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ABSTRACT 
 

 
NURSES MAKING CARING WORK: A CLOSET DRAMA 

 

  

 The study reveals how nurses operationalize their daily caring practices in a 

hospital oncology unit that is described by nursing students as having a “culture of 

caring”. Despite ample evidence that changes to nursing practices in hospitals are 

occurring, there exists a dearth of work, theoretical or otherwise, that clearly addresses 

what appears to be emerging as a major trend. This ethnographic study directs attention 

to issues and concerns related to the changes by exploring the question of how nurses 

sustain their daily caring practices in light of the contextual influences that support or 

impinge upon their daily nursing activities. The study spans over a three month period (2-

3 days a week) and involves 19 registered nurses who volunteered to be participants. 

Participant observation and journaling are the methods used to generate data. This field 

study is strengthened by participants’ corroboration with the researcher. Data collection, 

analysis, and interpretation were conflated into a single simultaneous process. 

 The findings are presented in the form of an artistic portrayal: termed a closet 

drama”.  Analysis revealed nine themes of caring practices that framed a collective story 
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of ‘caring comes first’: making connections, creating form, making do, tolerating 

ambiguity, committing to diversity and dealing with difference; facing the possibility of 

death and facing dying, thinking outside the box of strategic moves, caring for self and 

others, and staying the course. They are the titles for the nine acts. A discussion of the 

findings is included as part of the drama in a series of passages called ‘After Wards’. 

Practices of caring are identified as a third mode of thinking that is situational and 

immediate and located between the two worldviews of modernity and postmodern; 

certain and uncertainty. Nurses’ intentionality is aimed at building bridges of 

understanding between the predetermined strategies of imposed order, developed to 

direct patient care, and uncertainty stemming from patients’ personal understandings of 

health and unique responses to their current health event. The characteristics of caring 

practices are identified as thoughtful conversations and generative tensions as a 

consequence of the dialogical encounters that result in reflective understandings. Caring 

practices create a space for the centrality of the social in intellectual thinking where 

assumptions are questions, contextual influences are taken into account, and capacity 

building occurs at an individual and system level.  

Of note is that one of the themes, “making do”, resulted in nurses directing their 

attention in two different directions: towards their patient and towards system issues. 

Thus, “making-do” is seen to serve two different functions. One is that it resists the loss 

of different possibilities for care. The second is that it serves to maintain hegemonic 

norms. In the discussion related to the significance of the research, making do is 

identified as a fault line for the limiting of caring practices.  
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 The researcher concludes that there is a need for lens that would better enable 

nurses to examine the effects of contextual influences on nursing and nurses; to recognize 

the effects and opportunities related to changing worldviews.  

  

 



 vi

   Table of Contents 
           PAGE 
SUPERVISORY COMMITTEE          ii 
 
ABSTRACT              iii 
 
TABLE OF CONTENTS           vi 
 
LIST OF FIGURES            x 
 
ACKNOWLEDGMENTS           xi 
 
DEDICATION            xii 
  
CHAPTER ONE: Recognizing a Problem         1 
 Introduction             1 
 Developing a focus           10 
 Purpose for Study           19 
 Organization of my Dissertation         20 
 
CHAPTER TWO: Literature Review of Nursing a Practice of Relational 
   Caring          21 
 Introduction            21 
 Review of the State of Knowledge of Caring in Nursing      22 
 Influences of Cultural Context on Understandings of Caring     29 
 Theoretical Perspectives Framing Nursing as Caring Practices     33 
  Epistemology of Caring         33 
  Ontology of Caring           40 

Dissemination of Caring Practices through Education      47 
 The Influence of Context on the Construction of Nursing      49 
  Sociopolitical Agendas         49 
  Medicine and the Bureaucratic System of Hospital       53 
 Recent Nursing Research           56 
 Identified Gaps in the Literature          61 
 My Study            63 
 Research Questions           63 
CHAPTER THREE: Methodology          65 
 Introduction             65 
 Philosophical and Theoretical Underpinnings of the Study      65 
  Philosophical Underpinnings         65 
  Theoretical Perspectives         68 
   Understanding culture/context as a construction     68 
   Knowledge/power relations        71 
   Practice as strategic moves and individual judgments    72 
  The Research Question          75 
  Ethnography as Methodology         76 



 vii

  Sampling: Selecting a Site for the Study and Negotiating Entry    78 
  Study Method           79 
   Participant Observation         79 
    Data collection, analysis, and interpretation     81 
   Journaling as Method          84 
  Portrayal of Findings          85 

Found Poetry          85 
Artistic Portrayal of Findings:” Closet Drama”     85 

  Ensuring Scientific Rigor of the Study        90 
  Ethical Considerations         92   
 
CHAPTER FOUR: An Artistic Portrayal and Discussion of Findings from  

the Study          95 
 Introduction           95 
 Making Do: A Closet Drama of Caring        96 
  Actors           96 
  Production Notes         96 
  Prologue          97 
   Making Caring Work         97 
  Act 1 Making Connections: Seeing the Person     97 
   Face to Face         97 
   Scene 1         98 
    After Wards        100 
   Scene 2          103 
    After Wards        106 
   Scene 3          106 
    After Wards        107 
  Act 2 Creating Form          109 
   Changing Frameworks       109 
   Scene 1         109 
    After Wards         111 
   Scene 2          114 
   Scene 3         114 
    After Wards        116 
  Act 3 Making Do         116 
   The Act of Creating        116 
   Scene 1          117 
    After Wards        121 
  Act 4 Tolerating Ambiguity (uncertainty)       124 
   Not Easy         124 
   Scene 1          124 
    After Wards         126 
   Scene 2          127 
    After Wards         128 

Act 5 Committing to Diversity, Dealing with Difference    129 
   Nursing: A Political Event       129 



 viii

   Scene 1          130 
   Scene 2          130 
   After Wards          133 
   Scene 3         133 
   After Wards         134 
  Act 6 Facing the Possibility of Death, Facing Dying     135 
   Facing Loss         135 
   Scene 1          136 
   Scene 2         137 
   After Wards         140 
  Act 7 Thinking Outside the Box of Strategic Moves      141 
   Discovery            141 
   Scene 1          141 
   Scene 2          142 
   Scene 3         143 
   After Wards         144 
  Act 8 Caring for Self and Others        145 
   Caring: A Rare Team Approach      145 
   Scene 1          145 
   Scene 2         147 
   Scene 3         147 
   After Wards          150 
  Act 9 Staying the Course        152 
   Dreams         152 
   Scene 1          152 
   Scene 2         152 
   After Wards         154 
 Epilogue           156 
 Conclusion           157 
 
CHAPTER Five: Conclusions, Significance, and Recommendations      165 

Introduction            165 
Expanding Understandings of the Disciplinary Field of Nursing     166 
Significance of the Study          168 
Implications of the Study          168 

Nursing Practice          167 
Nursing Education             170 
Nursing Research         171 

Conclusions           171 
         
REFERENCES           175 
       
APPENDICES             
 Appendix A: Participant Consent Form       204 
 Appendix B: Letter of Information to Patient Services Manager      207 
 Appendix C: Letter of Information to Nurses         209 



 ix

 Appendix D: Nurses’ Consent Form          211 
 Appendix E: Letter of Information for Patients and Families    214 



 x

LIST OF FIGURES      
    

Figure 1: A Depiction of how the Two Axes of Making Do direct  
Nurses’ attention in different directions    122 

 
 
  



 xi

ACKNOWLEDGMENTS 
 
 This dissertation has been a lengthy pursuit, but I have never lost sight of the 
privilege of being in graduate studies and my appreciation of the many supporters 
throughout my journey. The path has not been easy but it has been remarkable. I have 
learned a great deal.  
 
 First, I am ever grateful to my supervisor, Dr. Marcia Hills, who provided me the 
opportunity of commencing PhD studies by agreeing to be my advisor; helping me 
negotiate my way through the changes in direction of my research and the many 
challenges encountered. I am forever indebted to Dr. Connie Canam whose championing 
me in securing the site for my research enabled my study to take place. Her support and 
encouragement kept me believing in the value of my work, motivated me to think 
critically, and kept me writing. I sincerely thank Dr. Marjorie MacDonald for her 
thoughtful comments and valuable feedback that challenged me to examine assumptions 
and insights made about nursing. I thank Dr. Rootman for agreeing to be a member of my 
committee at a very critical point. His insightful questions and appreciation of my 
creative and innovative use of the “closet drama” as an analytical tool is an 
encouragement for future research.  
 

 I would like to thank my family and friends for the numerous ways that they have 
encouraged me in my studies. In particular, I thank Ken, my husband and best friend, for 
always believing in my abilities and not supporting ‘quitting’ as an option. He has been 
the gift that has kept giving. His love and unending support have enabled me to finish. 
Mom your loving encouragement and support have enabled me to use Dad’s 
hospitalization as a catalyst for this study and to gain a better understanding of influences 
that constrain or sustain nurses’ caring practices. I thank our children, Lisa, David, and 
Jason for caring unconditionally and always being there for me; maintaining their interest 
in my quest and confidence in my abilities. To Greg, Christy, and Saisha, our children’s 
soul mates and new members of our family, I thank you for your caring and support. To 
my sisters (Tanis, Betty, and Donna), nieces (Sherry, Julie, Joanna, Jen, & Katie), 
brother-in laws, and nephews, thank you for ensuring that I cared for myself by making 
time for family holidays and weddings and for always being there whenever you were 
needed. To Sherrill Berg, Wendy Jones, Judy Minkus, and Barbara Shumeley, your 
continued interest in my research, willingness to listen to my findings, and your endless 
understanding of my over busyness and lateness to all events has helped sustain me. To 
my work colleagues, Judy Lee and Dr. Amanda Hoogbruin, thank you for your time and 
attention in helping me prepare for the questions at my final oral examination. An 
additional thank you to Tanis and Ken for unexpectedly flying into Victoria to give me 
needed support on the actual day of my defense.  

 
Thank you all. The journey is complete. 



 xii

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

DEDICATION 
 
 

In loving memory of Dad 
Mac (Clarence Earl) McFadyen, 

A man of great integrity who cared deeply for his family and the quality of life. 
 

 



 

CHAPTER ONE 

 

RECOGNIZING A PROBLEM 

“There is a crack in everything. That’s how the light gets in …. It’s here … the heart has got to open in a 
fundamental way” (Leonard Cohen, Anthem).  

     

Introduction 

For the past two decades, nurses across Canada have been grappling with 

government restructuring of health care and the many problems embedded in health care 

delivery. They have been struggling to solve recurring problems and the resulting 

dissatisfaction with their work (McDonald, McIntyre, & Thomlinson, 2006). “Themes 

throughout the literature on the changing nature of nurses’ work include confusion about 

what constitutes nurses’ work, the increasing demands of nurses’ work, the lack of 

control that nurses have over the work they do, and the incongruity between what nurses 

are prepared as professionals to do and what they are expected to do in practice” 

(McDonald & McIntyre, 2006, p. 286). The incongruence between nurses’ 

understandings of nursing as a profession and norms for nursing practice in local areas 

has resulted in increasing accounts of moral distress by nurses in the work place (Ceci, 

2001). Hardingham (2006) defines moral distress as an inconsistency between one’s 

beliefs and the actions one takes. In a review of several studies related to moral conflicts 

of nurses, Redman and Fry (2000) found that one third of the subjects experienced moral 

distress (cite in Hardingham, 2006) . One of the confounding factors was that nurses 

believed that moral conflicts involving physicians were irresolvable owing to an 

organizational disinclination to deal with physicians. In recognition of the increasing 
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moral distress experienced by nurses, nursing scholars such as McDonald (2006) are 

challenging nurses to look beyond traditional assumptions regarding their work and seek 

a better understanding of how the devaluing of such work, along with knowledge about 

caring, stems from cultural power arrangements. The genesis of this inquiry was spurred 

by moral distress over changes to caring that I observed in local practice settings in 

hospitals. 

During the mid-1990s, two nursing-related events occurred that I could not 

understand. One was the inquest into the death of twelve children receiving treatment in 

the Pediatric Coronary Care Program (PCCP) at the Health Science Centre (HSC) in 

Winnipeg. Profoundly disturbing for me was the thwarting of efforts on the part of nurses 

to ensure adequate care for children having surgery in the PCCP. “The nurses try to get 

someone’s attention. They go to their superiors and up the chain. Few seem to listen. At 

one point one of the nurses is as much as told her opinion doesn’t matter, that she is a 

nurse, not a surgeon” (Haines, 1997). Ironically, Judge Thomas Sinclair (2000), who 

presided over the subsequent hearing, concluded in the final report that the subjugation of 

nursing knowledge was a contributing factor in the deaths of the twelve children. 

The second event was the admittance of my 80 year-old father into intensive care. 

Although practices of valuing individuals and their potential are talked about in the 

literature as part of nursing activities (Watson, 1985, 1988; Cheek, O’Brien, & Burt, 

1997; & Halldorsdottir, 2006), they were notably absent in my father’s care. He was 

subjected to a form of high tech care that obscured him as a person, lost amidst a battery 

of machines, monitors, tubes, cords, and lines. This event triggered intense reflection on 

my part which culminated in three questions. How was it that the relational caring that I 
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have taken for granted as a universal identity for nursing was not a visible part of my 

father’s care? How was it that what he desired in the way of care was ignored? Why were 

key psychosocial aspects of his care not addressed?  

In an effort to make sense of the above events, I began to write. Cixous (1993) 

posits that writing is “the attempt to unerase, to unearth, to find the primitive picture 

again” (p. 9). First, I wrote about the experience of my father’s hospitalization treatment 

in intensive care. Then I reviewed the literature pertaining to the inquest into the deaths 

of the children in the PCCP receiving treatment at HSC and documented my feelings and 

observations. I also began to journal about the various experiences I recalled at the time 

that pertained to nursing practices related to providing care in hospitals.  

When later reviewing what I had written regarding children’s care in the PCCP, I 

came to realize that my focus had been the distress experienced by the nurses, the source 

of which was the thwarting of their efforts to have addressed problems related to surgical 

practices. In contrast, in reviewing what I had written about my father’s experience, I 

discovered that the focus was my own distress at caring practices being limited. I 

concluded that this deficiency was a result of a knowledge deficit on the part of those 

nurses assigned to care for him. What triggered a reevaluation of my interpretations was 

an observation by Watson (1999) that “my pain is in witnessing mainstream institutional 

nursing trying so hard and yet being so defeated by institutional oppression, no matter 

how optimistic, confident and self-enlightened the person or the institution”(p. xx). This 

reevaluation raised more questions: How was it that the PCCP nurses weren’t listened to? 

What factors obstructed their being heard and their concerns being addressed? Was the 
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lack of caring for my father the result of a knowledge deficit on the part of individual 

nurses or some other factors?  

While analyzing the literature related to PCCP, I became interested in a dissertation 

by Ceci (2003) that draws upon the work of Michel Foucault. Ceci made visible how 

nursing, as a construction based on gender ideology, works to maintain nurses in a 

subordinate position. She concludes that the HSC nurses, as women, were perceived as 

possessing knowledge less valid than that of physicians. Ceci cites a claim by Youngson 

(1999), one of the PCCP nurses, that all the nurses were “experienced, capable nurses, 

accustomed to dealing with life threatening situations” (p.133). Yet, their concerns were 

not taken seriously. They seemed to be viewed as over emotional, hysterical and too 

subjective.  

In reflecting upon Ceci’s insights, I questioned whether there were other factors that 

prevented nurses from being listened to. I had worked at HSC for over 12 years and so 

was aware that PCCP nurses saw themselves as possessing advanced nursing knowledge; 

they were also recognized by other nurses and physicians as experts in their field. This 

view was evinced by the previous cardiac surgeon, who had worked with Youngson prior 

to Dr. Odim’s appointment. When asked what he thought about the situation in the 

PCCP, he stated that when someone like Carol Youngson speaks up, she needs to be 

listened to (Karp, 1998). What I began to question was whether there existed 

irreconcilable differences in perspectives between Dr. Odim and the PCCP nurses bearing 

on one another’s professional privileges. Did Dr. Odim assume his orders would be 

executed and his practices accepted without question owing to his status as a cardiac 

surgeon?  As a man of color working amongst whites, was he predisposed to feel that any 
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questioning of his authority reflected racial bias?  His comment that racial discrimination 

was a motivating factor in Youngson’s treatment of him (Karp, 1988) gives credence to   

For their part, as white educated specialists in their fields, did PCCP nurses assume they 

would be listened to and have their concerns addressed. McIntosh (1988) notes that there 

are everyday privileges associated with being white that play an important role in shaping 

everyday life within the larger social context yet go unrecognized and remain invisible 

with respect to how they affect others.  

