encompassed the
research from its description of discipline-specific theoretical perspective to its discussion
of findings. The plan of study also rigorously attended to the descriptive exploratory
methodology (Parse, 2001a; Parse et al., 1985). This project contributed by adding to
nursing’s unique body of knowledge through the use of nursing theory-guided research.
Thus, this study advanced nursing knowledge about the experience of feeling understood
for nurses with disabilities. The findings from this research were also interpreted in light
of the theoretical underpinnings (see chapter six).

This study was reviewed and accepted by the Human Research Ethics Committee
at the University of Victoria. As previously discussed in this chapter under the heading
Ethics, participants’ rights were protected through adherence with confidentiality and
anonymity. All participants signed the form of consent (see Appendix D) and were
informed of their rights to withdraw without repercussion and any time. Participant
interviews were transcribed by a paid transcriptionist who signed a consent form (see
Appendix E) and upheld ethics of confidentiality.

The findings from this study reflected the participants’ descriptions of their
experiences of feeling understood. The research findings are presented in a manner that
reveals accuracy and authenticity to the reader. For example, in chapter five, each theme
is presented in the language used by the participants. Direct quotes from each participant
are then provided to present the reader with substantive data depicting how the themes
are a synthesis of the major statements from each participant interview. Each theme is
then interpreted in the language of the researcher and discussed in greater detail in
chapter six.

The conduct of this study is adequate in relation to the credentials and experience
of the researcher. The researcher is a graduate student who has completed graduate level

courses in qualitative research, along with all other class requirements for a degree in a
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masters of nursing, policy and practice program. This study has also been conducted

under close guidance by a thesis supervisor and considered by a thesis committee.

Methodological.

The method and methodology chosen for this study were described earlier in this
chapter. The descriptive exploratory methodology is considered appropriate for human
science research (Parse, 2001a). Participants were chosen to be within the population of
nurses with disabilities. This population is appropriate for inquiry with the chosen
methodology because nurses who share the experience of living with disabilities could
explore the meaning of feeling understood (Parse, 2001a; Parse et al.). The research
question, interview questions, and study objectives were derived from the theoretical
perspective and the three theoretical themes of meaning, rhythmicity, and co-
transcendence (Parse, 1981, 1987, 1998). A total of five participants volunteered to
describe their experiences of the phenomenon of concern. This is an adequate sample
because there is no set participant sample size required for this methodology (Parse,
2001a). Most participants heard of the study through the revised advertisement in the
local health authority newsletter (Appendix B).

Data was gathered through taped, face to face interviews to facilitate description
of the phenomenon from the perspective of the individual living the experience.
Participant descriptions related to the phenomenon of feeling understood and the research
objectives were linked to the three theoretical themes of meaning, patterns of relating,
and co-transcendence (Cody et al., 2001; Parse, 1981, 1987, 1998). Themes within the
data were likened to recurrent melodies within participant stories. In this manner,
identification and coherence of the path of inquiry from the research question to the
findings is expressed.

The data analysis-synthesis process is congruent with a descriptive exploratory
methodology (Parse, 2001a; Parse et al., 1985). This process was followed and described
fully in chapter five. Connection between the themes in the language of the participants
and reinterpretation in the language of the researcher is identified and described in

chapter six and table six.
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Interpretive.

The three research themes composed the findings of this study and answered the
research question. The themes are theoretically interpreted according to the principles and
concepts within Parse’s theory (Parse, 1981, 1992, 1998) (see chapter six). Discussion of
these theoretical interpretive statements includes examples of direct quotes from
participant descriptions. Findings are further discussed in relation to the relevant
literature. Heuristic implications are considered in the final chapter in suggestions
stemming from this research towards nursing practice, education, research, and policy
(see chapter seven). .

In the following chapter, the relevant literature related to this study will be
reviewed. Bodies of reviewed literature will include the population of nurses with
disabilities, the phenomenon of feeling understood, and policy in relation to nurses with

disabilities who lived greater Victoria, B. C., Canada.
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Chapter 4 - Literature review

Currently, there is neither scholarly nor non-academic literature addressing the
phenomenon of feeling understood among the population of nurses with disabilities.
There is, however, literature that addresses sub-components of this inquiry. While the
following literature review includes hundreds of articles, it is not assumed to be
completely exhaustive on either the population of nurses with disabilities nor on the
phenomenon of feeling understood.

The majority of this literature review was conducted through the literature
database, ISI Web of Science (Thompson ISI, n.d.). The Web of Science database was
employed after CINAHL (Cumulative Index of Nursing and Allied Health Literature) and
MEDLINE (database for medicine and related areas) provided only a few articles on
nurses with disabilities and feeling understood. Web of Science accesses and compiles
citation databases, which are comprised of multidisciplinary databases of bibliographic
information collected from thousands of scholastic journals. Once an article of interest is
found on the database, Web of Science provides an option of viewing related records of
literature that are biographically linked to the primary search.

The process of reviewing literature through the Web of Science directed my
exploration that first addressed the population of nurses with disabilities. A growing
number of articles on nurses with disabilities surround the popular “crisis” issue of nurse
recruitment and retention. The web of related records explained that the population of
nurses who use substances were also considered nurses with disabilities when they have
enrolled in or completed a rehabilitative program. Nurses who use substances are
increasingly being researched and these studies constitute the majority of the literature on
nurseés with disabilities. Another growing area in the literature explored the topic of
nursing students who are considered to have disabilities. The literature on nursing
students living with disabilities was also discovered through viewing related records from
articles on nurse recruitment and retention. The literature will therefore be discussed
schematically according to the following parameters of published literature considering
nurses with disabilities: nurse recruitment and retention, nurses with substance use, and

nursing students with disabilities.
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The literature review on feeling understood was also primarily conducted through the
Web of Science database. Literature on feeling understood was frequently reviewed in
related records because many studies considered feeling understood as a complementary
aspect of another phenomenon of study. The computer database, Dissertation Abstract
International, was also used in searches for theses and dissertations that researched
feeling understood. Dissertation Abstract International facilitated access to over 1.5
million references to theses and dissertations written by researchers in over a thousand

universities and dated as far back as 1861.