While examining my journal entries related to the PCCP, I became increasingly 

aware of the impact of hierarchical ordering. I questioned whether the difference between 

Dr. Odim’s perspective of what constituted appropriate care and that of the PCCP nurses 

might have been resolved but for the fact that the hospital had voted in favor of Dr. 

Odim. There is wide spread recognition that the subordination of nursing to medicine and 

administration within the context of hospital bureaucracies represents a major factor that 

works to subjugate nursing knowledge of caring. Karp (1998), Robertson (1998), 

Youngson (1999), and Armstrong (2001) link the subjugation of nursing knowledge to 

such strategies as the directing of belittling comments at nurses and the withdrawing of 

hospital legal support for nurses during the inquest. These strategies were part of an effort 

to silence nurses, to prevent their raising concerns related to the care children received in 

the PCCP. Shakey (1999) asserts that the hierarchical structuring of relations results in 

the higher authority always having the final say. Thus, it wasn’t until PCCP anesthetists 

walked off the job and parents, alerted by news reports in the media regarding problems 

with the PCCP, began to ask questions that a space was created for concerns on the part 

of nurses to be heard.  
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The above events directed my attention toward two conflicting realities 

confronting hospital nurses. The first is that nurses are positioned as autonomous 

practitioners who are expected to care for patients and their families and who are held 

accountable for their caring practices. The second is that nurses are employees within a 

hierarchically ordered bureaucratic system. They are positioned to follow directives 

issued by physicians and administration. Bevis and Watson (1989) concur that nursing is 

an oppressed profession owing to how it is positioned in healthcare institutions. Another 

compounding factor identified by McDonald, McIntyre, and Thomlinson (2006) is the 

dearth of nursing leaders who are prepared to pursue aggressively the changes that are 

required within both nursing and society. This is exacerbated by the fact that nurses in 

positions of leadership have been increasingly co-opted through promotion to 

administrative or managerial positions that place them in an adversarial relationship vis-

à-vis practicing nurses. In their new roles they are expected to carry out administrative or 

government expectations that do not benefit nursing.  

One consequence of my ongoing reflections was the realization that I had failed to 

pay attention to the reality of contextual influences when examining my father’s 

hospitalization. I had limited my analyses to an examination of individual behaviors on 

the part of nurses without taking into account how the playing out of systemic issues 

within the local context had constricted nursing practices of caring. Foucault (1972) 

contends that cracks, contradictions, and ruptures only make sense with respect to 

specific contexts. It is in remaining attentive to and skeptical of the contextual forces at 

work in local areas that perspectives that structure practices can be identified and the 

reasons for different practices better understood (Foucault, 1988).  
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In reinterpreting my father’s care, I was able to comprehend deeper patterns of 

meaning that lay beneath the event itself. I recalled the nurse who had looked at me with 

such regret in her eyes and then turned away to busy herself with the medical technology 

surrounding him. I reviewed nursing literature that focused on the effects of context on 

intensive care nursing. I pondered what Henderson (1994) and Heartfield (1996) identify 

as an erasure of the patient as a person within the context of intensive care settings. I 

recalled Heartfield’s (1996) observation that the importance of physiological data 

collected from constant observations of monitors attached to the body can create a 

fabricated view of the patient. What is problematic here is the danger of this view taking 

precedence over a patient’s personal meaning of illness. Henderson (1994) identifies 

incompatibilities between theoretical perspectives framing nursing and the 

operationalization of nursing within intensive care settings. She argues that whereas in 

the nursing literature, nursing is promoted as a collaborative interaction between 

individuals who are ill, their families, and nurses, what occurs in practice is often very 

different. In the context of intensive care, Henderson notes the privileging of 

physiological data over emotional and sensory data. This raises the concern that living 

bodies constantly being subjected to invasive procedures may come to be treated little 

differently than cadavers.  

As a result of re-examining my writings, I concurred that although the erasure of 

my father as a person may have been, at least in part, the result of the above 

developments, it may also have been, once again, at least in part, the result of contextual 

influences, i.e., political and economic agendas impacting the local unit. His admission to 
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intensive care had coincided with major healthcare restructuring. Nurses whom I knew 

and who still worked in the hospital revealed to me that downsizing had resulted in a loss 

of experienced intensive care nurses in the unit to which my father was admitted. A 

considerable number of nurses with advanced knowledge of intensive care nursing had 

been replaced by nurses with more seniority. The consequence was that the few 

experienced nurses remaining had been assigned the responsibility of educating and 

monitoring the practices of the new nurses, in addition to carrying out their regular duties. 

The result was that the experienced nurses had less time to spend with patients. They 

were simply too busy looking out for the nurses newly hired to the unit, too busy helping 

them acquire the high tech skills unique to the unit.  

My conclusions were supported by the literature. Fuller (1999), Gordon (2001) 

and Buerhaus & Staiger (2001) concur that for many hospital nurses, the consequence of 

healthcare reforms are dramatic. The elimination of hospital beds has resulted in the loss 

of large numbers of full-time nursing positions everywhere. The principle of seniority, 

mandated by nursing unions as a guarantor of secure employment, has resulted in 

experienced nurses being replaced by nurses with little to no knowledge of a particular 

area but with seniority. Pepin (1999) notes that in Canada, beginning in 1992, more than 

20,000 full-time nursing positions were converted to part-time or casual positions. 

Thousands of nursing positions have been eliminated altogether. At the same time there 

has been a dramatic increase in the acuity level of hospital patients, a trend that has led to 

significant changes in nursing. This impact was acknowledged by federal Minister of 

Health Allan Rock in a 1998 address to the Canadian Nurses Association. He admitted 

that no group had borne the brunt of health care restructuring more than Canadian nurses 
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(Canadian Nurses Association, 1998). Former federal Health Minister Monique Begin 

corroborated Rock’s statement, acknowledging that nurses were overworked, stressed 

and burnt out as a result of the restructuring of the health care system in the provinces.  

Although my re-interpretations failed to provide answers to all my questions, I 

came to recognize what it was I was concerned about and why. I recognized that for some 

time I had been cognizant of the discontinuities in caring practices between different 

nursing units. I had been concerned about the deficit in caring, but in assuming this to be 

an individual trait, I had failed to examine critically the discontinuities. It wasn’t until my 

father was hospitalized and until nurses’ concerns regarding inadequacies in care in the 

PCCP at HSC in Winnipeg went unheard that a new light was shed on the meaning of 

health care restructuring for nursing practices. This new understanding led me to reflect 

more deeply upon contextual influences on nursing practices. I was encouraged in this 

effort by insights gained from the nursing literature regarding the negative effects on 

patients of nursing practices which came up short in the area of caring attitudes. Corley 

(1998) examines how the absence of caring reduces the quality of patient care and 

interferes with good patient outcomes. Halldorsdottir (1999) cites the experience of 

former cancer patients whose anger and frustration turned to despair, helplessness, and 

hopelessness after experiencing uncaring acts.  

One consequence of all these insights was that a point was reached where the 

need to articulate the deeper patterns of meaning that I was coming to understand in 

relation to nursing as a practice of relational caring could no longer be resisted. I decided 

to return to graduate studies. 
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Developing a Focus for a Study 

The work of Michel Foucault (1972, 1979, & 1980) offers a new lens through 

which to examine power relations and enables the examination of contextual factors 

influencing nursing practices of caring. Foucault (1980) challenges the notion of a gap 

existing between theory and practice, arguing that such a concept is a construct that 

originates within modernity, one that serves to maintain the hierarchical ordering of 

knowledge and the binary oppositional relation of theory to practice. He posits instead 

that theory and practice are in relation with one another, not separate from one another. 

Expressive ideas structure practices: the systematic use of language statements forms 

certain practices. He argues, moreover, for a type of inquiry that examines practices for 

the purpose of revealing their functions. This requires that the focus of inquiry be 

directed away from individual behavior and toward the level of practice. Foucault (1972, 

1979, & 1980) contends that when the functions of actions are examined, reasons for 

different practices can be recognized and better understood. This approach enables 

knowledge embedded within practices to be identified. It makes possible the tracking of 

how broader systems issues such as political and economic agendas at the macro level of 

society are embedded in practices at the micro level of everyday life and vice versa.  

My interest in exploring how contextual factors were influencing nursing in local 

contexts led to my drawing upon Foucault to interpret what I saw happening in hospital 

units where I was working with students. I began reviewing teaching records that I had 

created as part of my everyday professional practice with a view to helping inform me 

about nursing in hospitals. As a nursing faculty member, I had been assigned to teach 

nursing students in the final year of their BSN program, who were enrolled in practice 
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courses in the following areas: maternity, pediatrics, medicine, surgery, oncology, mental 

health, intensive care, and palliative nursing. These records were created while working 

with students at different hospitals; their purpose was to track how nursing was talked 

about by students and put into practice in different local settings.  

In reviewing my teaching records, I noted the high level of distress students 

experienced within a number of nursing practice areas. In noting the experiences they 

reported as stressful, I came to recognize distress as the outcome of contradictions 

between their understanding of relational caring and how caring was actually 

operationalized within particular hospital settings. As these students struggled to make 

sense of caring, their distress was manifested in severe abdominal pain, trembling hands, 

an overall feeling of physical tension, inability to sleep the night before attending the 

unit, sadness, a feeling of loss, inability to think clearly, and feelings of not fitting in the 

unit. Ceci and McIntyre (2001) define dissonance as a disjunction “between what one 

believes one is called on to be and do, and what the world, and one’s relationship to it, 

allows” (p.123). They maintain that nurses’ distress needs to be listened to and that 

research needs to be directed toward examining disjunction in local contexts that are the 

cause. These insights support my view of distress as a disconnect between understandings 

of what is and what ought to be rather than an individual deficit.  

With a view to understanding how nursing practices are changing, I designed a 

study to examine how caring practices were influenced by different hospital contexts.  

Upon obtaining ethical approval for my study, I invited the student nurses who had been 

enrolled in courses for which I had kept teaching records to sign a participant consent 
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form (Appendix A). Although this study was never completed, the preliminary findings 

provided a foundation for my dissertation research. 

In reviewing my teaching records, I became aware of the disjunction between 

students’ understanding of what nursing is and what they experienced nursing to be 

within certain practice settings.  

This awareness would inform my interpretation of statements from students 

regarding what was happening. These statements functioned like spotlights, denoting the 

disjunctions. They allowed me to recognize differences between how nursing is 

structured in the nursing literature, i.e., as relational practices of caring, and how it is 

enacted in local practices settings in hospitals. Students were positioned between caring 

practices promoted in the literature and caring as it played out in practice, and as such 

they were sensitive to the contradictions arising between the two. Hills’ (1998) discovery 

that student nurses “recogni[ze] … the primacy of people and their experiences as central 

to nurses’ work” (p. 164) while at the same time, in certain practice areas, struggle to 

keep the client at the center of care serves to validate my interpretations.  

In reviewing my teaching records, I soon came to recognize that I had an 

abundance of data regarding norms for nursing practice in certain nursing units. In 

contrast, for other local units, I had very little data describing nursing practices. I had 

collected considerable data for those areas in which nursing students had exhibited 

distress related to discontinuities in caring practices. I had collected only limited data for 

those areas wherein students had exhibited little to no evidence of distress. What I 

concluded was that there were some local contexts, such as certain medical and surgical 

practice areas, where nursing practices of caring are being marginalized or eclipsed. 
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There are other areas – oncology, palliative care, community, maternity, pediatrics – 

where caring practices are sustained and reproduced. This inquiry is limited to local units 

where discontinuities in caring practices were experienced by nursing students. The 

following is a discussion of some of my findings.  

Within the context of one medical nursing unit, the principal theme students 

identified was ‘no time to care’. Their statements affirmed that nursing was limited to 

brief physical assessments, complex technical treatments, monitoring intravenous 

therapy, and administering medications. Students observed that nurses had little or no 

time to spend with patients, listen to their concerns, or offer support to those who were 

dying. There was simply too much work: as many as eleven patients were assigned to one 

nurse. As a strategy for survival, nurses had developed regular routines that delimited 

what they could and could not do. They had had taken it upon themselves to define the 

role that students were expected to follow. For their part, the students conjectured that the 

nurses’ refrain ‘you’ll get used to it’ was intended to reassure them that in time they 

would adapt to the norms for caring within the unit. Yet, upon reflection, this kind of 

reassurance could be interpreted as preempting questions and critical reflection on the 

part of students regarding the disjunction between what nursing was and what they 

understood it to be. There was an acceptance by nurses of what I would term ‘perfunctory 

caring’.  

The oft-repeated use of statement’s like ‘you’ll get used to it’ is a focus of 

Arendt’s work. Arendt (1995) insists that clichés and conventional sentiments function as 

armor, blocking consciousness at those portals where painful intrusions of reality threaten 

to enter. They function to prevent reflective thought and the recognition of the startling 
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contradictions within daily practices. Arendt’s insights give me pause to wonder whether 

the standard use of the phrase ‘you’ll get used to it’ helps these students and nurses avoid 

feelings of inadequacy and guilt stemming from the marginalization of relational caring 

within the unit. 

In another medical unit, the theme that students used to describe nursing was 

‘coordination of care’. In their case nursing was organized as a type of team activity, 

described by nursing students as requiring prioritizing and delegating, in addition to 

organizational skills. Students observed that nurses assumed responsibility for those 

patients who were the most acutely ill and whose nursing treatments were the most 

complex. Licensed practical nurse or nursing assistants were assigned to care for the 

remaining patients. An additional responsibility shouldered by nurses was the 

coordination of care and services for patients being discharged; most often, these patients 

were had been delegated to other team members. This additional responsibility was noted 

by students to have increased in scope in the wake of health care restructuring. Early 

discharge had become part of the political agenda aimed at cutting costs. Thus, nurses 

received a mandate to discharge patients as quickly as possible; to obtain physician 

orders so that they could do so. Although early discharge was perceived by nurses as a 

positive intervention for patients, the coordination this required had the effect of 

increasing nursing workloads; yet, at the same time, the additional work of coordination 

was never recognized by management. Thus a new role for nurses as information analysts 

had insidiously developed as evinced by the effort devoted to collecting and analyzing 

the pertinent patient information needed to coordinate the human resources and services 

required to enable patients to be discharged home. Nurses had to discuss each patient’s 
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condition with other professionals involved in his/her care as well as collaborate with 

professionals in the community responsible for care upon discharge. One consequence 

was that nurses had less time to spend with those patients assigned them. Increasingly, it 

was families and significant others who were looked to by patients for psychosocial 

support and comfort. Distress on the part of nursing students stemmed from the fact that 

patients needed more than nurses had time to give.  

Bishop and Scudder (1999) identify caring as comprised of both holistic and 

wholistic care – two very different types of caring. Holistic care is defined as the 

fostering of a person’s well being in ways that acknowledge all aspects of his/her 

experience. Wholistic caring is defined as the co-ordination of care through the 

involvement of all the caregivers. In an effort to help students achieve a balanced 

integration, the nurses cautioned them not to ‘spoil’ patients by letting them become too 

demanding and take up too much time. This caveat about ‘spoiling’ patients stemmed 

from the two-fold concern that students would not get their work done and when these 

same students were not on the unit, the patients would expect too much from the regular 

staff.  

In one of the surgical units, nursing students identified the theme of ‘skills, skills, 

and more skills’. Students described nursing in terms of overwhelming workloads, a 

frustrating reality wherein so much is lost, nurses always busy with technical skills; 

teaching limited to patients only having an awareness of community resources and 

comfort measures not being a regular part of patient care. Nursing was viewed by nurses 

and students as an assembly line of high tech skills.   
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The emergence of assembly line nursing was perceived by nurses to be a result of 

healthcare restructuring. New processes and programs had been developed to provide 

outpatient services for less complex procedures. Although this was thought to be a good 

thing for patients, the acuity on the unit had increased because admission had been 

restricted to patients requiring only complex surgical procedures. At the same time, there 

had been no increase in nursing staff to cope with the increase in patient acuity. This 

resulted in nurses having less time to spend with patients. In addition, patients ceased to 

be admitted to the unit prior to surgery. This further raised patient acuity levels and 

prevented nurses from getting to know patients prior to their arrival on the unit following 

surgery. Meeting patients for the first time only after surgery had the insidious effect of 

increasing the nursing focus on the physical body of the patient. Following surgery, 

nursing focus was largely limited to monitoring for abrupt physiological changes, 

observing the status of the surgical sites, and performing essential technical procedures 

related to follow up care for specific surgeries. With advances in medical technology, 

moreover, the number and complexity of procedural skills expected of nurse had 

increased. Nurses were expected to do more in less time.  

Changes to nursing stemming from restructuring are substantiated in the nursing 

literature. The latter also takes note of how advances in medical technology and testing 

have resulted in even less attention paid the individual patient’s personal history as well 

as the elimination of holistic examinations (Gordon, 1997, 2001; Schoenhofer & Boykin, 

1998). It has been argued that a fixation on monitors and laboratory data tends to direct 

attention away from the lived experience of the patient. The concern is that the 

accompanying loss of listening and touching could result in a loss of the relational bond 
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between nurses and their patients. Sandelowski (1999) describes nurses as the soft 

technology that supports high tech medical practices, arguing that nurses have become 

the monitors for physicians, interfacing between machines and patients, physician and 

patients, tying sympathy to science. Thus, an ongoing challenge for nursing is to prevent 

the biomedical discourse of diseased organs and curing from combining with the 

technological discourse within nursing to prioritize technology over nurses and patients. 

Critical pathways were viewed by students as a survival strategy for nurses on the 

unit. Critical pathways are intended to reduce risk and enhance patient care. They achieve 

this aim by providing direction to nursing students and nurses newly hired to the unit who 

are unfamiliar with the many different surgeries. They consist of evidence-based 

practices that serve to provide consistency with respect to norms for particular types of 

care. Disch (1994), however, sounds a cautionary note regarding text based tools such as 

critical pathways, citing them as an example of how text mediated coordination of 

knowledge and action allows for the intersection of professional discourse with the 

economic and management discourse within hospitals. In essence they represent a 

prescriptive strategy for identifying the basic norms of care for persons with specific 

health problems. Therefore, although they can be helpful, they also promote replacing 

nurses’ discretionary judgment with predetermined actions. The danger in using such 

tools is that shifting nursing attention away from the patient and towards tasks outlined in 

the pathways may result in a decline in discretionary judgments. Thus, text based tools 

can become mere checklists. In light of this threat, it is critical that nurses ensure that 

their holistic assessments identify the particularities of patients’ responses to surgical 
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procedures and treatments. Nurses need to ensure that formal strategies serve to enhance 

care rather than hamper its delivery (Campbell, 2001).  

 Most significant is the realization derived from the analyses of my teaching 

records of how contextual influences shape practices in different ways in different local 

contexts. Context matters; it influences how practices of caring are enacted. The findings 

in the preliminary study underscore the importance of including the effects of context in 

an examination of nursing practices. Indeed, they support Benner’s (1984) argument that 

nursing cannot be adequately understood if the context and the particular functions 

occurring at the time care is given are ignored or excluded from nurses’ reported accounts 

regarding practices of caring.  

In one important respect the preliminary study proved insufficient. Although the 

data I had collected when compiling my teaching records captured some of the ruptures 

and discontinuities in caring practices in hospitals, it was inadequate to answering the 

question of how caring practices emerge. The need to address this question was key to the 

decision to persevere with my PhD; it also dictated a shift in focus with regard to my 

research. My concern was that failure to explore the question would preclude any 

possibility of my contributing to the ability of nurses to recognize the eclipse of caring 

practices and to understand the factors responsible. Foucault (1972) underscores this 

concern by stating that there is no guarantee that a particular perspective within practice 

will continue. Practices are always under reconstruction. With some economists – e.g., 

Evans, Barer, and Marmor (1994) –disparaging caring of the kind performed by nurses as 

standing on very shaky ethical ground, there is valid reason for my concern that caring 

could be eclipsed within nursing. Evans, Barer, and Marmor challenge the notion of 
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caring as a valid component within the politico-economic agenda for public healthcare. 

They argue that Medicare is a social contract made between the users of healthcare 

services and providers and is not intended to extend beyond medical boundaries. They 

contend that caring results in an extension of healthcare services beyond which the public 

healthcare system should have to pay. In their view, caring within a nursing context 

should be limited to only those practices that promote cure or prevent deterioration. In 

essence, theirs is an argument for allocating public funds for only services earmarked for 

those who will recover.  A question that presented was: Is the implication that those with 

health problems such as degenerative diseases or AIDS and those requiring palliative care 

or hospice care should be ineligible for Medicare?  

 

The Purpose of this Study 

The purpose of this study is to explore how nursing practices of caring emerge 

“within a local nursing practice settings”. Its focus is the function that caring practices 

serve. My aim is to contribute to the growing dialogue concerning the impact of 

contextual influences on nursing practices. My hope is that by seeing what is normally 

invisible to them, nurses may be able to reproduce caring practices or at least challenge 

contextual influences that work to limit them. It is further hoped that nursing faculty may 

come to envision new possibilities for assisting students in operationalizing caring 

practices.  
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Organization of my Dissertation 

 Having provided a detailed introduction to this study in Chapter One, in Chapter 

Two I conduct a review of the nursing literature promoting nursing as practices of caring. 

I also identify the research question and examine complimentary intersections between 

the works of various authorities who view the emergence of relational caring as a 

hallmark of contemporary nursing. In Chapter Three I discuss the methodology used in 

this study, along with certain ethical considerations. The study’s findings are presented 

and discussed in Chapter Four. In the final Chapter I present conclusions and discuss the 

significance of this study for nursing practice, education, and research.  
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CHAPTER TWO 

 

LITERATURE REVIEW OF NURSING AS PRACTICES OF RELATIONAL CARING 

From a nursing and anthropological viewpoint, the idea of care of self and others is one of the 
oldest forms of human expression. Since the beginning of mankind, care appears to be the critical 
factor in bringing newborns into existence, in stimulating individual growth, and in helping people 
to survive a variety of stressful situations. 
 

 Leininger, 1985, p. xi 
 

Introduction  

The proliferation of nursing literature related to caring since the early 1980s has 

made selecting material for this literature review a difficult task. I begin with an overview 

of the state of knowledge with respect to caring. I continue with an analysis of theoretical 

perspectives and an overview of the role of nursing education in disseminating caring 

theory. I have limited this portion of the review to primary sources by nursing theorists 

who have developed theoretical frameworks for nursing as practices of relational caring. I 

have chosen to cite only a select group of secondary sources by authorities who have 

elaborated upon theories of caring conceptualized in the primary sources. Next I examine 

the influence on caring of cultural contexts, sociopolitical agendas, and hospital medical 

and bureaucratic systems. This will be followed by a discussion of current nursing 

research. The final section identifies gaps in the nursing literature related to caring. 

 

Review of the State of Knowledge of Caring in Nursing 

Caring has always been viewed as an essential part of nursing. Nursing emerged 

from the historical role women have played caring for those most vulnerable in society 

(Reverby, 1997). It gained legitimacy as a woman’s profession during the Crimean war 
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(1853 to 1856) when nurses’ caring practices significantly reduced mortality rates for 

wounded soldiers in military hospitals (Dossey, 2000). British physicians acknowledged 

the benefits of nursing activities during the war, and the medical establishment supported 

the introduction of a formal nursing education program under the direction of Florence 

Nightingale in 1860 (Dossey, 2000). Two things became evident in my review of the 

nursing literature. One is that over the years there have been changes in how caring is 

perceived in the nursing profession. The second is that nursing theorists have moved 

away from the grand theories and meta concepts to more mid range theories.  

Rafael (1996) contends that, for women, caring has always been a societal 

expectation, but there have been shifts over time in the meaning of caring. Initially, 

caring was viewed as a duty for women in general and later as a duty to be performed by 

a paid nursing workforce. Nurses’ duty to care was exemplified by what Rafael describes 

as “ordered care”. Nurses were expected to operationalize, without question, daily caring 

practices prescribed by each patient’s physician. Rafael argues that nurses’ 

understandings of caring shifted to a type of “assimilated caring” when they registered 

their resistance to “ordered caring” by grounding nursing in science as the preferred way 

of knowing. This shift in understandings of caring was influenced by liberal feminist 

thought and nurses’ resistance to what Rafael calls “the physician-nurse game” played 

out in the context of “ordered caring” (p. 10). The “physician-nurse game” was 

predicated on the assumption by medical authorities that nursing was devoid of 

knowledge. The game played out over time with nurses acquiring medical knowledge but 

pretending not to know what physicians knew. The chief rule was to follow the doctor’s 
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orders uncritically. The rules of the game shifted when nursing began to be thought of as 

a science; hence, redefined as “assimilated caring”.  

Ross-Kerr and Wood (2001) contend that the shift to thinking about nursing as a 

science, along with the thrust to developing nursing theory, was the result of more 

sophisticated and scientifically based medical discoveries and interventions that were 

effecting changes to the healthcare system. In an effort to define what constituted nursing 

knowledge, moreover, nursing scholars developed theories comprised of meta-concepts 

such as “person”, “environment”, “health”, and “healing”. This was an attempt on the 

part of nurses to define “the major bodies of knowledge that a nurse needed to have in 

order to understand clinical situations” (p. 89). Nursing models, such as nursing process 

and nursing diagnosis, evolved along with the meta-concepts.  

Rafael (1996) contends that a third shift in the meaning of care occurred when the 

“assimilated caring” model of thinking about care gave way to a model predicated on 

“empowered caring”; likely due to challenges directed towards traditional scientific 

thought. Ross-Kerr and Wood (2001) cite Kuhn (1962) as a key influence in changes to 

the philosophy of science because of his challenging the traditional notion of science as a 

logical progression of discoveries. He argues that new scientific discoveries are 

characterized by radically different and new ways of thinking about problems, resulting 

in a different worldview or paradigm shift. Such was the case with the third shift 

described by Rafael (1996) wherein the impetus for change was the recognition that 

nurses needed to know what it was that they did in order not to be limited in their 

authority. Thus, nursing researchers, such as Leininger (1978), Watson (1985, 1988, 

1999, 2005), Benner (1984), Roach (1987), Reverby (1987), Hartrick (1997), Cheung 
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(1998), Liaschenko and Fisher1 (1999), Gallagher (1999), and Gadow (1999) directed 

their attention towards exploring the meaning and nature of caring in the context of 

nursing. Broader feminist perspectives underpinned by tenets of empowerment 

contributed to a reconstruction of a different worldview for nursing; nursing identity 

changed from one of caring for patients to one wherein the professional nurse possessed 

specific knowledge practices deemed to be caring. 

DeKeyser and Medoff-Cooper (2004) assert that nursing theorists moved away 

from the grand theories and meta-concepts to more mid range theories because 

researchers recognized that the latter could be more easily applied to the kind of work 

performed by nurses on a day-to-day basis, more realistically reflecting practice 

environments. DeKeyser and Medoff-Cooper (2004) cite Brunk (1995) in identifying 

three stages in theory development. Stage one is defined as the “domain of nursing” 

wherein grand theories and meta-concepts are formulated. At stage two mechanical or 

technical theories and models are delineated; nursing process and nursing diagnosis are 

exemplars of this stage. Stage three involves the shift in thinking from nursing theories to 

nursing philosophy. The move to philosophy, it is argued, more effectively reveals the 

nature of nursing. In this writer’s view it is in stage three that caring gained a foothold in 

nursing, as a ‘caring science’. Nursing affinity for ‘caring science’ was based on a 

recognized need by nurses to accommodate the relational basis of nursing, to recognize 

persons not things (Brown, Rodney, Pauly, Varcoe, & Smye (2004). 

Watson (1995) and Gadow (1999) identify ‘caring science’ as a postmodern turn 

in nursing theory. Watson (1995) draws upon the work of Lather (1991) in defining 

postmodernism as a response across disciplines to the crisis of uncertainty brought about 
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by the failure of modernity to resolve in a rational way the dilemmas that characterize the 

human condition. Watson (1995) argues that caring science recognizes that the meta-

concepts of nursing, health, environment, and person as one of many truth games. She 

also asserts that a hallmark of the postmodern movement is the recognition of the need to 

raise to the level of awareness the knowledge that has been systematically excluded from 

human consciousness. Watson (1995) cites Roger’s (1989) ‘science of unitary human 

beings’, Newman’s (1986) ‘health as expanding consciousness’, and Parse’s’ (1981) 

‘theory of human learning’, along with his own (1988) ‘theory of transpersonal human 

caring’, as exemplifying the development of post modern knowledge in the field of 

nursing.  

Gadow (1999) posits that ‘care ethics’ parallels the post modern response across 

disciplines; a reaction to the restrictive biases of positivism that functions to destabilize 

hierarchies of meaning by creating a space for envisioning alternative possibilities. 

Though acknowledging the value in modernist frameworks, Gadow argues that the appeal 

to rational principles in the context of healthcare provides less certainty than it promises. 

Nurses rarely indulge in the modern certainty that there exists no gap in meanings. In 

their relations with patients, nurses constantly face the abyss: a place where certainties 

fail. Meanings are contingent because they are human creations; moreover, in the context 

of patient care, new situations often arise that need to be reflected upon and invested with 

new meanings. Thus, any interpretation of an experience can be changed because other 

meanings are always available.  

Gadow (1999) argues that universal principles work only if all cases are alike, and 

this does not happen as patients and their conditions are never identical. In addition, 
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clinical situations often give rise to conflicting interpretations of principles. One example 

of such a principle cited by Gadow is the requirement to protect life. This can be 

interpreted to mean the need either to maintain physiologic functioning or to alleviate 

suffering. Thus, the certainty promised by universal principles and standardized 

frameworks of rational objectivity is not possible, because depending on whether the 

patient is in an intensive care or a palliative unit each interpretation encompasses very 

different meanings and requires different practices. For this reason, there exists a need to 

move beyond the framework of rational objectivity with a view to connecting with 

patients at an ethical level, one characterized by uncertainty and engagement. The 

concept of “care ethics” allows for this; its privileging of particularities involves a 

personal responsiveness that is grounded in the ambiguities of difference. Care ethics 

involves attentive discernment and the valuing of individuals for their uniqueness. Thus, 

caring ethics parallels post modern thought because it not only resists the imperative for 

certainty, unity, and order, but embraces contingency: events that are likely to happen but 

not certain to happen.  

What Watson (1995) and Gadow (1999) reinforced for me was that ‘caring 

science’ acknowledges and recognizes that nursing knowledge constitutes a practice of 

discriminatory judgments that are unique to each caring event. ‘Caring science’ not only 

allows for challenging traditional assumptions and practices in healthcare; it also creates 

space for questioning the usefulness of particular nursing practices. An ethics of care 

challenges the Kantian split between reason and emotion and opens up space to question 

the previously unquestioned effects of current nursing practices on both nursing and 

nurses. 
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Whall and Hicks (2002) contend that although positivism and postmodern thought 

have contributed to the development of nursing science, there is a lingering influential 

push towards positivism that is apparent in the ongoing influence of the medical model in 

curriculum design. Sandelowski (1998) expresses a similar concern, noting that several 

scholars have documented nurses’ uncritical acceptance of medical technology and have 

questioned whether this is the result of nurses being deceived by technology, seduced into 

believing that technology will empower nursing. What I would argue is that nurses’ 

uncritical acceptance of medical technology stems from the lack of an appropriate lens or 

perspective that enables nurses to examine the effects of such discourses on nursing. 

Gastaldo and Holmes (1999) argue that nurses become compliant in reproducing 

hegemonic norms because nursing is embedded in modernist thought. In their review of 

27 international nursing publications issued during the period 1988 –1998, they 

concluded that nurses are constructed as autonomous, self-directed professionals because 

of how nursing is promoted. “The history of nursing theory”, the authors claim, “points to 

the construction of the nurse as a humanist subject – a patient centered practitioner, a 

neutral scientific observer, and an advocate scholar of nursing discipline” (p. 238). If 

such be the case, then nursing is delimited as a neutral, apolitical arena wherein the 

contextual factors that influence the construction of nursing go unacknowledged. If 

contextual factors remain hidden, nurses are unable to examine their response to 

contextual issues and their effect on the construction of nursing and nurses. Thus, 

embedding nursing exclusively in modernist perspectives functions to maintain the 

hegemony of modern individualism, along with expectations that the individual nurse is 

able to invest caring in all nursing activities. The political question of what one is doing 
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by doing what they are doing goes unasked. There exists no lens through which nurses 

might recognize whether their nursing actions are serving nursing or other than nursing. 