Nurse Recruitment and Retention

Recruitment and retention issues have prompted a heightened recognition of
hiring and retaining nurses with disabilities within the human services in the last two
decades (Baumann, Blythe, Kolotylo & Underwood, 2004; Canadian Nursing Advisory
Committee (CNAC), 2002; Maheady, 2004; Porter, 2004; “Safety to Practice”, 2003;
Tuttas, 2002; Wallis, 2004). Public awareness of the high rates of illness and injury
among nurses has also increased with media exposure to the “nursing shortage crisis” in
Canada. For example, findings from the CNAC (2002) report documented that
absenteeism associated with injury and illness contributed to overtime costs estimated to
be between $252 and $430 million. More recently, these same statistics were later
reported in the popular magazine Reader’s Digest Canada (Comwall, 2003).

The discourses of organizational expenditure related to a viewpoint of health care
as a business maintain the hegemony of cost reduction and efficiency (Armstrong et al.,
2002; Campbell, 2000; Fuller, 1998; Oke, 2004). Oﬁe solution considered for this crisis is
tapping into the “unused market” of employing nurses with disabilities (Dinsdale, 2000;
Winland-Brown & Pohl, 1990). Within the nursing literature, a number of articles
addressed employment of nurses with disabilities, labeling this research population as
“disabled nurses” rather than “nurses living with health challenges” or “nurses with
disabilities” (Agnew, 2000; “Back Injury”, 2002; Dinsdale; “Exclusion Zones”, 1995;
Nemeth, 1995; Restifo, 2001; Sloane, 1998a, 1998b; Smith, 1992; Tammelleo, 1993;
Thomas, 2000; Wallis, 2004; Winland-Brown & Pohl). Literature searches under phrases

such as “nurses with disabilities” usually produced “no found articles” in the databases.
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The term “disabled nurses” is more often used as a key reference in this literature. This
penchant towards the use of such labels suggests to this writer that the objectification of
people is frequently apparent through diagnostic and labeling processes.

Approximately half of the articles that considered recruitment and retention
discussed employment challenges and opportunities for nurses with disabilities. Winland-
Brown and Pohl (1990) quantitatively studied administrators’ attitudes towards hiring
nurses with disabilities through a questionnaire. The authors found that although attitudes
towards employees with disabilities were changing, hiring practices lagged behind. Once
a nurse with a disability had found a job or returned to work, assistance and
understanding from colleagues could be sought. One entrepreneurial group in Ohio
(Nemeth, 1995) founded a support group for nurses with job related disabilities. The
goals of the group were to provide support, education, information, and to facilitate
change to make their workplace safer for each other, as well as for other nurses with
disabilities. Yet, “Exclusion Zones” (1995) reported that nurses with disabilities, despite
nursing staff shortages, remain prohibited from practice and creative plans to encourage
“good” nurses to stay are not being pursued, possibly because such initiatives would cost
money.

Dinsdale (2000) argued conversely with “Exclusion Zones” (1995) that nurses are
actually a “neglected resource” (p. 12) and could be of financial benefit to an
organization. He provided accounts from nurses who could not find employment due to
their disability. One participant poignantly commented: “Nurses are part of a medical
caring profession. If one becomes significantly disabled, the medical model of disability
kicks in and you are seen as a ‘failed’ patient and thus unemployable” (p. 13). Dinsdale’s
article is noteworthy because he was one of the few authors who briefly included nurses’
experiences in his text (also see Agnew, 2000; Nemeth, 1995; Sloane, 1998a, 1998b).
However, these nurses’ experiences were ironically portrayed in light of the subversive
argument for the betterment of the organization, not for the individual. Hoping to
increase nurses’ chances of employability, Restifo (2001) provided strategies for nurses
when interviewing, problem-solving, networking, thinking positively, and looking one’s
best. When personal attempts to compensate for ones disability or regain employment

were not enough, some nurses found jobs in alternative careers (Agnew, 2000)
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The remaining articles addressed areas of legislation that affected recruitment and
retention of nurses with disabilities. Smith (1992) and Sloane (1998a, 1998b) both
addressed the 1990 Americans with Disability Act. While Sloane (1998a, 1998b) spoke
to nurses explaining how the Act provided protection, Smith approached nursé
administrators’ obligations under the Act. Thomas (2000) further explained that in a
certain health region in England, administrators were required to guarantee interviews to
applicants with disabilities as a means of helping “employers crack staff shortages” (p.
22). However, at no point did Thomas suggest that administrators were
required/encouraged to guarantee employment to applicants with disabilities, therefore
reinforcing Winland-Brown and Pohl’s (1990) findings that hiring practices lag behind
changing attitudes of administrators.

Two court decisions were documented regarding accommodation for nurses with
disabilities. According to information retrieved from a legal newsletter in the United
States, “manufacturing” a new position for a nurse did not constitute reasonable
accommodation in a disability discrimination lawsuit (“Back Injury”, 2002). Tammelleo
(1993) reported such lack of reasonable accommodation was magnified further when a
nurse, who had experienced back surgery, was terminated before her “return to work”
period was completed. The enactment of a lengthy lawsuit was required prior to legal
compensation for this nurse.

Outside of the discipline of nursing in the arena of human resources and
management, employment and accommodation of employees with disabilities was
considered both necessary and challenging. While the literature in this area was quite
extensive, only two articles will be reviewed and discussed here in relation to nurses with
disabilities. Hernandez and Keys (2000) provided an extensive literature review of thirty-
seven quantitative studies conducted since 1987. Employer attitudes were highlighted
because their review identified that this area remained the main hurdle for employment
among individuals with disabilities. Aligning with Winland-Brown and Pohl’s (1990)
study and echoing Thomas’ (2000) article, Hernandez and Keys found that although
employers expressed acceptance of workers with disabilities and the intent of the
Americans with Disability Act, actual hiring was not evident. Hernandez and Keys also

found a persistent disability-hierarchy as employees with physical challenges continued
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to be considered more positively than individuals with intellectual or psychiatric
disabilities.