Of note is the ongoing critic of “caring science”, the semantics of caring and the 

implications of nursing use of the term. Barker, Reynolds, and Ward (1995) question 

whether the use of the term “caring” is counter-productive for nursing, owing to its 

universal use. Yet, they also acknowledge that it is only through the careful examination 

of what people need nurses for that the requisite practices will emerge. They pose that 

questions that need to be asked are: What difference does caring make to patients? What 

makes a difference to the course of the patient’s outcome? Thus, while Barker, Reynolds, 

and Ward question the usefulness of the concept of ‘caring science’ for nursing, they also 

recognize that if nursing is ever to adequately explain the complex activity of nursing, 

nurses need to continue to promote the development of a coherent philosophy of the 

person and the social practice of caring. The authors also support the need to continue the 

ongoing examination of current nursing practices of caring: “There is an urgent need to 

extend our understanding of the forms of human interaction which represent the “stuff” 

of helping” (p. 395).  

Crigger (1997) reviews eight major arguments against ‘caring science’, relating to 

partiality, virtue, ethics, relativism, subjectivism, and the practical problems stemming 

from high intensity caring, paternalism, and human limitations. Critics, in Crigger’s view, 

are divided into three camps: one holding that caring as an ethical basis for nursing 

should be discarded; a second proposing that concepts such as empathy or therapeutic 

reciprocity be adopted to replace the concept of caring, and a third advocating that caring 

be viewed as an adjunct to rather than an alternative for existing ethical theories. From 
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this writer’s perspective, these arguments serve to underscore how caring ethics differ 

from traditional ethics owing to its postmodern turn. What are viewed as some of the 

weaknesses of ‘caring science’ are, in fact, components of postmodernism.  

At the present time the major challenge I see for nursing scholars investigating 

‘caring science’ lies in making the field more visible, not just in terms of a unique 

identity for nursing but as a postmodern approach that enables nurses in clinical practice 

to better critique the influences of local contextual factors on their practices and identify 

responses to them that best serve nursing. 

   

The Influence of Cultural Context on Understandings of Caring 

Interest in the concept of caring that has been growing and developing in North 

America over the past three decades owes a debt to Noddings (1984). Noddings 

challenged the concept of a single universal type of caring. Noddings argues that 

although everyone has the ability to care, there are two distinct types of caring. One is the 

traditional universal type —objective, rule bound and influenced by Kantian thought. 

Based on rational and unemotional impartiality, the latter has as its raison d’être logical 

consistency. Hence, universal caring requires a type of detached thinking that obliges the 

caregiver to distance him/herself emotionally from the recipient of care. 

Noddings (1984) identifies a second type of caring with a feminist approach to 

ethics. Its chief distinguishing feature is that it involves the actuality of caring for others. 

In common with the feminist approach, the emphasis is on forming a relationship wherein 

one moves closer to the one needing care. This requires a language of subjective thinking 

and reflection, one that allows time for seeing and feeling. This second type of caring 
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functions to counter detachment, abstraction, and objectivity by shifting discussion away 

from universal principles that fail to take into consideration individual choice. Reasons 

for actions are based on feelings, needs, impressions, and an awareness of personal 

ideals. Noddings believes this second type of caring requires the courage to take risks. It 

necessitates one moving into close proximity to the one needing care; activating a 

complex structure of memories, feelings, and capacities that can only occur in proximity. 

Proximity becomes the enabling factor for actualizing caring because it becomes a way of 

staying connected to the person. This connectedness is marked by a shift in focus on the 

part of the caregiver from his/her reality to that of the other person. This displacement 

results in an increased sense of vulnerability in that it necessitates reflecting on one’s own 

ideals so that in meeting the needs of another the caregiver does not violate his/her own 

ethics. Thus a feminist ethics of caring necessitates the acceptance of responsibility for 

the part one plays in whatever happens. It takes double the courage to face the guilt that 

naturally arises when things go wrong and to keep on caring. Commitment to sustaining 

caring is at the heart of this second type of caring. 

Nodding (1984) contends that viewing caring as a universal results in the different 

types of caring remaining unacknowledged and unrecognized. As a result, everyone 

believes they know what it means to care. The second type of caring thus tends to be 

ignored; it becomes invisible. The taken-for-granted familiarity with caring, moreover, 

results in a difficulty seeing and articulating what caring is. Therefore, with caring at a 

level below the threshold of visibility, caring practices are not reflected upon and 

examined. Not only do others fail to recognize caring; caregivers fail to recognize what it 

is they do.  
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Feminist scholars have argued that historically women have been positioned as 

caregivers within families and societies (Leghorn & Parker, 1981; Gilligan, 1982; 

Ferguson, 1984;; Reverby, 1997; Waring, 1988, 1996, & 1999). There exists an 

underlying societal belief that women possess a limitless ability to care. Thus, women are 

expected to care owing to the assumption that caring is a part of a woman’s identity. A 

consequence is that not only caring practices but also women go undervalued in our 

society. Caring gets moved to the margins of society, unrecognized and unacknowledged 

as work. 

Roach (1987) articulates how with nursing perceived as a woman’s profession 

women and caring come to be viewed as synonymous with nursing. Thus it is that nurses 

have been caught in the tyranny of caring being equated with nurses’ duties. With caring 

going unaccounted for in women’s work, it follows that caring practices go unaccounted 

for in the organization of nurses’ work. Such understandings have served society well in 

that caring as a duty generates no costs since the work of caring goes unaccounted for in 

the structuring and costing out of nurses’ professional activities. 

Waring (1996) examines the discounting of women’s work of caring from an 

economic perspective. Gross domestic product (GDP) does not measure ‘nonproductive’ 

economic activity, such as the traditional nurturing and care giving activities performed 

by women in the home. Proceeding along the same line as Waring, Leghorn & Parker 

(1981) contend that since no exchange value has been given to women’s traditional work, 

caring has been seen as women’s ‘natural’ duty.  

 Rafael (1996) holds that the denigration of women and all that is female has 

become entrenched in all major institutions. The ‘masculine’ has become associated with 
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power, the ‘feminine’ with care, the latter being conceptualized as a virtue that possesses 

little esteem. Such insights made me realize that with caring going unrecognized and 

unvalued in society, nurses, in addition to others, fail to recognize its hidden qualities and 

the true value of their own caring practices. This is made abundantly clear by Menzies 

(2005) who notes that nursing practices such as engaged empathy fail even to be listed on 

patient-care charts. These are practices that are embedded in relationships and as such 

take time to enact. They are practices that require individual judgments as to what actions 

are most appropriate under different circumstances. Yet, they do not easily fit within 

hospital frameworks of leveling rationality, such as critical pathways. What is 

particularly problematic for nursing at present is that grid-works, such as critical 

pathways, have become more compatible with integrated health-care information systems 

than discretionary judgments on the part of nursing professionals. 

 Smith (1995) postulates that ideology is a kind of practice, a way of thinking 

about society. The result is that hegemonic discourse disadvantages women owing to a 

gender-based subtext that includes assumptions about roles for women that exclude the 

nurturing and caring components. McDonald (2006) concurs with this view, noting that 

the devaluing of nurses’ work and knowledge stems from such cultural power 

arrangements. The way we think about gender will, he asserts, anchor us in the world of 

social realities where nursing is practiced and where the concepts of gender practices are 

formed. McDonald cites Butler (1990) in asserting that gender is not an expression of 

some intrinsic identity but rather a performance in which the individual acts out a script 

that is written in and through social practices. Individuals choose gender practices that 

make sense to them; practices that already exist and are deemed appropriate within the 
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local culture in which they are situated. To counter the devaluing of caring, McDonald 

(2006) cites Condon who suggests considering  “the feminist understanding of Fisher and 

Tronto that appreciates caring as a positive dimension of our lives that has been socially 

devalued by a patriarchal and capitalistic order’ (Condon, 1992, p. 73)” (p. 341). In this 

way caring continues to be valued because efforts are directed at interrupting the 

discourses in healthcare that devalue it. 

 

Theoretical Perspectives Framing Nursing as Caring Practices 

Epistemology of caring 

Watson (1985)1 transforms the phenomenon of caring into a material reality for 

nursing. In her view caring is a relational and communicative practice that promotes 

healing; as such it constitutes the philosophical foundation of nursing.  Nurses envisioned 

as always adopting a caring stance with regard to other human beings. The linguistic 

construct Watson uses to create a physical space for nurses to initiate caring practices is 

the “caring event”. The term “carative factors” is used to describe what it is that 

comprises a caring practice. “Carative factors aim at the caring process that helps the 

person attain (or maintain) health or die a peaceful death” (p. 7).  They form the 

boundaries that distinguish caring from uncaring behaviors. In identifying them, Watson 

draws upon understandings from human sciences and communication theory.  

Watson (1985) purports that carative factors differ from the curative factors 

associated with medicine. The former all work together to construct a nursing practice of 

relational caring that gives nursing its identity. What follows are exemplars of carative 

factors. 
                                                 
1 The first edition published in 1979 is out of date and unavailable 
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“Interpersonal communication skills” are viewed to be essential to the 

development of an effective nurse – patient relationship, the quality of the relationship 

being the most significant factor in determining helping effectiveness. Communication 

practices are said to include attentive listening, understanding the personal meaning of 

behaviors, and the effective use of different modes of communication. “Sensitivity to self 

and others” and “acceptance of positive and negative feelings” are identified as the 

foundations for primary prevention and healing. They allow an understanding of the 

patient’s view of the world, thus making for nursing practices that are acceptable to the 

patient.  

In her discussion of carative factors, Watson (1985) makes visible how nursing 

functions as a health promotion practice. Of significance here is that the carative factors 

of “attention to problem solving” and the “promotion of personal teaching and learning” 

are cited as practices for primary prevention and healing. Teaching and learning are 

acknowledged as a strategy for imparting information. Their function is to reduce the fear 

and anxiety related to the uncertainty and the seriousness of health conditions and 

medical interventions. Watson cites “faith-hope” as an empirically documented factor 

that helps patients accept information and engage in health seeking behaviors and 

activities aimed at bringing about change that positively effect healing. “Assistance with 

the gratification of patient needs” is affirmed by Watson as being one of the most 

important carative factors for healing.  

In citing problem solving as a carative factor comprising both the nursing process 

and the scientific methodology of phenomenology, Watson (1985) provides nursing with 

a method of analytical inquiry that is distinctly different from the traditional classificatory 
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approach that informs medicine’s deficit model of illness. Watson expands nursing 

analysis beyond the traditional reductionist process of problem solving found in the 

nursing process and in so doing provides nursing with a new identity, one that differs 

distinctly from medicine. For its part, phenomenology opens up a space wherein nurses 

can listen to the experiences of patients. Phenomenology is the study of human 

experience as it is lived; it thus enables nurses to gain a greater understanding of the 

meaning of experience. This is a result of phenomenology’s attempt to bracket 

foreknowledge in order to best understand a phenomenon as it is experienced by the 

individual (Creswell, 1998). Phenomenology allows for the recognition that problem 

solving is a scientific method that does not accommodate any knowledge that cannot be 

seen. Hence, phenomenology necessitates the use of different ways of knowing that 

includes, but is not limited to, rational thought. There is, moreover, an expanded notion 

of what is to count as rational vis-à-vis the reductionist-analytical view that medicine 

often accepts as ‘scientific’. Phenomenology focuses attention on what is experienced as 

a phenomenon, describing the latter in detail before subjecting it to a reconstructive 

scientific analysis. For Belenky, Clinchy, Goldberger, and Tarule (1984), going beyond 

rational knowing involves an integrated way of knowing that speaks to valuing all ways 

of knowing; it takes into account, moreover, that culture, power relations, and different 

experiences affect individual strategies for knowing. Thus, phenomenology offers nurses 

a philosophical rationale for paying attention to patterns embedded in the ‘whole’ lives of 

patients, not just in what is ‘medically’ wrong with them. Phenomenology better enables 

the nurse to see the patient as a unique person who has different needs and desires related 

to healthcare. The benefit for patients is that they gain a greater voice in determining the 
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care they want. Thus, the contradictions and peculiarities characterizing the patient’s 

lived experience in relation to a particular phenomenon are revealed. 

Watson’s identification of phenomenology as a part of problem solving was a 

defining moment for the nursing profession. Phenomenology provides nurses with an 

approach to inquiry that leads a particular type of nursing analysis. The latter is holistic in 

nature, involving the patient’s lived experiences related to his/her own understandings of 

health and illness. Thus, the phenomenological approach makes for the generation of a 

very different kind of information vis-à-vis that produced by its classificatory medical 

counterpart. Differences between medicine and nursing become more visible: whereas 

medicine focuses on treating disorders, nursing is more concerned with the patient’s 

response to a disorder and its treatments and with what the patient wants in relation to 

care. Thus, nurses owe a debt to Watson (1985) for providing nursing with its own 

distinct type of inquiry. Nursing knowledge gained its own place in relation to medicine 

rather than being seen as an extension of medical knowledge. As a result, nurses gained 

increased legitimacy for their actions.  

Another positive impact of Watson’s (1984) conceptualization of problem solving 

as both nursing process and phenomenology is the complementary link that was made 

with Noddings’ (1984) construction of caring as a feminist approach to ethics—a 

combination of deductive and inductive thought. Noddings (1984) argues that when 

caring for someone, inductive thinking should precede the deductive thinking used in 

problem solving, wherein conclusions are derived from universal premises. Noddings 

(1984) defines inductive thinking as an exploration of the unknown and a search for new 

understandings and particularities that are unique to the person, thus creating a 
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complementary link with Watson’s definition of relational caring as an inquiry of 

discovery. This constitutes a phenomenological approach to nursing. The benefit lies in 

creating a space for dialogue and examination as evinced by Reverby (1987), Growe 

(1991), Bamford (1991), Rafael (1996), Kuhse (1997), and Gordon (1997, 1999, 2001) 

with regard to everything that follows the gendered nature of caring, i.e., the influence on 

nursing practices of gendered understandings of nursing and the power inequities that 

exist within traditional healthcare structures  

In her second publication, Watson (1988) strengthens the complementary link she 

establishes between nursing and health promotion in her first work. Her efforts had a 

positive influence on nursing in so far as opening up a space for quality of life issues to 

be recognized. Watson draws upon Rogers’(1989) science of unitary human beings to 

redefine caring from an interpersonal relation to an inter-subjective one between nurse 

and patient. Inter-subjective relation is defined as a transpersonal practice of caring that 

goes beyond, across, and through what is commonly understood as interpersonal caring. 

Thus, nursing inquiry is expanded to an exploration of individual capacities rather than an 

exploration of deficits or needs vis-à-vis the nursing process. Patients come to be viewed 

differently: not as individuals with problems, but as persons capable of envisioning 

possibilities for their own care. Caring becomes a pursuit of meaning hidden in the 

mystery that is life: epistemology as a search for the grounds of knowledge comes to be 

linked with ontology as a concern for life and the nature and relations of being. The 

nursing goal for patients’ achievement of self-actualization becomes, instead, patients 

gaining harmony in body, mind and spirit. Thus, nursing moves towards a more 

constructivist worldview of caring, a participatory project between the nurse and the 
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patient, wherein possibilities for health and healing are envisioned. This expanded view 

of caring resonates with constructivist understandings. Notes Vance Peavy (1997): “a 

well-lived life is a work of art, more like a poem or a dance than a machine or collection 

of disparate traits and parts” (p. 8).  

One consequence of Watson’s (1988) expanded concept of caring is that the 

patient is engaged in a project of becoming an active participant in the healing process. 

Patients are expected to participate in and assume increased responsibility for their own 

healing. The nurse is repositioned from “author of” to “participant in” care. The intent is 

for patients and nurses to be partners in a process framed as a journey of discovery aimed 

at enhancing the patient’s well-being. The chief intended benefit is that patients will have 

increased authority with respect to decision-making related to their own care. One 

limitation is that in assuming increased responsibility for their own health, patients are 

held more accountable for life style choices. Indeed, in this new approach to healthcare 

the burden of responsibility for maintaining health is shifted from the collective to the 

individual. Two consequences of the patient-as-active-participant model can be seen 

currently played out in healthcare restructuring in the shift from hospital to out patient 

services and in the increased financial burden that can be placed on patients as a result.  

Watson (1999) expands transpersonal caring into a transpersonal caring-healing 

model—an ontological archetypal model of feminine communication. Through the 

awakening of the feminine unconscious and the balancing of feminine energy at the 

archetypal core, caring wisdom is said to emerge. Wisdom is the repressed healing 

capacity of feminine energy, drawn upon across time by nurses, both female and male. 

Meditation, yoga, art, storytelling, dance, architecture, and theatre are processes aimed at 
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liberating both the nurse and the patient so that alternative ways of caring can be 

envisioned with a view to promoting healing. Dreaming, a strategy used in Jungian 

psychology to access the unconscious, is a communication practice used to awaken one’s 

sacred feminine archetype of caring wisdom. The concepts of Yin and Yang, moreover, 

describe feminine and masculine systems that work together to create equilibrium and 

harmony in the person.  

The positive aspect of Watson’s (1999) model lies in making the differences 

between nursing and medical knowledge practices more visible. Drawing upon 

understandings from quantum physics and Eastern practices, moreover, has served to 

enhance the legitimacy of caring practices in nursing. A space has been created for nurses 

to envision healing practices that represent alternatives to allopathic medicine. The 

Holistic Nursing Association stands as testimony to the vigor of the new approaches 

sweeping through the nursing profession. 

For Watson, over 25 years of research in the area of caring, has culminated in a 

view of caring science as a sacred science (2005). At the heart of this concept lies the 

assumption that all of us are interconnected with all of life. With the primary foci for 

caring science being the ‘ethics of face’, we face our own and other’s humanity and the 

ethical demand of understanding that the basic expression of life is both giving and 

receiving. Thus, caring is viewed to involve a shift towards honoring a heart centered 

evolution. The human tasks are forgiveness, offering gratitude. They play out in practices 

of and surrendering; a healing relationship that involves individuals, intersubjective 

relationships, and trust informing all communication. It involved laying oneself open and 

becoming vulnerable.  
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Watson’s (2005) construction of caring science as a sacred science is an invitation 

to nurses to incorporate a reverence for the sacredness of life and death and a perspective 

of heart centered evolution within knowledge practices. Watson asserts that 

notwithstanding two or three decades of criticism of caring in nursing, the focus on 

developing caring and caring knowledge, if anything, has intensified. She outlines a 

number of recommendations for nursing researchers to consider in this regard, including 

using research methods that reflect the nature of healing relationships; developing criteria 

related to the caring-healing relationship; and formulating quality guidelines for 

developing a research proposal aimed at assessing the impact of caring-healing 

relationships.  

In summary, Watson’s (1985, 1988, 1999, 2005) construction of nursing as a 

practice of caring and her dedicated commitment to deepening understandings related to 

caring work has been widely accepted by nurses. Watson raises the phenomenon of 

caring to a level of visibility within nursing that enables nurses to see what is unique in 

what they do. Thus, nurses can come to recognize caring as an essential component of 

their daily activities and better understand the nature and meaning of the caregiver’s 

work. Watson offers a common language that has enabled nurses to talk about and 

examine the meaning of caring.  

 

Ontology of Caring 

In her examination of the kinds of expertise nursing practices require, Benner 

(1984) developed a system of classification or grids of specification called 

“competencies”. Competencies have become the scientific constructs used to 
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linguistically represent nursing practices. To delineate her concept of caring, Benner 

draws upon Heideggerian (1962) thought, wherein caring is viewed as an ontological way 

of being in the world: put more specifically, everyone cares and if one ceases to care one 

ceases to be. Thus, in embracing Heidegger, caring as a nursing concept has expanded: it 

has come to mean a type of ‘presencing’. The benefit is that listening to the stories of 

patients and their families has gained legitimacy, and this, in turn, has led to greater 

recognition of the importance of nurses spending time with patients.  

Tanner (1993) defines presencing as a phenomenology of “knowing the patient”. 

This is a recurring theme that Benner (1984) identifies in nurses’ conversations about 

caring practices. For Tanner, “knowing the patient” means knowing him/her as a person 

as well as his/her pattern of response to illness and treatment. This kind of knowledge is 

considered critical to making skilled clinical judgments. Tanner’s insights ring true: 

because nurses know that caring for patients is much easier following the first few shifts 

because by then they have come to know them and can thus better address their needs. 

In her model of human relating, Hartrick (1997) identifies five relational 

capacities that enable “presencing” to take place: “initiative, authenticity, and 

responsiveness; mutuality and synchrony; honoring complexity and ambiguity; 

intentionality in relating; and re-imagining” (p. 523). These practices are viewed as an 

alternative to mechanistic models of therapeutic communication techniques traditionally 

used in nursing. It is posited that they make for more discerning observations where the 

patient is concerned and improved nursing judgments. They direct the nurse’s attention 

toward forming a relationship with and becoming involved with the patient rather than 

using prescribed communication tools and strategies. What Hartrick fails to note is that 
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the five relational capacities come to be viewed as characteristics of the individual nurse. 

Rather than communication skills constituting tools used by the nurse, the nurse becomes 

a tool of communication. The implicit assumption is that in constituting the relational 

capacities of the nurse, “presencing” is possible for all nurses in all nursing activities and 

thus constitutes an expected part of all caring events. “Knowing the patient” is no longer 

seen as essential. A problem with the new model, one that goes unacknowledged, is that  

with caring framed as “presencing” and “presencing” redefined in terms of characteristics 

of the individual nurse, caring becomes a hidden part of nursing activities. “Presencing” 

goes unaccounted for in nurses’ work because there is no need to set aside time for nurses 

to get to know their patients. It is their relational capacities, rather than “knowing the 

patient”, that enable nurses to identify each patient’s pattern of response to illness and 

treatment. Therefore, nurses do not need to care for the same patient. In addition, because 

relational capacities take the place of communication skills, there is no longer a set of 

skills to measure. Caring is transformed from an active form of communication to the 

passive activity of listening; it is reduced to the neutral process of being in connection 

with the patient, a part of a helping relationship, rather than a distinct nursing practice. 

Thus, caring practices can be moved to the margins of nursing where they become 

invisible, an unacknowledged and unexamined part of nursing practice. 

A consequence of Benner’s (1984) transforming caring from an epistemological 

to an ontological practice is that theory is no longer viewed as a prerequisite for caring. 

This is exemplified in Benner, Tanner, & Chesla (1996) where caring is defined as 

‘engaged reasoning’. The authors contend that engaged reasoning constitutes a 

connection between nurse and patient, one that results in their inhabiting a shared world. 
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This requires involvement for which there is no theory. The justification is that the nurse 

enters into the situation along with the patient and family, guided by intuition. [B]eing the 

perfect model of a craft… caring practices of nursing provide a paradigm case of skills 

that have no theoretical component at all” (p. 47). This kind of thinking leads inevitably 

to the assumption that nursing lacks a theoretical foundation which, in turn, functions to 

maintain power differentials between physicians and nurses and reproduce medicine’s 

hegemony in healthcare, with physicians as “knowers” and nurses as “doers’.  

Benner, Hooper-Kyriakidis & Stannard (1999) expand the definition of ‘engaged 

reasoning’ to include clinical forethought. This new definition represents a type of 

“thinking in action” and “reasoning in transition”. This type of thinking, it is argued, 

allows for clearer reasoning within the context of changing situations. ‘Thinking-in-

action’ is described as ‘engaged reasoning’ combined with perceptual acuity. ‘It includes 

an ongoing interpretation of the present clinical situation in terms of the patient’s 

immediate past condition. Patterns and habits of thought and action are viewed as directly 

tied to responding to patients and their families and the demands of a changing situation.  

In their construction of competencies, Benner et al. draw upon Schon’s (1987) 

“notion of artistry in practice” (p. 9). However, they see fit to replace “reflection”, the 

term Schon uses, with “thinking”, arguing that the latter conveys the innovative and 

productive nature of what clinicians do in ongoing situations. “Reflection” is thought to 

connote a stepping back from or being outside the situation. Thus, thinking in action is 

justified as a more engaging process, one that enables the nurse to identify false 

assumptions and unexpected responses. It is thought to engage narrative understandings 

of the situation rather than rule-governed thinking.  
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Upon initial reflection, I concluded that ‘thinking in action’ connotes a 

phenomenological approach to nursing inquiry. Benner et al.’s (1999) description of 

‘thinking in action’ as a narrative understanding seems to reflect the unique power of a 

phenomenological approach to access the immediate lived experience that precedes 

explanation. Kvale (1996) asserts that phenomenology allows for a privileged access to a 

person’s most basic experiences by attempting to go beyond the immediately experienced 

meanings to the pre-reflective level of lived experience, making visible what matters 

most to the person. Yet, in so far as explanations related to ‘thinking in action’ make 

sense, what is confounding is that it is “expert” physicians, not “expert” nurses, who are 

identified as invaluable in “assisting nurses to develop essential clinical knowledge that 

allows for expert clinical judgment and skill interventions” (Benner et al, 1999, p. 36). 

Because context is ignored in this study, it is difficult to ascertain precisely what 

influences may have resulted in physicians being so invaluable. Why expert physicians 

and not expert nurses are looked to for educating nurses is unclear. Questions that are 

raised are: Did the local context allow time for nurses to collect the requisite information 

and identify the relevant variables required for a phenomenological analysis? Did patients 

feel as though they were being understood? Or, with nurses being mentored by expert 

physicians did ‘thinking in action’ become a highly personalized type of physical care 

that limited the focus of the caregiver to the medical disease rather than the person? What 

percentage of nurses’ time was spent ‘thinking in action’? Was there time for reflection 

on the part of nurses to examine the effects of local nursing practice norms on nursing 

identity? A personal concern for me is whether ‘thinking in action’ functions to enhance 
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the unique identity of nursing or does it maintain medical hegemony in acute care 

hospital settings?  

In my view there is a growing need for local context to be part of the analysis in 

studies of clinical nursing practice norms. Lather (1991) posits that individuals or groups 

that perceive themselves as having less power have two choices: one is to move toward 

the power base, i.e., toward an acceptance of hegemonic norms; the other involves 

examining the effects of power relations and identifying options. The latter is only 

possible if one possess an appropriate analytical framework. Smith (1995) argues that the 

unexamined and unquestioned acceptance of ideologies and practices result in complicity 

in one’s own oppression. Subjects are drawn into participating in their own oppression by 

not examining the effects of their practices on their own identity. An example of nurses 

falling under the sway of dominant medical norms is provided in a study by Zussman 

who observed doctors and nurses in two American intensive care units (cited in Kuhse, 

1997). Zussman concludes that nurses are not gentle caregivers, not patient advocates, 

and not angels of mercy. They are drawn into medical practices directed towards survival 

and cure; they are mere technicians who function like interns. A question raised for me 

was: How did nurses succeeded in resisting this fate in the acute care units cited in the 

aforementioned work of Benner et al (1999). What was unique about the local contexts 

that enabled those nurses to maintain their distinct nursing practices? 

Although competencies existed as a concept in nursing long before Benner (1984) 

coined the term, they were not formalized processes. When Benner (1984) and Benner, 

Hooper-Kyriakidis, and Stannard (1999) normalized nursing practices within grids of 

specification they called competencies, nursing actions became more visible to nurses 
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and nurses were better able to understood what it is that they do in nursing. Yet, an 

unintended result was that competencies came to represent the first step in the 

universalization of caring. Competencies are the written texts that connect nursing 

knowledge and action, thereby enabling what it is that nurses do to become visible to 

others. Thus have nursing associations standardized nursing competencies in an effort to 

increase the legitimacy of nursing practices. As early as 1990, minimum competencies 

for graduate nurses were established (McMillan & Andrew, 1996). Standardized 

competencies enabled comparative analyses to be made regarding the practice of 

individual nurses. The latter, for their part, came to be viewed as changeable, 

transferable, and replaceable objects, in other words, abstractions. Competencies made 

possible the development, by non-nurses, of strategies aimed at influencing nursing 

practices. Rather than each nurse constituting the authority for his or her own practice, 

competencies become the authority for defining what practices might be deemed 

appropriate for nurses.  

Of significance here is Purkis and Nelson’s (2006) concern that competency 

models carry the implication that “nurses will practice their competence within everyday 

circumstances that render invisible the responsibilities of the wider sociopolitical system 

for offering financial and material resources necessary to support competent practice” (p. 

233). A consequence of the decontextualization of competency criteria is the implicit 

assumption that the responsibility for appropriate care lies exclusively with the individual 

nurse. Individual accountability becomes divorced from context. The consequence of the 

decontextualization of competency criteria is that the individual nurse can be held fully 

responsible for care regardless of the local situation. Thus, nurses are forced to participate 
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in the construction of themselves as competent actors even in a failing system. They are 

compelled to collude in pretending that good nursing care is possible, even when they 

know this to be untrue.  

 

Dissemination of Caring Practices 

Bevis and Watson (1989) developed a “caring curriculum” that had the effect of 

revolutionizing nursing education. In so doing, they challenged the use of formalized 

curriculum model development, e.g., the Tylerian behaviorist model that they viewed as 

“entrenching nursing practice in a training modality” (p. 11). Formalized models, it was 

argued, dehumanized nursing by privileging reductionist, abstract knowing over intuitive, 

individualized knowledge of patients. The authors contended that non-logical, more 

difficult to articulate, and inexplicable knowledge of caring was not being captured by 

such models. In their work caring is posited as the foundational concept for an 

emancipatory curriculum: one that facilitates “the release from the inhibitions of asking 

the unasked, an escape from the easy acceptance of the ready answer, a confronting of the 

injustice of the oppressive classroom and a discontentment with passivity” (p. 162). The 

notion of curriculum draws upon Noddings’ (1984) concept of caring ethics and her 

(1988) later conceptualization of moral education for caring requiring modeling, 

dialogue, practice, and confirmation as essential for the learning of caring practices. 

The “caring curriculum” gave cause for optimism in calling into question accepted 

norms within not only education but also nursing and society. In particular, it created a 

space for nurses to reflect upon and critically examine norms for nursing practice within 

local practice settings. The model challenges the consequences stemming from how 
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nurses are positioned within society. Feminism is a key concept used here to frame the 

education process as an emancipatory dialogue used to challenge the subordination of 

nursing knowledge, a consequence of nursing constituting a largely, woman’s profession 

under the hegemony of what Bevis and Watson (1989) label “bureaucratic technocure 

medical institutions”.  

The “caring curriculum” structures nursing as practices of caring, primary prevention, 

and healing. Humanistic existentialism places the emphasis for learning on human 

interactions that encompass an intentionality for learning. The focus is on the teacher’s 

ability to create a climate that is: egalitarian; fraternal in a common search for 

enlightenment, skills, and truth; and caring and compassionate. Students’ lived 

experience is the basis for the various teaching approaches. The intent of the program is 

to enable nursing graduates to be “more responsive to societal needs, more successful in 

humanizing the highly technological milieu of health care, more caring and 

compassionate, more insightful about ethical and moral issues, more creative, more 

capable of critical thinking, and better able to bring scholarly approaches to client 

problems and issues and to advocate ethical positions on behalf of clients” (Bevis & 

Watson, 1989, p. 1). Social critical theory is the language used to structure 

communication as a practice of co-operation, empathy and dialogue. The latter is 

structured as open and mutual and marked by signs of reciprocity, such as listening and 

silence. Such practices draw upon Habermas’s communicative action theory as discussed 

in Fraser (1987). The underlying assumption of communicative action theory is that 

underlying universal truths work to dominate and direct individual behaviors. The 

premise is that through communicative dialogue the reasoning mind can uncover 
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universal truths regarding domination. Enlightenment, responsible choice, and means of 

problem solving are assumed to be the result of dialogue. Enlightened knowledge is 

gained through critical exploration and self-reflection.  

In British Columbia, several schools of nursing adopted Bevis and Watson’s (1989) 

model and implemented A Caring Curriculum. The latter underscores the divide between 

what students understand caring to be – such understanding being the result of how 

nursing is promoted as practices of caring in nursing literature – and the realities they 

encounter in nursing practice.  

 

The Influence of Context on the Construction of Nursing as Caring Practices 

Sociopolitical Agendas 

Within Canada, a highlight of Watson’s (1985) “caring science” was that it 

equated carative factors with health promotion practices and established a complementary 

link between nursing and the federal government agenda for health promotion; a 

government agenda seeking to shift thinking about health away from the deficit model of 

disease entrenched within medicine towards a health promotion model. The latter was a 

response to government concerns during the 1970s regarding the projected rise in the 

incidence of chronic disease. Facing escalating health care costs, Ottawa and the 

provinces turned their attention toward addressing the interplay between behavioral risk 

factors and disease. In 1974, federal Health Minister Lalonde commissioned a 

government report that underscored this shift. The report placed major emphasis on 

prevention, with treatment identified as only part of what is needed to ensure a healthy 

population. Thinking about healthcare underwent a crucial shift away from medical 
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intervention and toward behavior and lifestyle factors. Health was redefined in terms of 

behavioral risk factors that shifted the focus of intervention towards the promotion of 

physical well-being. The goal was to create an expanded vision of healthcare, one 

involving individuals in addressing life style issues affecting health. The implicit message 

was one of health promotion, wherein individuals were viewed as capable of determining 

their own needs and finding their own solutions to health issues. With the government 

model of health promotion and nursing as practices of caring both informed by theories 

of individualism, both focused on the unique differences in individuals. Watson’s (1985) 

construction of caring as health promotion and healing practices positioned nursing as the 

profession best able to operationalize the health promotion model. 