Adding to the conversation regarding barriers to employment for nurses with
disabilities, Ponak and Morris (1998) reported management perspectives on the logistical
problems in accommodating physically “partially disabled nurses” (p. 13) in a hospital in
western Canada. Echoing a persistent theme in nursing literature, these authors found
consistent conflict over scarce resources, including money, time, seniority, desired and
less physically demanding positions, and communication. In the current health care
system in Canada, working nurses are also considered scarce and conflict over resources
remains a contested issue amidst many human resource crises.

The consistent concern with finances and business endeavours evident throughout
this literature could arguably be one of the most significant issues of the recruitment and
retention debate within health care organizations. Nurses with disabilities were drawn
into this economic issue as human resources that possess possible monetary remuneration
(or not) to organizations. The financial issues were accepted as a part of the dominant and
unchallenged discourse surrounding the population of nurses with disabilities. Specific
details of direct costs to employers (including management, human resources, union et
cetera) in relation to recruitment and retention were infrequently explicated (Agnew;
Ponak and Morris, 1998; Sloane, 1998b; Smith, 1992; Thomas, 2000). Indeed, the costs
and financial challenges to employers or organizations were left implicit and only
minimal details were provided. Interestingly, it was never contested as to whether costs
and financial challenges was a worthwhile cause (Dinsdale; “Exclusion Zones”, 1995;
Hernandez and Keys, 2000; “Occupational Safety”, 2002; Ponak and Morris; Restifo;
Thomas; Tuttas, 2002; Winland-Brown & Pohl, 1990).

Considering that the majority of the included articles in this part of the literature
review were either written by nurses or published in nursing journals, it is interesting to
note that the persistence of money matters was indicative of the economic influence seen
to be directing the discipline’s contemplation of the issues of recruitment and retention of
nurses with disabilities. However, the following questions must be asked. Is this the
direction nursing should be pursuing? Does this financial direction represent nursing’s

interests or the interests of others? Do nurses feel they have no option except to address
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the economic priorities regarding the management of human resources in health care
organizations (Colella et al., 1997)? In what other ways could nursing uniquely address
these debates that reflect its phenomenon of concern?

While the financial cost versus benefit debate surrounding nurses with disabilities
rose to the fore in the literature, other issues were virtually ignored, dominated by the
overwhelming business perspectives. It is understandable that nursing management and
human resources must consider the complex economical and legislative responsibilities,
the “political correctness”, and the employment concerns involved with nurses with
disabilities. However, this economic focus left gaps in the literature that the authors did
not address. For example, there were no statistics on the size of the population of nurses
with disabilities. While it would be difficult, perhaps even impossible, to count or
measure “legitimate” and/or “non-legitimate” disabilities, having some numerical
estimate of the size of this population would provide appreciation of the prevalence of
disability within the discipline. The literature also rarely detailed the personal costs
resulting from disability for the nurses involved (Agnew, 2000; Dinsdale, 2000;
Maheady, 2004; Nemeth, 1995; Porter, 2004; Restifo, 2001; Sloane, 1998a, 1998b;
Tammelleo, 1993) because costs to employers took precedence. The experience of nurses
with disabilities was neither researched nor was there a call within the literature for such
inquiry. This study, therefore, addresses some of the identified gaps in the literature and
contributes to the body of knowledge by providing information about the experiences of

nurses with disabilities regarding feeling understood from their perspective.

Nurses with Substance Use

The majority of literature on nurses with disabilities focussed on nurses who use
substances (inclusive of prescription, non-prescription drugs, and alcohol). Similar to the
persistent use of labels such as “disabled nurses” in the literature that addressed
recruitment and retention issues, the use of labels to describe nurses who use substances
was similarly pervasive. For example, numerous authors referred to the population of
nurses who use substances as “impaired nurses”, (Beckstead, 2(502; Brewer & Nelms,
1998; Chiu & Wilson, 1996, Champagne et al., 1987; Finke et al., 1996; Green, 1984;
Hood & Duphorne, 1995; Penny, 1986; Smardon, 1998; Swenson et al., 1987a,
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1987b,1989; “The Indiana State”, 2003; Trinkoff et al., 1991; Wennerstrom & Rooda,
1996; West, 2003; Wheeler, 1992) “chemically dependent nurses”, (Chiu & Wilson;
Hutchinson, 1987; Jensen, 1996; Penny; Torkelson et al.,1996) nurses with “substance
abuse”, (Chiu & Wilson; Smardon; Trinkoff et al.) or addicts (Chiu & Wilson;
Hutchinson; Penny). One additional article sought to gain insight into the experiences of
nurses with the challenges of substance usage and referred to these individuals as “nurses
with substance misuse problems” (Lillibridge et al., 2002).

The literature on nurses with substance use addressed a range of foci such as
prevalence and risk factors, the lived experiences of nurses with “dependence on
chemicals”, nurses’ attitudes towards “impaired” colleagues, disciplinary procedures,
interventions for administrators working with nurses who use substances, types of
withdrawal programs, and re-entry into practice. The prevalence of chemical use by
nurses was proclaimed to be on the rise (Chiu & Wilson, 1996; Hutchinson, 1987,
Wheeler, 1992). Statistics ranged from 2% to 33% (Green, 1984; Lillibridge et al., 2002;
Trinkoff et al., 1991). More recent articles estimated the rate of substance use was similar
or slightly below the general population at 20-35% despite nurses’ increased job risks of
high stress and access to medications (Beckstead, 2002; Lillibridge et al.; Smardon,
1998). Younger nurses were also considered to be at greater risk for substance use
(Smardon). However, as Smardon pointed out in her literature review on the topic, it may
be difficult to know the actual prevalence of substance use among nurses due to
decreased self-disclosure because of shame and guilt among these women who are
caregivers. Interestingly, substance use was frequently regarded as either a moral
weakness or a disease (Brewer & Nelms, 1998; Hood & Duphorne, 1995) with each
perspective having coinciding preconceptions of individuals who use chemicals.

The recognition of substance use among nurses being labeled as “impairment”
began to surface in the literature in the 1980’s. This acknowledgment occurred after the
topic surfaced in the late 1970’s as one of public concern (Smardon, 1998). Often
addressing issues of legislation and disciplinary actions, the research on nurses with
substance use, predominantly from the United States, was also written prior to the
Americans with Disability Act. Although state boards of nursing had the right to

determine who was “competent” to practice nursing, research revealed that boards



51

differed in requirements for documentation regarding impairments (Champagne et al.,
1987). Disciplinary actions by nursing boards were also found to be targeted towards
nurses who used substances more than nurses with mental or physical challenges
(Swenson et al., 1987a, 1989). Reinstatement was generally dependent on criteria that the
nurse was in treatment and able to complete her job while maintaining patient safety
(Swenson et al., 1987b, 1989).