In the late 1980s, thinking about health and health care expanded once again. The 

Epp Report (1986) emerged as a landmark document for the federal government, one that 

signaled a major shift in societal thinking about health and health care. “One reason for 

the shift was the awareness that most lifestyle improvements occurred principally among 

better educated, more privileged members of society (Registered Nurses Association of 

British Columbia, 1992). Another was a growing realization that socio-environmental 

risk factors were themselves important health determinants. Thus, empowerment, defined 

as the capacity on the part of the individual to define, analyze and act upon life problems 

and living conditions, joined treatment and prevention as a goal within healthcare. A 

positive consequence for nursing was that nurses gained increased authority with respect 

to their caring actions. Caring constructed as a practice of caring positioned nurses as 

participants with patients in the planning of care (Watson, 1988). Strategies for 

empowerment were embraced as central practices of caring.    
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 In the 1990s there occurred a shift in political thinking toward primary health care 

that would dramatically influence nurses’ authority in relation to caring practices. The 

unintended outcome was a result of initiatives for restructuring healthcare that had begun 

with nurses in the 1970s. Primary health care as a framework for health care was first 

proposed by nurses in 1972 in a report titled The Bordeau Report of the Committee on 

Nurse Practitioners (Du Gas, Esson, & Ronaldson, 1999); the first level of service in a 

comprehensive health care system. The aim was for professionals, other than just 

physicians, to be the first contact for individual and families needing care within the 

health care system. All professionals would to be responsible for providing access to 

other parts of the health care system. This initial point of contact for individuals and 

families was viewed as the first stage in a continuous healthcare process. At a 1978 

international conference sponsored by the World Health Organization (WHO), primary 

health care was recognized as a legitimate approach for making health care universally 

accessible to individuals and families. At this conference, Dr. Halfdan Mahler, Director-

General of WHO, stated that because they work so closely with people, nurses are “the 

key to acceptance and expansion of primary health care” (p. 56). 

Primary Health Care: A Discussion Paper, a 1990 report issued by the Registered 

Nurses Association of British Columbia affirmed nurses’ commitment to the international 

goal of  ‘achiev[ing] health for all’ and to primary health care as the optimum strategy for 

achieving it. A model for primary health care was proposed, one informed by six 

principles: publicly funded essential health care that includes promotive, preventive, 

curative, rehabilitative, and supportive services; socially acceptable and affordable 

methods and technology; accessibility; full participation of individuals and communities; 
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first level of a continuing health process; and inter-sectoral collaboration.  This model 

was based on a definition of primary health care included in the 1978 WHO Alma Ata 

Declaration: “essential health care based on practical, scientifically sound and socially 

acceptable methods and technology made universally accessible to individuals and 

families in the community through their full participation and at a cost that the 

community and country can afford to maintain at every stage of their development in the 

spirit of self-reliance and self-determination” (p. 2).  

In 1995, Ottawa ordered a five-year freeze on transfer payments that would 

ultimately drive provincial governments to restructure health care. Primary health care 

was viewed as a major component in this restructuring process. With the goal that of 

repositioning health professionals within the health care system, a key premise of primary 

health care became the right care, at the right time, by the right person through a variety 

of primary-contact professionals providing different entry points to the healthcare system. 

The intent was to increase the legitimacy and authority of professionals other than 

physicians with respect to decision making.  

In 1997, Ottawa provided resources to support primary health care through better 

use of technology, new strategies to manage chronic diseases, and improved access to 

care in aboriginal communities. In 2003, initiatives in several areas, including primary 

health care, home care, catastrophic drug coverage, diagnostic and medical equipment, 

and information technology received federal funding (First Ministers’ Accord on Health 

Care, www.hc-sc.gc.ca). 

An unexpected consequence for nursing was that the operationalization of the 

concept of primary health care resulted in the five essential services – promotive, 

http://www.hc-sc.gc.ca)/
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preventive, curative, rehabilitative, and supportive –being allocated to different facilities. 

Hospitals, for example, were designated essential acute care services, with the focus on 

cure. Restricting curative services to hospitals effected changes in nursing activities. 

Increased acuity, a consequence of less complex care being designated to outpatient 

services, resulted in increased workloads for nurses. Bauman, O’Brien-Pallas, and 

Armstrong-Strassen (2001) concluded that owing to increased patient acuity and the 

complexity of care in hospitals, the discrepancy between the work demanded of nurses 

and what nurses can reasonably give creates an imbalance that threatens the health of 

nurses and puts patients throughout Canada at risk (cited in McDonald and McIntyre, 

2006).  

 

Medicine and Hospital Bureaucracies  

 In hospitals, nurses have always occupied a niche within the parallel universes of 

nursing and medicine: the former a nursing holistic model of caring, the latter a medical 

deficit model of disease. This duality has positioned the patient as subject/ object and 

whole /part. Positioned as employees and subordinated to physicians in hospital 

bureaucracies, nurses’ have struggled to accommodate the incompatible expectations of 

the different players. 

Foucault (1980) posits that hierarchical ordering has a paralyzing effect owing to 

the belief, one taken for granted, in its necessity. Ferguson (1984) argues that power 

structures within bureaucracies are a primary source of oppression for both women and 

men. When the major goal of bureaucracy is to eliminate uncertainty through the control 

of knowledge, bureaucratic policies and procedures are designed to replace the need to 
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develop relationships. The underlying premise is that by predicting individual responses 

to similar situations and prescribing universal strategies for addressing them, certainty 

can be achieved. This is a kind of Archimedean thinking that is predicated on a pre-

articulated normative framework (Disch, 1994). It functions to resolve or settle debate not 

to initiate or inspire critical thinking. Organizations become comfortable in this mode 

because it allows them to fall back on the firm ground of traditional values, which are 

often accepted without questioning. Cheek (1996) sees nursing being drawn into such 

thinking through the growing proliferation of policies and procedures, referred to as 

“frameworks of leveling rationality”, prescribing what nursing actions are deemed 

appropriate. The result is less emphasis on structures and processes that facilitate face-to-

face interactions.  

Campbell (1994) offers an insightful example of a framework of leveling 

rationality in a study aimed at examining the impact of a nursing management system 

introduced in the early 1970s. The intent was to better coordinate and manage the 

scheduling of nurses work. Hence, nurses had participated in tracking time spend 

implementing care to patients with particular needs. What was created was a workload 

measurement and staffing formula based on classifying patents needs. By measuring and 

enforcing productivity expectations, the new system made possible the objective 

management of productivity. Major expenditures on computers and information 

management personnel were allocated. This approach has become widely accepted as a 

means of exerting financial control over nursing staff. An unintended consequence for 

nurses has been that the average length of time for the implementation of particular 

nursing activities was used to calculate the formula. Any additional nursing time required 
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for unpredicted, more complicated patient care or care that doesn’t fit into the workload 

measurement goes unaccounted for in the staffing formula, nurses are expected to time 

manage with the staff allotted 

Foucault (1990) contends that the greatest challenge of our time will arise from 

the increasing organization of society through the proliferation of frameworks of leveling 

rationality. I agree with Foucault that this increasing organization makes questioning the 

appropriateness of practices more difficult. Rationalizing frameworks make it almost 

impossible to identify the source of decisions and resist their implementation.  

Janet Rankin (1998) identifies a major change to healthcare in the form of 

business practices that have permeated the healthcare system. She argues that this is 

inevitable given the goal of managing all facets of patient care in a way that promotes 

cost effectiveness and efficiency. “Cross-training” is one example of the kind of business 

strategies developed to meet this goal. What has gone largely unaddressed in nursing is 

that implicit within the model of ‘cross-training’ is a fundamental transformation in the 

character of nursing: nurses with specialized knowledge about persons with specific 

health problems have become generalists who can deal with multi-dimensional issues 

involving a wide range of health problems. Rankin notes the paradox of other health 

professions moving toward increasing specialization while nursing moves in the opposite 

direction. What are the consequences to nursing and nurses? 

In light of the transformation that healthcare is currently undergoing, Spitzer 

(1998) questions whether nursing in its current form will cease to exist in the postmodern 

healthcare system. For her as well as others, the postmodern period is “a time of 

discontinuous changes, paradoxes, complexity, and a mismatch of paradigms (Derrida 
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1978, Lyotard 1984, Handy 1990, Boyne 1992, Fox 1993, Guerevitz 1997, Sarup 1988)” 

(p. 164). The post-technology crossroad is characterized by the increasing power of 

computerized communication systems. New, unprecedented situations are emerging as a 

consequence of advances in computers, telecommunications and other technologies. 

These are producing dramatic changes in professional practices. At the same time 

healthcare is confronted with paradoxes: e.g., organizations are required to be global and 

local, centralized and decentralized; workers are expected to be autonomous yet function 

as a team. Hence the changing expectations and unclear boundaries create an impetus for 

professionals wanting management to create clearer direction and increased order in such 

a chaotic world. Yet, at the same time professionals are being targeted for increasing 

accountability. Therefore, in this new environment it would seem that control of data 

bases, accessibility to knowledge, and management of information systems must fall 

under the purview of professionals; they must be integrated into their work. Several 

questions emerge in this regard: How will such changes impact nursing activities? Will 

nurses be expected merely to incorporate these tasks into their existing practices without 

the requisite work accounted for in the costing out of these activities? Will certain 

nursing activities such as caring practices be restricted or eliminated altogether as new 

activities are structured by new communications systems? 

 

Recent Research on Caring 

Recent as well as current research has contributed to our understandings of the 

nature and meaning of caring. Kirby and Slevin (1992) identify authenticity of being, 

commitment, compassion, empathy, conscience, and empowerment as but a few of the 
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elements essential to ensuring that caring practices are beneficial. Morgan (1996) 

expands understandings of caring through her analyses of nurses’ experiences with 

compassion. Painter (1999) constructs a new model of therapeutic intimacy based on the 

tenets of connectedness. Yet, to date there is a dearth of nursing researchers who employ 

post modern or neo-modernist approaches in their research. The following section 

highlights a few of the studies I found to be most interesting in their use of the latter 

approaches. 

What the following studies have in common is a post modern approach that draws 

upon the work of Foucault (1970, 1972, 1979, 1980). Foucault’s perspectives create a 

link between history and experience thus making possible the exploration of the 

historicity of different forms of experience. In doing so, they create a space for the 

examination of the effects of power relations on practices in local contexts.  

Holmes (1992) argues that a “critical theory ethics” provides the most 

complementary fit with nursing as a relational practice of caring and the humanistic 

values that are embedded in nursing. Holmes posits that a critical theory ethics creates a 

space for communicative action between different disciplines and is thought to meet the 

needs of contemporary reflective nursing practitioners. The problematic identified by 

Holmes (1992) is that critical theory is firmly lodged within modernist thought and does 

not allow for an examination of how context and the positioning of nurses affect nursing 

ethics. There is the notion here of an ideal speech situation as the medium for 

emancipatory action. The idea of there being such a thing as an ideal speech situation is, 

however, problematic. Such a notion can insidiously work to reinforce domination given 

the likelihood that nurses who are more skilled in dialectics as well as academics and 
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managers will gain more say in decisions about nursing practice than nurses working in 

practice areas. In addition, domination can be reproduced in communication between 

nurses and patients. It is nurses who are often more skilled in dialectics than patients and 

their families. Thus, Holmes draws attention to how communication becomes 

reconstructed from an interpersonal practice into one of linguistic competence by using a 

critical theory ethics.  

Purkis (1994) challenges the use of existing nursing research that legitimates 

knowledge outside the context in which it is constituted. She argues that nursing lacks a 

conceptualization of power and social action as a complex inter-relational effect located 

within local nursing contexts wherein “reality is understood as constituted within social 

relations occurring amongst members in specifiable contexts” (p. 98). Purkis reveals how 

a structure, e.g., screening within public health, when used by knowledgeable nurses, 

shifts understandings of practice. Encounters are viewed as indicative of disciplinary 

mechanisms used in particular ways by members engaged in interactions within a 

particular context. Nurses are shown to participate in their own self-construction as a 

nurse subject of health promotion.  

Powers (1994, 1996) made visible the effects on nursing and nurses of formalized 

models such as the nursing process and nursing diagnosis. Powers reveals how the 

language of needs and nursing diagnosis changes the way nurses view patients. Powers 

argues that nursing practice, as the link between the individual and his/her disease, is 

weakened as a result of the patient being reified as part of an aggregate rather than 

viewed as a unique human being. The unpredictable nature of individual responses to 

both disease and treatment remains hidden. The problem for nursing is that nursing 
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practices come to more closely mirror the medical model of disease. Rather than nursing 

process and nursing diagnosis contributing to a stronger identity for nursing, they 

function to strengthen medical norms by reproducing the hegemony of allopathic 

medicine. Thus, Powers’ insights have increased the credibility of the caring curriculum 

by articulating how, for nursing, the use of formalized models is problematic – 

problematic because they change nursing practices in ways that do not serve nursing.  

McCormick (1997) reveals how nurses discipline patients to comply with medical 

norms within local contexts. Nurses’ power exists, according to McCormick, by virtue of 

their extensive knowledge of patients and through their disciplining of patients to 

comply, using various strategies, e.g., offering advice, issuing directives and giving 

orders. Strategies used to control the care of hospital patients gains legitimacy through 

nurses’ use of knowledge practices drawn from understandings of chronic illness, 

adolescence, growth and development, and advocacy issues. Macro-processes extant in 

the larger society, e.g., family-centered care and cost restraints, are unconsciously 

incorporated at the site of micro-processes within everyday interactions between nurses 

and patients. What is made visible is how disciplines, through a network of systematic 

processes, link in insidious ways with broader systems issues. These processes go 

unrecognized by those being controlled. 

Clarke (1999) examines the origin of evidence-based medicine and its connection 

to the concept of evidence based practice that has entered nursing. She challenges nurses’ 

uncritical adoption of the concept of evidence-based practice and the relevance of 

knowledge classification stemming from it. In addition, she identifies the need for 



 60

balance, suggesting that in pursuing the latter, nurses use emerging evidence related to 

the values of caring.  

The above passage demonstrates the value and relevance of postmodern research. 

The latter offers insights that can not be gleaned from modernist sources. Chief among 

these is the knowledge that nursing concepts and practices are subject to multiple 

interpretations and that an awareness of this contributes to explicating the differences in 

nurses’ responses to identical situations. One of the benefits seen is that the function of a 

particular concept can be made visible. The question of who the concept best serves can 

be revealed. The way that nurses operationalize meta concepts in local practice areas can 

be made more transparent. The effect of the historical meanings of a concept on nursing 

and the influences of local contexts on nursing activities can be revealed.  

A major consequence of the foregoing studies is that nursing can be seen as a 

political phenomenon. Nurses are revealed as agents who respond to influences in local 

practice areas. They are participants in the construction of nursing practices, supported 

and restricted in their efforts by the local context in which they work.  

 In introducing postmodern considerations with respect to qualitative approaches 

to nursing research, Crow’s (1997) work has proved beneficial to nursing. She makes the 

point that postmodern thought allows for the challenging of privileged meanings that are 

often uncritically accepted as part of the common sense world of healthcare. Crow makes 

visible an implicit assumption underpinning the postmodern approach, namely that 

possibilities of intentionality and agency exist but are circumscribed by the disciplinary 

practices that are sanctioned or deemed inappropriate in local contexts. A postmodern 

approach allows for the recognition of how wider sociopolitical and historical contexts 
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influence nursing practices. It makes possible the challenging of contextual influences 

that affect patient care. Brown, Rodney, Pauly, Varcoe, and Smye (2004) assert that 

“whereas modern thinking tends to divorce individuals from their social context, 

postmodern thinking (re)centres the idea that human relations are rooted in both social 

and historical contexts” (p.141). For me such insights clarify how language works to 

construct reality, not simply mirror it. Thus, experience ceases to be looked upon as truth 

and can be examined in relation to the influence of local context on nursing practices. 

Whall and Hicks (2004) cite Reed (1995) in declaring that at present there exists 

some support for neo-modernism for nursing research. A neo-modernist approach 

subsumes both positivist and postmodern views. Neo-modernism can be used to address 

current problems while taking into account historical values and traditions – a possibly 

more inclusive and liberating path than post modernism. 

 

Gaps in the Literature 

Three gaps were identified in the nursing literature. The first is the dearth of 

research featuring rich descriptions of what constitutes caring practices in hospital 

nursing units. The second gap is the failure on the part of nursing researchers to include 

an examination of the role of context in their analyses of clinical nursing practice. The 

third is the lack of a research focus on how nurses contribute to the emergence of caring 

practices in local areas. Wilkes and Wallis (1998) affirm the need for further research that 

examines the local work environment and its effects upon nursing practices of caring. 

The following articles support the need for research aimed at addressing the three 

gaps identified above. Rodney, Brown, and Liaschenko (2004) note that “ texts of caring 



 62

have frequently constructed caring as evolving from a nurse’s character and individual 

motivation for caring while ignoring both the material conditions and power relations in 

the particular contexts where nurses work (MacPherson, 1991)” (p. 161). McIntyre and 

McDonald (2006) elaborate upon the implications of events of the past two decades 

wherein nurses have confronted unprecedented changes and have struggled to maintain 

the undervalued facets of caring as part of their practices. The authors chronicle how 

nurses have sought to maintain and reclaim their connection with a feminist past and 

forge new ways for nurses’ unions and professional associations to work collectively with 

a view to improving the quality of care for patients. Yet, at the same time, the gender 

socialization of nurses as caring practitioners has compounded the complexity of 

interactions between nursing and competing discourses in healthcare. McIntyre and 

McDonald further argue that changes in nurses’ work during the past decade have 

seriously compromised nurses’ ability to provide quality care and in some instances to 

provide even adequate care. They affirm that the burden for eliminating barriers to 

quality care does not rest solely on nurses; governments, professional groups, employers, 

and labor groups must also bear some of the responsibility. It is also argued that the most 

effective response for nurses may be to recognize and disrupt the dominant discourse in 

healthcare that functions to limit care. In tune with my own beliefs, the authors warn that 

failure on the part of nurses to articulate their own beliefs and ideas about caring will 

result only in complicity in maintaining power relations that limit or subordinate nursing 

knowledge of caring.  
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My Study 

 The intent of this study is to challenge dominant discourses that function to limit 

caring by making visible how nurses operationalize caring practices. The study design 

allows for the influence of local context on nursing activities to be taken into account. 

The nursing activities I examine are nursing practices of caring. My aim is to make 

visible how nurses operationalize caring practices in a local settings and the contextual 

influences that support or limit their practices. My assumption is that for nurses to be able 

to respond to the contextual influences affecting their practices, they need to recognize 

what caring practices consist of and the factors informing them. My hope is that this 

study will enable nurses to see nursing as a political event; to become aware that while 

nurses participate in the construction of their practices, they are not in total control of the 

process. My belief is that in arriving at a better understanding of how context influences 

nursing practices, nurses will come to envision different possibilities for action. They will 

then be in a stronger position from which to challenge societal practices that currently 

detract from the patient’s experience of health and illness in ways that are unacceptable to 

him/her.  

 

Research Questions 

This study addresses two research questions: How does local context influence 

nurses’ caring practices? How are nursing practices of caring sustained? 

In the following chapter I focus on the theoretical perspectives that function as an 

interpretive lens for this study. The choice of theoretical perspectives was influenced in 

large measure by my review of the literature pertaining to knowledge of caring. These 
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provide a framework or lens through which to view nursing as a political event, one 

wherein the effects of context on nursing practices of caring can be seen. Nurses can be 

viewed as participants in, but not the sole authors of, the construction of caring practices. 
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CHAPTER THREE 

 

THEORETICAL AND METHODOLOGICAL UNDERPINNINGS OF THE STUDY 

 

Introduction 

In this chapter I discuss the philosophical and theoretical underpinnings of this 

study. In addition, a rationale for my choice of ethnography as a methodology is 

provided, along with an outline of the study methods to be employed. Next, the hospital 

site and participants are identified and the recruitment process, including measures aimed 

at ensuring anonymity and confidentiality, described. I also discuss various tools used for 

interpreting and translating data into written text. Finally, criteria for ensuring scientific 

rigor are generated and discussed. 

 

Philosophical and Theoretical Underpinnings of the Study 

Philosophical underpinnings  

All researchers approach their work from a particular worldview, i.e., a set of 

basic beliefs about the nature of reality and how it can be understood and studied (Guba 

& Lincoln, 1994). Although Lincoln and Guba (2000) identify five major worldviews or 

paradigms that structure qualitative research, they acknowledge that “the various 

paradigms are beginning to ‘interbreed’” (p. 164) and that theorists who locate their work 

in different paradigms are beginning to inform one another’s arguments.  

The paradigm wherein my research is located is a constructivist worldview, one 

that holds that all knowledge is constructed. One of the pioneers of constructivism is Kurt 
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Lewin (1948, 1951, & 1997), a practical theorist best known for his "field theory" and 

investigations of the conditions and forces that support or resist change. The term ‘field’ 

is defined as the totality of coexisting facts that are conceived of as mutually 

interdependent. Lewin’s underlying assumption is that for change to take place, the total 

situation has to be taken into account.  Thus, the social environment is viewed as a 

dynamic field that impacts human consciousness in an interactive way. Behavior is 

determined by the totality of an individual’s situation, personal characteristics, and the 

social situation in which he/she is situated. Individuals behave differently according to 

the way in which tensions between perceptions of the self and the environment are 

worked through. Lewin coins the term “life space” to represent the different subsystems, 

e.g., family, work, and church that make up a dynamic field. They are viewed as separate 

though they interact and combine with one another through the individual’s participation 

in them.  

Peavy (1997) contends that much of the recent thinking with respect to qualitative 

research methods is predicated upon a constructivist framework. The greatest value in 

constructivist thinking, in his view, is that it does not become mired in disputations 

regarding the relative merits of various theoretical perspectives; rather it offers new and 

different ways of understanding social reality. 

The constructivist worldview that constitutes the philosophical underpinning for 

this study is informed by Peavy’s (1997). Constructivism represents a radical departure 

from the Newtonian-Cartesian paradigm: “This shift is from the mechanistic world view 

of Descartes and Newton to an ecological, constructivist world view springing from 

quantum theory, non-linear systems theory, and postmodern philosophers” (p. 30), such 
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as Foucault (1970) and Rorty (1989). Peavy argues that constructivist thinking differs 

from positivist thinking in five respects. First, thinking is viewed as not merely 

psychological but also philosophical, sociological, and literary. It extends, moreover, 

beyond theories of individualism. Language is thought not simply to mirror social reality 

but to construct it. Social interactions, communications, and inter-relating perspectives 

within local contexts result in the generation of meanings, making multiple realities a 

possibility. Second, the aim of constructivist thinking is not to arrive at answers or 

compile facts but to remain open to invention that is directed by noticing and making 

differences. There is the belief, moreover, that questions have greater intrinsic power than 

answers because they open pathways to envisioning and exploring alternatives rather than 

closing off options. Third, there exists an inclination toward “making” rather than 

“finding” meaning; toward diversification and novelty rather than convergence on the 

already known. Four, there is greater concern with describing rather than explaining and 

generating fixed categories; and with creating a space for the re-describing and re-making 

of meaningful and alternative forms. The fifth aspect is that constructivist thought is 

receptive to poetic expression and metaphor. There exists an appreciation that external 

reality can never be directly known because human realities are metaphorical and 

constructed through the use of language. Thus, we all live storied lives; we are a result of 

the stories we tell ourselves about ourselves. “A self is not a ‘thing’ but is a complex 

configuration of meaning and a metaphorical way of referring to the subjective sense of 

who we are” (Peavy, 1997, p. 36). Thus, as human beings we are all a part of the whole 

and although we are not in total control, we participate in constructing whatever it is we 

call reality. 
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Of note is that a constructivist worldview is identified as with the practice of 

informing certain actions directed toward helping others (Kierkegaard, 1959 cited by 

Peavy). These actions involve listening from the viewpoint of the other, exercising 

patience and humility, letting the other teach you, restraining your own vanity and the 

need to be viewed as superior in knowledge and skill to the client, and being willing to 

admit your own ignorance. Such actions are thought to result in the privilege of hearing 

others’ stories and joining the storyteller in the task of “re-authoring” (Peavy ) them so 

that they more accurately reflect what the storyteller wants for the future. Of special 

significance for this writer is that such practices and understandings create a 

complementary fit with the carative practices defined by Watson (1985, 1988, 1999, 

2005), practices I have honed as part of my nursing practice. In addition, the 

constructivist worldview is compatible with my understanding of nurses’ practices of 

caring as constituting a daily construction. 

Consistent with the aforementioned worldview are three theoretical perspectives 

relating to culture/context, practices and power. These draw heavily on de Certeau (1984) 

and Polkinghorne (2004) and to a much lesser extent Foucault (1972, 1979, 1980, & 

1994).  

 
Theoretical Underpinnings of the Study 

Understanding culture/context as a construction 

In defining the term “culture”, I draw from Polkinghorne (2004) who challenges 

essentialist models that view culture as a static construct of beliefs, values, and customs 

inhering within individuals located within a specific cultural group. Polkinghorne 

contends that the primary source of understanding is culture. Within local cultures, 
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socialization processes function to transmit knowledge practices to new members. 

Individuals approach situations out of a “background understanding” which, in turn, 

provides an interpretive framework for “reflective understandings” of practices within a 

particular culture. Through the use of reflective understandings, practitioners of caring 

are able “to consider new or different practices” (Gadamar, 1998 as cited by 

Polkinghorne, p. 164). The benefit accruing from such thinking is that by questioning 

previous understandings, one is able to develop new practices. Individuals are able to 

make discretionary judgments that influence normative cultural patterns. This may not 

radically change existing norms, but minor variations in existing patterns are made 

possible. Thus, individuals are able to participate in the construction of their own 

practices.  

Sawicke (1991) argues that culture is a set of government and other practices 

directed at “producing certain sorts of persons, not a collection of phenomena which hold 

meanings like a bank, from which people draw and to which they deposit” (p. 122). The 

implicit assumption is that individuals are co-creators not passive actors in the local 

construction of culture. They participate in the constant making and remaking of culture. 

Rodney (1997) arrives at a similar understanding of culture as the culmination of “the 

processes that happen between people as individuals and as groups within organizations 

and society” (p. 68). She concludes that culture plays out in local areas: the individual 

and collective human experiences that are situated within the larger context of mediating 

political and institutional agendas. Hence, such understandings provide recognition of a 

space for social agency. 
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Foucault (1990) posits that culture and context are in relation with one another. 

He views culture, not as a fixed, preexisting entity, but rather as an historical and 

contextual form that is constantly forming and re-forming through the intersection of 

complementary and conflicting relations of knowledge and power that are always at play 

in local areas. Such understandings of culture have created for this writer a new 

understanding of context. I am able to recognize how nursing practices are situated within 

a larger social context of competing professional perspectives and political, economic, 

and institutional agendas that function to support or limit nursing actions. These 

perspectives allow me to understand more fully how agendas are diffused through social 

systems, operating, often in disguise, at micro and local levels of practice. Context 

becomes recognizable as the site wherein the intersections of various disciplinary 

practices produce particular cultural arrangements that privilege certain practices and 

provide subject positions for individuals to fill. McWhorter (1999) views context as a 

terrain of practices and belief structures, wherein individuals do not construct their own 

practices, but instead, choose from among the varied patterns of choices available to them 

within the culture. Important to note is that in selecting from among various alternatives, 

individuals participate in the unique construction of local patterns of organization. The 

local culture is formed as a result of the choices that are made and the consequent 

configuration of specific patterns that emerges.  

Kaminski (2006) asserts that despite the myriad of cultural lens evident across 

disciplines, one unifying concept for nursing is that of context. “Nursing culture is 

situated within the bureaucratic context of the health care system, manifested across 

various institutional settings” (p. 18). Organizational culture is ultimately co-constructed 
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by the various participatory groups within the functional and cultural restraints of the 

bureaucratic hospital structure. A hidden problematic for nursing being when nurses are 

unable to recognize how they participate in the construction of local cultural norms they 

fail to identify how certain activities that they become co-opted into performing may 

result in constraining nursing actions rather than enabling them. This failure stems from a 

lack of recognition of how power relations play out in local contexts.  

 

Knowledge/power relations 

Foucault (1972, 1979, 1980, &1994) contends that power relations are a part of 

everyday life. The notion that “we are drawn into relations of power when we make 

meaning and meaning makes us who we are” (The Bolton Discourse Network, 1999, p. 

6) elucidates how power relations are operationalized. Rather than a force held by 

individuals or groups, power is seen as part of a power- knowledge relation. Individuals 

are viewed as both using and being used by power.  

Foucault (1972) defines power as a scientific method of inquiry and particular type of 

analysis that produces certain truth statements. Power is a type of authority granted to the 

spokespersons of a particular discourse wherein they are charged with articulating what 

counts as truth. Watson’s (1985) construction of caring as a type of phenomenological 

inquiry that allows for a unique type of holistic nursing analysis may be viewed as an 

exemplar of such. Du Plat-Jones (1999) argues that the ability of a discipline to represent 

itself as important depends on the perceived legitimacy of its analyses. Of note is that 

privileged norms come to be seen as a consequence of how the authority of different 

types of analyses plays out differently in different contexts.  
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The above understandings run counter to my humanist understandings of a reality 

that positions the individual as an independent agent, solely responsible for his/her own 

choices and actions. In the latter schema, language is viewed not as a mirror of reality but 

as a tool for the construction of reality. Experience is reinterpreted; it is no longer viewed 

as the result of reality but the result of what one thinks and says owing to the particular 

perspectives of the language systems that one inhabits. Thus, I am able to recognize 

nursing as a political event of complex inter-relational effects located in local spaces. 

This new understanding of power, not as a force held by others but as a political game, 

enables me to recognize that while there is no such thing as unlimited agency for nurses 

in local contexts, there is a space for varying degrees of social agency. Once nursing is 

recognized as a political event, a space is created for the development of strategic moves 

that serve to persuade others to comply with actions that better serve nursing and nurses. 

Purkis’s (1994) argument that reality is constituted within social relations occurring 

amongst members in specifiable contexts now makes sense. I concur with her analysis 

that nurses are not victims of external forces, but instead are persons drawing on rules 

and resources within local contexts in a knowledgeable manner, participating in the 

construction of the structures constituting the local practice world.  

 

Practice as strategic moves and individual judgments 

Polkinghorne (2004) expands understandings of practice in differentiating two 

types of practices within human-cultural contexts: ones that are technically based 

(strategic) and a second type that are judgment based (communicative). The first type, 

strategic practices, is defined as part of a current “technified” worldview, wherein 
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techniques are developed to manage human beings. Foucault, Boudieu, and de Certeau 

are cited as authorities who describe this “technification” of society by means of 

bureaucratic operations grounded in technical-rational procedures. One manifestation of 

the latter is the encouragement given caregivers “… to follow scripts and program 

outlines, with the objective of making their practices technically based rather than 

judgment based” (Polkinghorne, p. 47).  

The second type of practices, communicative, is those wherein the practitioner 

and person served interact face-to-face. Practitioner actions are decided by timely 

judgments on their, i.e., the practitioners’ part. Practitioner judgments are viewed not 

merely as expressions of background understanding, but as a reasoning model of 

reflective understanding that is informed by background understandings. Thus 

background understanding operates out of this reflective awareness. “Effective decisions 

about what to do require a type of reasoning that is responsive to the specific aspects of a 

situation and sensitive to changes taking place in that situation” (p. 151). 

Polkinghorne (2004) contends that understanding practices as both strategic 

moves informed by technical rationality and personal judgments on the part of 

practitioners creates a point of tension. The latter stems from differing views among 

theorists as to the degree of “wiggle room” available for personal judgments within the 

strategically ordered world of technical rationality (Polkinghorne). Foucault (1979) holds 

the view that disciplinary procedures have grown to such an extent that no space remains 

for individual agency. (cited in Polkinghorne). Bourdieu (1990) holds the view that 

personal judgments are limited to the choice of which strategic moves one makes within 

power games (cited by Polkinghorne). De Certeau (1984) allows for some scope for 
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personal judgments with respect to strategies of imposed order, arguing that there 

continues to be a space for social agency in local contexts (cited by Polkinghorne). Thus, 

Certeau’s (1984) work is viewed, in part, to be a corrective to Foucault’s picture of a 

fully controlled society (Polkinghorne).   

De Certeau’s (1984) space for personal judgments provides direction for my 

inquiry and insights for my analysis. His views, moreover, make the most sense in 

relation to my own experience of nursing within the context of hospital environments; 

they have also led me to examine the everyday world of nursing experience, taking into 

account contextual influences. De Certeau (1984) argues that strategic thinking is 

intended to simplify one’s understanding of a given activity so that it can be more easily 

managed and controlled. He defines strategies as leveling frameworks, as objective 

calculations that impose order with a view to rendering environments predictable and 

manageable. In contrast, practitioners of care, deal with the complexity of individual 

human beings. They need to think about what to do, taking into account time, place, and 

personal histories. Strategies of imposed order, it is argued, sometimes fail to provide 

conclusive results and clear directions owing to the mutable, indeterminate, and particular 

nature of human circumstances. Thus, for practitioners, choices with respect to action 

have to be made on the basis of information that does not always make sense. De Certeau 

maintains that there exists some “wiggle room” between the strategies of ordered 

knowledge for practitioners to make personal judgments in choosing alternative actions. 