Over the past two decades, disciplinary actions have shifted to focus on
rehabilitation. “A successfully rehabilitated substance user is defined by law as a person
with a disability, unless proven to have relapsed into active addiction” (“Narcotics
Diversion”, 2000, p.5). Yet, if a person continued in the illegal use of drugs, they became
exempt from coverage under the Americans with Disability Act and were no longer
considered a person with a disability (Smith, 1992). It is unclear if a person is considered
to have a disability when they enter into rehab, labeled “non-disabled” if they re-use
substances, but then again considered disabled once they stop using. Is a person regarded
as having a disability or not if they are in a rehab program and use substances while still
in rehab? The literature did not consider the use of labels in scenarios such as these. The
labels, stigma, and denial of substance use continues to challenge identification, let alone
rehabilitation, within the discipline of nursing.

Amidst the denial and stigma, why is it that the majority of the literature on nurses
with disabilities focussed on nurses with substance use? How is it that this population has
been recognized in scholarly literature more than other groups such as nurses with spinal
injuries/disabilities or nurses with multiple sclerosis? Is it because this topic engaged
sensational interest given that it could be illegal (for example, if a nurse reverted back to
drug use)? Or is it because of funding for research with “impaired nurses”? Does the
focus on nurses with substance use as the highlighted example of nurses with disabilities
further stigmatize the population? And does it further imply that nurses are to maintain
primary ownership, maintenance, and responsibility for their disability? Brewer & Nelms
(1998) were the only authors who critically considered the effects of labeling a nurse as
“impaired”. They further suggested in their research that nurses who use substances were

in fact stigmatized and labeled by the nursing discipline as “deviant” persons.
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With the exception of Brewer & Nelms” (1998) article, the notion of labeling a
nurse as “impaired” has been accepted and unchallenged within the literature regarding
nurses who use substances. Comparatively, Torkelson et al. (1996) considered the effects
of nurse administrators and executives labeling a nurse who uses substances as a “threat”
or “non-threat”. The authors found that labels of threat and non-threat identified different
interpretations and suggested varying actions by nurse administrators who were perceived
to act on behalf of the organization. It is interesting to note that these nurse administrators
were not acting on behalf of their staff nurses, who in this case, used substances. Would
these administrators’ actions have been different if they were acting on behalf of the
individual nurse with substance use, instead of acting on behalf of the organization? The
notion of labeling is further considered in other realms of literature outside of the
research area of nurses who use substances (for example, see Deegan, 1993; Olney &
Brockelman, 2003).

The word “impair” means unsuitable, unfit, inferior, odd, less valuable, weaker, to
grow or become worse, to deteriorate, and to suffer injury or loss (Onions, 1983). Are
these definitions what is implied when speaking of nurses who use substances or nurses
with disabilities? Is labeling a nurse as “impaired” then a judgement on her/his value as a
nurse or as a person? If a nurse who uses substances is also considered to have a moral
weakness (Brewer & Nelms, 1998; Hood & Duphome, 1995) as the cause of the
disability, is this nurse in some way considered too morally weak to remain a nurse? The
perpetual use of labels such as “impaired nurse” among the nursing literature may also
reveal how nurses perceive their colleagues who use substances. Are we as a discipline
content with perceptions such as these?

The use of labels among nurses with disabilities may alternatively be required for
administrative purposes, therefore requiring the use of disability labels. These labels may
represent diagnoses given to individuals by doctors, colleagues, or clinicians. Yet these
labels may not represent an individual’s experiences or self-perceptions (Olney &
Brockelman, 2003). For example, in order to receive adequate supports, nurses with
disabilities may need to demonstrate evidence of a disability label (Olney & Brockelman,
2003). Tension is apparent when one considers that the majority of labels used for nurses

with disabilities may be imposed on individuals, yet they may also be necessary for
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administrative negotiations. Again, with the exception of Brewer & Nelms’ (1998) and
Torkelson et al.’s (1996) articles, none of the above questions regarding labeling were
answered in the literature on nurses who use substances, therefore presenting a gap in the
literature.

In the literature, the practice of nursing colleagues assisting and reporting nurse
co-workers with substance use was documented, encouraged, and challenged in nursing
publications. Peer assistance via relational support and rehabilitation programs was
encouraged and supported for the primary rationale of developing prevention strategies
through education, expanding program development, and decreasing organizational costs
(Finke et al., 1996; Hutchinson, 1987; Jensen, 1996; Penny, 1986; “The Indiana State”,
2003; Torkelson et al., 1996; Wennerstrom & Rooda, 1996). However, the questions
many nurses faced was whether or not reporting a colleague was supportive or
detrimental for the nurse with substance use, for themselves, for the public, or for the
organization in which they were working. Hood and Duphorne (1995) found that nurses
in general were willing to help or confront colleagues but preferred informal to formal
reporting and were not willing to work with them on the hospital unit. Theories of
behavioural change explained that a significant antecedent to behaviour adjustment was
attitudinal change. Therefore, attitudes regarding substance use were hypothesized to
sway nurses’ judgments of colleagues’ impairments, as well as the likelihood of reporting
(Beckstead, 2002). While the use of such behaviourally based interventions, intended to
control and predict nurse behaviours or reporting, may offer particular sorts of practice,
such practice is devoid of the meaning of this experience for the nurses doing the
reporting.

The “costs” associated with having nurses who use substances participate in the
workplace was widely considered in the literature. However, attention was directed
towards employer/organizational incurred costs due to incidence reports, absenteeism,
substandard practice, drug discrepancies, overtime, workers compensation, retention
amidst “nursing shortage”, resignations, return-to-work programs, lawsuits, and increased
monitoring of nurses returning to work (Brewer & Nelms, 1998; Finke et al., 1996;
Jensen, 1996; Lillibridge et al., 2002; “Narcotics Diversion”, 2000; Penny, 1986;
Torkelson et al., 1996; Wennerstrom & Rooda, 1996; Wheeler, 1992). Financial costs
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overrode the majority of organizational considerations by nursing unions, state boards,
and professional bodies (Champagne et al., 1987; Finke et al.; Hood & Duphorne, 1995;
Hutchinson, 1987; Lillibridge et al.; Penny; Swenson et al., 1987a, 1987b, 1989). Costs
towards standards of care within the profession (Beckstead, 2002; Hood & Duphorne), as
well as care that the public received (Finke et al.; Hood & Duphorne; Torkelson et al.)
were also identified as areas that were affected by nurses who use substances.

While the majority of articles focussed on the economic burden of nurses who use
substances, there was a small minority of the literature that explored the personal
experiences and human costs of substance use among nurses. The following three articles
are important in relation to this thesis because they too studied nurses’ experiences
(Brewer & Nelms, 1998; Hutchinson, 1987; Lillibridge et al., 2002). Review and analysis
of what has been discussed among this population in past research will also inform this
inquiry. The first phenomenological study was conducted by Brewer and Nelms and they
included 14 nurses in recovery for chemical use, all of whom were labeled as “impaired”
by the nursing profession. The study identified five themes common to each participant:
(1) living with a negative label, (2) denial of employment due to being labeled as
“impaired”, (3) recovery as a way of life, (4) recovery as a personal identity, and (5)
willingness to share one’s recovery with professional peers.

The research by Brewer & Nelms (1998) is significant because they were the only
authors who questioned the use of labels among nurses who use substances. They also
asked their participants about their experiences of being labeled. Of the fourteen
participants in this study, one half of the nurses did not see themselves as “impaired” and
only one self-viewed as an “impaired nurse”. Nine participants “identified themselves as
‘recovering’ not as nurses, but as persons, separate from their professional roles...and
four participants viewed themselves simply as a nurse” (p. 177). All fourteen attached
negative meaning to the word “impaired”. While the authors problematized the use of the
term “impaired nurse”, they inconsistently also referred to this population with this same
label that they were critiquing.

A second group of researchers (Lillibridge et al., 2002) conducted a
phenomenological study in which they interviewed 12 nurses who “misused” substances.

The purpose of this two-part research was to achieve insight into nurses’ experiences as a
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contribution to the development of universal guidelines to assist with prevention,
identification, and intervention policies for nurses who have problems with “substance
abuse” (p. 1). Phase one included qualitative phenomenological design while phase two
used quantitative methodology. Five major themes were derived: (1) nurses’ justifications
for using substances, (2) fear surrounding being “discovered”, (3) personal meaning of
substance use, (4) professional impact, and (5) the turning points on their roads to
recovery. Although the authors discussed their findings related to subsequent
implications for the workplace, they did not include recommendations for universal
guidelines for prevention, identification, and intervention strategies. However, they were
able to articulate the importance of including individuals’ experiences in policy
development. I fully agree with these authors when they purport: “It is imperative to
listen to these experiences as a basis for developing interventions and guidelines for the
workplace that are relevant and responsive to the needs of nurses” (p. 7).

Both Brewer & Nelms’ (1998) and Lillibridge et al.’s (2002) phenomenological
studies found that their participants spoke about recovery as a personal experience. Both
studies also included recovery as a part of the research findings. Although Lillibridge et
al.’s study was conducted in Australia and Brewer & Nelms’ research occurred in the
United States, it would be interesting to know if the nurses who participated in these
projects knew that recovery and rehabilitation were necessary components for coverage
under the Americans with Disabilities Act and to be considered as having a “legal”
disability.

A third qualitative study, using a grounded theory methodology, explored the
experiences of 20 nurses who use substances (Hutchinson, 1987). Hutchinson identified
and presented three progressive stages nurses are said to go through as they become
dependent on chemicals, or what the author terms, the self-annihilation trajectory. The
three stages include: 1, the experience (including phases of initiating, connecting, and
experimenting), 2, the commitment (including dialogue with self, disengaging, and
routinizing), and 3, the compulsion (including craving and surrendering). The author’s
purpose in describing the three stages was to facilitate nurse executives in acquiring an
informed understanding of chemical use so they could better plan and change policies,

procedures, and management interventions. Interestingly, unlike the research by Brewer
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& Nelms (1998), Hutchinson did not ask her participants about their experiences of being
identified with a negative label. Therefore, there is no detail about the experiences of
these nurses and their responses to being labeled on a self-annihilation trajectory.

Closer to the topic of this study, the literature briefly addressed the experiences of
nurses who use substances. However, there remains a gap based on theoretical
perspectives. There was no research that considered nurses’ experiences or the issues that
were present for nurses who use substances, from a human science perspective. While
Brewer & Nelms (1998), Lillibridge et al. (2002), and Hutchinson (1987) did provide
some insight into these nurses’ experiences, these experiences were all addressed from an
objectivist perspective. From such a natural science perspective, human beings are
understood by studying parts of their experiences while asserting that they are more than
the sum of their parts. Through a human science perspective, human beings’ experiences
would be considered as greater than and different from the sum of parts and viewed as
irreducible wholes (Parse, 2002). The differences between these two perspectives are
fundamentally distinct from each other.

A small number of studies explored the interventions used by nurse administrators
in the field of substance use and explicated the theoretical basis of their research or
practice. Their theoretical perspectives included statistical regression analysis (Torkelson
et al., 1996), expectancy theory, path-goal theory (Wheeler, 1992), and ethical theories
(Chiu & Wilson, 1996). In a quantitative study including 322 surveys, Torkelson et al.,
found a relationship between administrators’ interpretations of the degree of threat
perceived with these nurses and the consequential interventions. The higher the degree of
threat perceived by administrators, the higher their tendency to terminate nurses, and the
lower their tendency to refer them to treatment, reintegrate them, or hire them. In a guest
editorial column, Wheeler briefly identified the expectancy theory, and more specifically,
the path-goal theory, as potential guides for administrators’ interventions. Path-goal
theory suggests that motivation towards attainment of organizational objectives can best
" be attained by the leader removing obstacles in goal attainment and creating personal
rewards for employees dependent on achievement of goals. Ethical theories were also
purported in a paper by Chiu and Wilson where the dilemma regarding “best” ethical

interventions was considered. They contended, “to make a sound and ethical decision



57

regarding the choice of intervention, nurse managers not only need to integrate ethical
theories and principles but must also clarify their own perceptions and attitudes towards
substance abuse” (p. 292).

Although these three articles addressed the practise of nurse administrators with
nurses who use substances, the use of nursing theory in these endeavours was non-
existent (Chiu & Wilson, 1996; Torkelson et al., 1996; Wheeler, 1992). The theoretically
based interventions identified in this section of literature were grounded in knowledge
from other disciplines including economics, psychology, and philosophy. Additionally,
the pre-eminence of theories that once again were embedded in objective views of reality
and reductionistic views of human beings were evident.

These three articles focussed on nurse administrators who acted as representatives
of the larger organizations and not as representatives of their nursing staff (Chiu &
Wilson, 1996; Torkelson et al., 1996; Wheeler, 1992). It is not surprising, then, that
Smardon’s (1998) literature review found that nurses with substance use did not feel
supported by nursing management (Shaffer, 1988). It is noteworthy that the three studies
that explored interventions used by nurse administrators did not take into account the
experiences of nurses. The nurses’ experiences were not considered to inform
interventions and policies that were meant to assist them and their recovery from
substance use (Lillibridge et al., 2002). The literature also did not address the anticipated

absence of studying the experiences of nurses who use substances.

Nursing Students with Disabilities

The final section addressing nurses with disabilities focussed on nursing students.
The majority of this literature was written in the United States with the exception of one
article from the United Kingdom (Konur, 2002) and one from Canada (Murphy &
Brennan, 1998). The single most apparent theme in the literature considering nursing
students with disabilities was the consistent emphasis and acknowledgment of the
legalities of disability. Government legislation related to individuals with disabilities was
addressed in every article included in this final section (Arndt, 2004; Carroll, 2004;
Champagne et al., 1984; Christensen, 1998; Colon, 1997; Helms & Weiler, 1993; Konur;
Letizia, 1995; Magilvy & Mitchell, 1995; Maheady, 1999; Marks, 2000; Moore, 2004;
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Mueller, 1997; Murphy & Brennan; Persaud & Leedom, 2002; Selekman, 2002; Sowers
& Smith, 2002, 2004a, 2004b; Watson, 1995; Weatherby & Moran, 1989; Wood, 1998).
This prevalence for examining legal perspective suggests that, for many persons, issues
of disability are intertwined with issues of the law. And while the law may been seen by
some as protective, just, and fair, for others it may be seen as restrictive, unjust, and
prejudiced.

The majority of the literature on nursing students who have disabilities has
emerged post-debate on the issues of nurses who use substances and nurses with
disabilities. Once nursing began to acknowledge, research, and problematize disability
already among practicing and non-practicing registered hurses, the peripheral view |
extended to consider those who may be coming into nursing with pre-existing disabilities.
While it may have been easier in the past to deny acceptance to nursing students with
disabilities (Champagne et al., 1987), legislation has now granted access to education.

Two evaluation papers focussed on legislation specifically related to educators in
nursing progral;ls (Helms & Weiler, 1993; Konur, 2002). Both articles discussed
admission, dismissal, and accommodation for nursing students with disabilities. First,
Helms and Weiler identified cases in which statutes have created problems for educators
and their interactions with “otherwise qualified disabled students”, further calling for
increased education regarding legal requirements for nursing faculty, staff, and
administration for the purpose of decreasing risk of liability. Due to changes in
legislation, educators have been forced to learn how the law affects their practice.
Educators have had to become savvy regarding the law, understanding the extension of
legal issues within their own classrooms. For many educators, the issue of disability may
then produce a sense of restriction, uncertainty, or fear of liability.

Second, Konur (2002) explicated that it is stakeholders such as nursing
administration and academic staff, as well as regulatory nursing bodies, that must educate
themselves about the “rules” of the “game” of access by disabled students to nursing
education and service provision, thereby shifting the focus of public debate from the
“players” to the rules of the game itself. However, Konur’s perspective that calls for a
transfer of attention from the individuals to the system may hold inherent dangers. This

call further removes from the “bargaining table” those students and educators who are
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most affected by the rules of the access-to-education game. Although the effects of
shifting public debate and focus may produce a more organized, antiseptic, and highly
objective presentation of the issues, it also removes the individuals impacted by these
policies. Konur’s recommendation implied that the players have already received too
much of the focus within public and academic debate. However, the individuals involved
have only been considered from an objective perspective. Konur’s challenge may further
distance individuals’ experiences from contributing to and informing the development of
policies, guidelines, and future legislation that may be both relevant and responsive to the
needs of not only nursing faculty, but also students with disabilities.

Articles addressing an audience of educators in nursing programs discussed issues
including: nursing students with disabilities treated less favourably than their peers
(Christensen, 1998), an increase of nursing students with leaming disabilities (Letizia,
1995; Selekman, 2002), the persistent struggle with the concepts of “essential functions”
and “reasonable accommodation” within nursing education and practice (Arndt, 2004;
Carroll, 2004; Moore, 2004; Persaud & Leedom, 2002; Sowers & Smith, 2004a, 2004b;
Wood, 1998), recruitment and retention of nursing students with disabilities (Carroll;
Arndt), and individuals with disabilities who are not just to be “tolerated” but accepted as
diverse students (Moore; Selekeman; Sowers & Smith, 2002). Sowers and Smith
addressed disability as difference and are the only authors within the literature to consider
nurses with disabilities who alluded to understanding. These authors found:

All of the nurses with disabilities whom we interviewed indicated that their patients,
with and without disabilities, tended to relate to and trust them because they
believed the nurses “understood” what is meant to be a patient of or recipient in the
health care system. The nurses with disabilities also believed their disability
actually helped humanize them in their patients’ eyes — it helped to ameliorate the
“myth of perfection” of the health care profession. (p. 332)

Sowers and Smith (2002) were the only authors that included patients’ perspectives
of being cared for by a nurse with a disability. In Sowers and Smith’s study, the patients’
perceptions of these health care professionals were very positive. Interestingly, the
individuals cared for by nurses with disabilities were not considered at all in the literature

among nurses who used substances, or in the literature on recruitment and retention of

nurses with disabilities. In these two previous areas of literature review, the public was
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only considered in terms of compromised public care or lost public profit. In the previous
two areas of literature, the nurse with the disability was inherently considered the
“recipient who was in need”. The conversation within the literature rarely considered the
actual patients who were being attended to by nurses who were also at times regarded as
patients because of their disabilities. Perhaps it is time that nursing considers the
preponderance of nurses who are (at times) patients themselves caring for others,
traditional patients/clients.

Although legislation has facilitated access to education for individuals with
disabilities, schools of nursing continue to address multiple areas of ongoing debate.
Students with disabilities continue to be admitted to nursing education in diploma,
baccalaureate, and graduate programs, and they are graduating, passing licensing exams,
and gaining employment (Magilvy & Mitchell, 1995; Maheady, 1999; Watson, 1995). A
persistent area of debate included identification of essential functions (knowledge/skills)
for nursing education and practice. This topic was widely considered with regards to
nursing students with disabilities (Arndt, 2004; Carroll, 2004; Champagne et al., 1984;
Colon, 1997; Magilvy & Mitchell; Maheady; Moore, 2004; Mueller, 1997; Murphy &
Brennan, 1998; Watson; Wood, 1998). Admission qualifications ranged from specifically
being able to physically perform cardio pulmonary resuscitation (Weatherby & Moran,
1989) to any number of behaviours and work functions, but not physical attributes
(Sowers & Smith, 2002).

Traditionally, admission and convocation from a nursing program was linked to
licensure requirements (Champagne et al., 1984; Magilvy & Mitchell, 1995; Murphy &
Brennan, 1998). However, this notion may be challenged as questions are raised whether
there is room in nursing education for those who may never practice in the expected
practice area of bedside nursing or do not require registration through a licensing
professional body. The question of what exactly nurses “do” may be further debated in
the context of nurses who have disabilities (Arndt, 2004; Carroll, 2004; Moore, 2004).
Tasks such as changing dressings, using technical monitors, administering narcotics, and
performing physically demanding actions do not define “nursing”. Rather, an

understanding of discipline-specific knowledge in combination with any number of skills,
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tasks, and knowledge from other disciplines may potentially open new opportunities for
nurses, including those with disabilities.

Reasonable accommodations of students with disabilities within postsecondary
education programs was widely considered (Amdt, 2004; Carroll, 2004; Colon, 1997;
Letizia, 1995; Magilvy & Mitchell; Maheady, 1999; Marks, 2000; Mueller, 1997;
Murphy & Brennan; Watson, 1995; Weatherby & Moran, 1989; Wood, 1998),
predominantly because failure to do so constitutes discrimination. Accommodations
ranged from making facilities physically accessible to providing access to technology
services. However, reasonable accommodations did not change academic requirements
that were essential to the program (Helms & Weiler, 1993).

Two articles stand out among the rest of the literature reviewed thus far in
consideration of students with disabilities. First, Maheady’s (1999) qualitative multiple
case study was the only article that described the experiences of nursing students with
disabilities for the purpose of providing research from which nurse educators can make
informed decisions about admission, retention, and dismissal. This is significant because
individuals’ experiences in this research were honoured and described to inform both
management and policy. However, Marks (2000) critiqued Maheady’s article from a
social model perspective and purported that Maheady did not actually honour the
participants’ experiences. Rather, Marks believed that the use of the medical model in
Maheady’s study “resulted in a pervasive view of the students with disabilities as lacking
in some abilities because of their impairments, which in turn seemed to make them a
potential liability to their schools” (p. 205). And second, Colon’s (1997) study considered
the extent to which nursing programs in North Carolina admit, identify, and graduate
nursing students with learning disabilities. Interestingly, this was the only research study
framed within nursing theory, that of Leininger’s culture care theory. All other literature
published in nursing journals that attended to this area of study use theories from other

disciplines.
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Feeling Understood

Research inquiry with the primary intent of studying the phenomenon of feeling
understood is a rare endeavour. Fifteen texts (mainly dissertations) were considered in
this literature review and the table below differentiates them according to the theoretical
perspectives that guided the inquiry. For the purposes of discussion here, literature is
broadly categorized into empiricist and non-empiricist inquiry (Northrup, 2003). The
empiricist, natural science perspective of knowledge previously discussed in chapter
three considerations science as product. The empiricist tradition focuses on objectivity,
causality, predictability, and realism (Monti & Tingen, 1999; Northrup; Parse, 1997a).
The non-empiricist, human science viewpoint also previously discussed in chapter three
considerations science as process. The non-empiricist tradition emphasizes multiple
realities, living knowledge, perspective, and the uniqueness of human life (Mitchell,
1999; Northrup; Parse, 1997a, 2001; White, 1938). When one considers that all inquiry
requires interpretation, the suggestion that empiricist methods are not interpretive seems

to be inconsistent (Northrup).

Table 4.
Theoretical Underpinnings of Literature on Feeling Understood.

Inquiry Literature on Feeling Understood

Literature related to feeling understood

. e el e Barrett-Lennard, 1962 (dissertation)
based in empiricist inquiry

e Feitel, 1968 (dissertation)

e Stolorow, 1982-1983

e Lafferty, 1987 (dissertation);
Lafferty, Beutler & Crago (1989)

e Abrams, 1988 (dissertation)

e Bachelor, 1988

e QGalpert, 1988 (dissertation)

e Winfrey, 1988 (dissertation)

e Pocock, 1997
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Literature related to feeling understood

based in non-empiricist inquiry * VanKaam, 1958 (dissertation)

e Dickson, 1991 (dissertation)

e Mcintyre, 1994 (dissertation), 1997

e Jonas-Simpson, 1998 (dissertation),
2001

e Moncrieff, 1999 (thesis)

e Sundrin & Jansson, 2003

I will begin reviewing the literature related to feeling understood based in
empiricist inquiry. Feitel’s (1968) philosophy dissertation quantitatively investigated 27
student therapists’ behaviours of empathy, warmth, and verbal activity. These behaviours
were then compared in relationship with their patients’ experiences of feeling understood
and liked by their therapist. Therapist verbal activity was measured by the author
counting the (1) number of times therapists’ spoke, (2) number of words spoken, (3)
number of accepting statements, and (4) number of words per utterance (for both
accepting and non-accepting statements). Feitel had 35 patients who were considered
“moderately disturbed” (p. 1) complete a questionnaire after their fifth therapy session in
an attempt to measure patients’ phenomenological feelings of being understood.

Feitel (1968) found no correlation between feeling understood and therapist
verbal activity. Significant correlations were noted between successful therapy outcomes
(as noted by therapist supervisors) and patients’ ratings of feeling understood and being
unconditionally liked. Yet, not surprisingly, patients and judges measuring warmth and
understanding did not agree on what composed empathic understanding. These findings
support the notion that human experiences may not be generalizable. If more and more
research is supporting this notion, then it is interesting to note how slowly both health
care and therapy are moving away from generalizable practices.

In a second philosophy dissertation, Abrams (1988) assessed the relationship
between satisfaction and feeling understood (using quantitative data) and sought to

identify physician behaviours that were related to a patient feeling understood (using
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qualitative data). Participants included thirteen physicians along with 102 outpatients
who completed a questionnaire that measured feeling understood/misunderstood
immediately after their doctors appointment. A qualitative approach applied to the data
found which aspects of physician interactions were most important for patients. Abrams
observed that patients desired information regarding their illnesses, trust in their
relationship, and that their physicians empowered them as patients. The author also found
through statistical analysis that feeling understood was positively correlated to the
cognitive, affective, and behavioural aspects of satisfaction. She concluded that feeling
understood was a predictor of satisfaction.

In the third and last philosophy dissertation on feeling understood, Winfrey
(1988) investigated patient perception of early psychotherapeutic process and its
relationship to predict therapy durations (length of stay) and outcome. Psychotherapy was
defined as “interventions by ‘experts’ with individuals who present[ed] with problems in
living” (p. 3). Feeling understood was conceptualized as empathic resonance, a process
element from the Generic Model of Psychotherapy. In this quantitative study, 60 adult
psychotherapy outpatients rated their third and eighth therapy sessions on a set of
variables the author regarded as a predictor for duration and outcome of the intervention.
Results found patient perception of early therapy did not predict duration but did predict
outcome. Feeling understood and mutual affirmation was found to be prominent in
predicting outcome. The change measured between patients’ third and eighth sessions
was found to not be related to duration.

In these three dissertations the authors all sought to measure or standardize feeling
understood for the purpose of predicting human experiences and actions. It makes sense
that causal relationships with feeling understood would be painstakingly researched
because such a claim is rooted in a natural science perspective which aims to describe,
explain, and predict. The normative process of separating cognitive, affective, and
behavioural dimensions (Abrams, 1988) and searching for causal predictors of efficient
medical or therapy treatment outcomes (Abrams; Feitel, 1968; Winfrey, 1988) support a
system whereby feeling understood remains as an outcome that can be predicted rather
than an experience that is explored as part of the process of assessment. It comes as no

surprise that within natural science approaches to feeling understood there is a desire to
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seek and delineate causal relationships in areas of research, therapy, and nursing practice.
Because of the dominance of such thinking, lay people also hold such a view too. This
combination permits an “expert” to control or effect outcomes through their predictions
(Cody, 1995). These predictions come to be thought of as “true” because of the experts
powerful, efficient, and comfortable position as a professional. Thus, the experience of
feeling understood is pushed aside because it is an outcome and not central to the process.

Therapy treatment outcomes also considered feeling understood in relation to
empathy (Bachelor, 1988; Barrett-Lennard, 1962; Galpert, 1988; Lafferty, 1987; Lafferty,
Beutler & Crago, 1989; Stolorow, 1982-1983). Stolorow discussed feeling understood
from the perspective of the therapist who interpreted the client’s experience of the
phenomenon. Feeling understood was discussed by Stolorow as received empathy, also
referred to as empathic understanding. Stolorow found that the “feeling of being deeply
understood” (p. 416) enabled the patient to become immersed with the therapist, thereby
enabling “early symptomatic improvement” (p. 416). Stolorow’s article, entitled Feeling
Understood, was informed from a natural science perspective and he acknowledged
positive correlations between therapy outcomes and the therapist’s interpretation of the
client’s received empathy. At no point in the article did Stolorow discuss the client’s
perspective of the experience of feeling understood.

Barrett-Lennard (1962) conducted a study in which he attempted to “connect
cause and effect in the therapy process” (p. 30). Unlike Stolorow, Barrett-Lennard looked
at the client’s experience of her/his therapist’s response as “the primary locus of
therapeutic influence in their relationship” (p. 2). He studied the client’s experiences
because he believed that it was what the client experienced that affected him directly. His
study led to the development of the now widely recognized Barrett-Lennard Relationship
Inventory (BLRI) tool. This tool measured five variables that he believed influenced
therapeutic change: (1) level of regard, (2) unconditionality of regard, (3) empathic
understanding, (4) congruence in the relationship, and (5) willingness to be known. The
sample consisted of 42 clients in the counselling centre of the University of Chicago and
their 21 therapists. The BLRI tool was used “after [five] therapy interviews and at
predetermined later points” (p. 30). The main hypotheses were supported through the
study’s findings that articulated: the tool predicted therapeutic change, the predicted
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changes were the greatest when the client’s perspective was measured, and the greatest
changes occurred with “expert” therapists. Overall, positive correlations were found
between successful psychotherapy and a client’s perception of empathic understanding.

The therapeutic effect of empathy was also studied by Bachelor (1988) in an
attempt to “examine more incisively the structure and phenomenology of clients’
perceptions of the helper’s empathy as a preliminary basis for a clearer conceptualization
of ‘received” empathy” (p. 228). The sample consisted of 52 participants, 27 in therapy
and 25 who had never been in therapy. Participants were asked to describe in writing a
situation in which someone (a therapist or another) had been empathic towards them.
Written descriptions were analyzed using a “S-step content-analytic procedure” (p. 229).

From Bachelor’s (1988) analysis, four distinct styles of client-pe