He perceives openings within the social fabric of everyday life for actions based on 

personal judgments, actions that resist the “technologizing” of society, i.e., the 

transformation of individuals into objects. He labels these individual actions “tactics”. 
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The latter define ways of operating that disrupt imposed order, subverting and redirecting 

everyday practices. Tactics are opportunities seized upon, procedures articulated in the 

details of everyday life. They bring into play imaginative initiatives, the result of cues 

originating within the moment being attended to. Tactics trace indeterminate trajectories 

that do not cohere with the constricted, written, and prefabricated space of predetermined 

strategies. Tactics are the innovative techniques and activities that allow for adaptations 

required to meet individual needs. De Certeau defines tactics as hidden or practical 

knowledge that is unique and specific to a local space and that allows for the 

operationalization of activities essential for completing day-to-day work. He describes 

the examination of everyday life as a “science of the singular and extraordinary” that 

challenges frameworks of leveling rationalities that trap human beings in a common fate, 

wherein everyone becomes a nobody, an anonymous object. 

My reading of de Certeau (1984) has led me to view tactics as operating more like 

improvised theatre, producing an action that transforms the immediate space however 

momentarily. Tactics break down local stabilities to create a space for new ways of 

operating. They are practices that are immediate and invisible; the product of the weaving 

together of strands of local knowledge into forms that are used and then forgotten as 

other practices are enacted.  

The Research Question 

The above philosophical and theoretical underpinnings create a space for a 

reconsideration of the pervasive assumption that nurses are always able to operationalize 

caring practices, an assumption stemming from the belief, one implicit in nursing, that 

relational caring represents a sine qua non for beneficial care. They challenge an 
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assumption that has gone uncritically examined by this writer during the course of a 

thirty-five-year career in nursing spent in a variety of clinical practice settings in 

hospitals and communities.  

The fore mentioned perspectives have allowed me to acknowledge and recognize how 

context exerts a decisive influence on nursing activities and how nurses contribute to the 

construction of daily caring practices in responding to this influence. This awareness led 

to my formulating a research question focusing on how context influences nursing 

activities and how nurses sustain their daily caring practices. The research question led, 

in turn, to my adopting ethnography as a methodology. This methodology enabled me to 

enter into a local nursing culture wherein nurses enacted caring and to see and experience 

factors influencing care. Participant observation and journaling as the methods used to 

generate data functioned as a counterbalance to one another. My “background 

understanding” of caring” and my “reflective understanding” of what I saw nursing to be 

on the unit functioned to inform one another and lend to this study a paradigmatic 

integrity that underwrites its quality and soundness.  

 

Ethnography as Methodology 

Ethnography was selected as a methodology because it provides direction for 

placing “specific encounters, events, and understandings into a fuller, more meaningful 

context” (Tedlock, 2000, p. 455). One of my chief concerns in conceptualizing this study 

was the lack of attention given the influence of context on nursing practices of caring. As 

noted in the literature review, much of the current knowledge of such practices in no way 

relates to the contextual influences that shape nursing practices. Ethnography enabled me 
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to enter into close and relatively prolonged interaction with nurses in the course of their 

daily working lives; allowing me to examine daily caring practices within the context of 

the local setting. At its core, ethnography is a theoretically based methodology used for 

constructing knowledge aimed at elucidating social contexts (Hammersley & Atkinson, 

1995). Thus, ethnography has allowed me to describe in rich detail nurses’ daily activities 

of caring in a local setting and to link my observations to a broader social context. I was 

able to move analysis beyond simple descriptions of observations to an explication of 

how nursing activities are influenced by local context and how nurses respond to these 

influences.  

Ethnography has had a long and varied tradition in the social sciences. It has evolved 

as philosophies of science have developed, and various disciplines have adopted 

ethnographic techniques (Hammersley & Atkinson, 1995). The following are features 

identified by Atkinson and Hammersly that are common to ethnography and that inform 

this study: a strong emphasis on exploring phenomena rather than setting out to test 

hypotheses; a tendency to work primarily with “unstructured data” that have not been 

coded at the point of data collection in terms of a set of analytic categories; and an 

approach to analyzing data that involves the explicit interpretation of human actions and 

principally takes the form of descriptions and explanations. A significant feature of 

ethnographic inquiry is that descriptions can provide a high level of detail regarding the 

everyday life of the participants, thus making it possible to discern the culture of the local 

setting at work in their activities (Wolcott, 1994).  

The following is an elaboration on the actual steps taken in carrying out the 

ethnographic study. 
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 Sampling: Selecting a Site for the Study and Negotiating Entry 

The site selected for this study was an oncology unit in a hospital located in the 

Greater Vancouver, British Columbia. The selection of this particular site was based on 

reports by nursing students and colleagues to the effect that this unit had a “culture of 

caring”. It seemed like a logical choice if one wished to explore how nurses’ sustained 

their daily practices of caring.  

Entry to the site was gained following a bout of complex negotiations that 

spanned a six- month period and involved submitting formal applications to no less than 

three different ethics committees attached to three different institutions. Following 

approval, I submitted a formal letter explaining the particulars of the study (Appendix B) 

to the agency whose permission was required to conduct research. I met with the unit 

manager to secure her approval and schedule a meeting, the purpose of which was to 

recruit volunteers for the study. During the meeting I described the study and provided 

each candidate with an information sheet (Appendix C). In addition to a participant 

consent form (Appendix D) copies of both the information sheet and the consent form 

were supplied to the oncology unit for candidates who had been unable to attend the 

meeting. As pre-arranged, I returned to the unit to collect the consent forms. Copies were 

made available so that participants could volunteer anytime during the study. There was 

no screening process for participants, so that every nurse who volunteered became a 

participant in the study. 

The object of the above procedure was to gain an in-depth understanding of what 

caring practices were comprised of by enabling nurses to volunteer throughout the course 

of the study. The study spanned over a three month period wherein I was on the unit for 
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one to two days each week. The openness to having participants volunteer for the study at 

any time enabled me to collect data from a wider range of participants than would have 

been possible had I restricted recruiting to the initial group of candidates. The data 

proved sufficient in that it allowed me to recognize patterns for caring practices that 

nurses operationalized in the unit.  

The participants in the study consisted of 19 registered nurses employed either 

part-time or full-time in the unit. These nurses agreed to allow me to shadow them during 

their shifts, observe their practices and later corroborate what I had observed. 

Approximately 50% of the nurses working on the unit had been there between 10 and 21 

years; approximately 30% over 5 years; and the remaining 20% less than 5 years: 12 of 

the volunteers were from the 50% group; 4 from the 30% group; and 2 from the 20% 

group.  

 

Study Methods  

Participant observation  

Participant observation is the primary method used in this study. It draws upon the 

perspective that there is an interactive, interpretative, and negotiated aspect to social life 

(Ackroyd & Hughes, 1992; Denzin & Lincoln, 2000). It has allowed me to experience the 

ways in which nurses’ operationalize daily practices of caring. This method proved a 

complementary fit with Polkinghorne’s (2004) view that social life consists of a 

multitude of practices and processes, constantly moving and changing as actors negotiate 

and renegotiate in an effort to make sense of and interpret the world in which they live. 

These negotiations are improvised tactics that occur in and are made possible by the 
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spaces existing between strategies of imposed order, e.g., theoretical models, standards, 

policies, and laws that we construct in an attempt to create and maintain order (de 

Certeau, 1984). The tactics are actions based on individualized judgments of what makes 

sense, practices that have yet to be constructed into a material reality (de Certeau). They 

are actions intended to make things work within one’s everyday life. Participant 

observation enabled me to see how nurses integrate tactics with ordered strategies of 

nursing procedures, protocols, standardized care plans, and chart forms. 

Achroyd and Hughes (1992) define the participant observer as an individual who, 

as a member of a particular culture, is familiar and competent but who, at the same time, 

is viewed by the group as requiring remedial instruction and tolerance within the local 

context. The term used to describe such a researcher is “interested incompetent”; it aptly 

describes how I felt within the confines of the high tech, fast-paced oncology unit. My 

intent was that my role as a participant observer would be a transparent one. There was 

no intention of concealing who I was or what I was doing. I made certain all the 

participants understood my role was that of an observer. I acknowledged that although I 

had worked in a variety of different nursing units in a number of hospitals and was thus 

familiar with hospital cultures, I had no nursing experience in their field of specialized 

oncology. I emphasized that my aim was to learn more about how they sustained daily 

caring practices in the fast-paced environment of an acute care oncology unit. The result 

was that the nurses appeared very comfortable with my posing naive questions and in 

responding to them. My experience was consistent with what Ackroyd and Hughes have 

to say about gaining acceptance into a group. My acceptance within the group depended 
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far more on the personal relationships I was able to develop than on any explanation or 

rationale for the study I might offer the participants.  

 

Data collection, analysis, and interpretation 

Denzin and Lincoln (2000) characterize participant observation as having three 

distinct and separate stages: stage one, data collection; stage two, data analysis; and stage 

three, data interpretation. What became apparent very quickly in this study was that the 

three stages tend to conflate into a single process – an interactive and integrated process 

that requires data to be gathered, analyzed, and interpreted simultaneously. This would 

prove a holistic process of inductive thinking that resulted in the data leading me in 

unpredictable directions.  

The nonlinear process of qualitative research requires having pen and paper 

always at the ready to record what I was seeing and hearing during the course of 

observing nursing practices. These field notes are the chief source of data for this study. 

Initially, I made notes about everything I observed, read and heard. I scribbled furiously 

while: listening to reports; reading policies and procedures; observing interactions 

between nurses, other professionals, and hospital staff; and attending ward conferences. 

Notes were made describing the setting, i.e., the unit, and the nursing practices taking 

place within it.  Also noted were overt observations; the meanings of what was observed 

from the perspective of the participants. The combination of observing and note taking 

enabled me to enter into and understand how practices of relational caring were 

operationalized by the participants. I recorded all the nursing actions that I observed, 

along with comments from nurses about their own specific actions and my own insights 
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gained from listening to and watching nurses work. I worked diligently to develop an 

understanding of the multiple perspectives and practices that constituted the culture of the 

unit. I asked nurses and gained permission to shadow them and observe their daily caring 

practices. I took advantage of observing nurses participating in individual and group 

activities; i.e., admitting a patient; ward conferences; preparing to assume responsibility 

for the patients they were assigned to; performing procedures, such as administering 

medications, changing dressings, and monitoring intravenous infusions; dealing with 

challenging situations, such as conflict; interacting with patients and their families about 

particular facets of their hospitalization and treatment. I documented everything I 

observed nurses doing and saying that was related to their daily practices.  

Most of my observations were made while I shadowed nurses. I shadowed one 

nurse each day so as better to observe daily caring practices from the nurse’s perspective. 

Having the participants corroborate my interpretations of the caring practices being 

observed proved to be an informal process involving unstructured conversations. I 

provided very little structure in order to avoid imposing my own assumptions. If anyone 

had a question, they posed it: if anyone had an insight, they shared it. The result was that 

participants talked and listened while sharing heart-warming insights regarding each 

others nursing practices. These conversations with nurses were always insightful and 

fascinating.  

Computer-based notes were generated in response to the connections I made 

among my observations, evolving insights, and ideas gleaned from the literature. I 

usually compiled them as soon as possible following each day of fieldwork. These also 
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included more formal commentary related to questions I was struggling with or insights 

that I had gained. 

The experience of observing participants is a reflection of what Denzin and 

Lincoln (2000) call the process of interpretation in human science research. The 

experience was an ongoing cycle of observing, listening, writing, reflecting, reading, and 

analyzing, in tandem. Eventually, I was able to identify emerging themes. Participants 

attendance at three presentations where I discussed with them my preliminary findings 

related to these themes, moreover, provided a means of corroborating my perceptions and 

analyses.  

 

Journaling as method 

Journaling is the second method used to generate data. Denzin and Lincoln (2000) 

argue that writing helps disrupt taken-for-granted understandings and allows for a more 

critical examination of privileged norms, creating distance from the sovereignty of self by 

allowing the emergence of different ideas to shift the focus away from everyday norms. 

The authors contend that reading and reflecting upon one’s writing allows one to 

recognize and question assumptions that have become viewed as common sense. For Ely, 

Viz, Dowing, and Anzul, (1997) “writing is at the heart of our endeavors to reflect, to be 

thoughtful, to tame and to shape the compost heap of data that is filled with disparate, 

confusing, and overwhelming raw impressions” (p. 15). 

Meloy’s (1994) premise is that writing is an integral part of what qualitative 

research is all about. Her description of journaling parallels my own experience with this 

method: for both of us journaling represents a resource of one’s own creation that goes 
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beyond the explicit commentaries of the participants. “A journal provides a solid link to 

the many simultaneous levels of experience that are involved in the process of qualitative 

research … A journal can hold your heart … [It is] a way of imaging a stream that flows 

through (underneath?) and surrounds the territory of qualitative research” (p. 60).  

I used journaling as a free-flowing method for capturing my thoughts and feelings 

from the day. I engaged in this practice only after leaving the unit. Journaling became an, 

ongoing dialogue with myself, a type of debriefing that helped me process emotionally 

what I had experienced within the unit. I would journal in my car, before driving home, 

in order to capture and reflect upon what I had observed during the day. Journaling 

helped recall the specifics of the interactions and observations that had taken place. In my 

journals were entered not only my thoughts and feelings, but also poetic musings, 

drawings, and questions to follow up during the course of fieldwork. My journals 

mirrored what Collister (1993) defines as a subjective and objective chronicle of events, 

one that facilitates active and integrated learning which, in turn, helps to forge linkages 

among theory, research, and clinical practice. 

My experience with journaling allowed for the tracking of questions that probed 

the causal factors underlying what I was observing; as well as the interests the various 

practices appeared to serve. Upon rereading the journals, I discovered viewpoints that 

required questioning and assumptions that called for examination.  
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Portrayal and Discussion of Findings  

Found poetry 

Found poetry is a tool used to assist in analyzing and interpreting data. It is a 

process of free flow writing that is followed by a rereading of the text and identification 

of words and phrases that resonate as truths (Oberg, 1998). These words and phrases 

create an art form called ‘found poetry’. The free flow style of journaling I used 

generated a rich source of data for the creation of found poetry. The latter proved a useful 

tool in helping me sort through the data by providing snapshot views of very complex 

and real life experiences of nurses and patients on the unit. This art from enhanced the 

transparency of what it is that nurses do. ‘Found poetry’ helped condense the volume of 

data and enabled me to recognize the tactics or actions of personal judgments that nurses 

enact to sustain their daily caring practices. It also helped me identify similarities and 

difference among nursing practices. ‘Found poetry’ provided a framework for the nine 

themes of caring practice recognized as being unique to the local context. 

 

An artistic portrayal in the form of a “closet drama” 

Three months into the observation stage of the study I arrived at what Hills (2000) calls 

‘saturation’ or ‘redundancy’, a point where new data fails to reveal new findings. In 

exploring options as to how I would present my findings, I was drawn to ethnographic 

drama as a form of representation. Donelan (1999) notes an affinity between ethnography 

and drama: “the capacity to project imaginatively into a situation and to identify with 

another perspective enables people to explore human experience in drama” (p. 256). 

Butterwick (2002) describes ethnographic drama as a process of creating a performance 
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based on data gathered through qualitative and ethnographic fieldwork. In her view the 

performance turn gives voice to research participants located at the margins. The intent is 

to create a dynamic interplay between text and reader. I was intrigued by the idea of 

using drama to keep nurses visible as agents of their own practices.  

I was encouraged in this regard by Denzin and Lincoln (2002), who cite Raymond 

Carver’s (1998) view of real experimenters as those “who make it new, who find things 

out for themselves, and who want to carry this news from their world to ours. Thus, will 

qualitative researchers find new and different ways of joining their interpretative work 

with constantly changing forms” (p. 915). Denzin and Lincoln (2000) assert that the 

world of human experience must be studied from the point of view of the historically and 

culturally situated individual. They note that performative ethnography makes experience 

concrete by anchoring it in the here and now. It is a storied retelling of lived scenarios 

witnessed and confronted. The text simultaneously moves from the personal to the 

political to reveal how people enact cultural meanings in their daily lives. The process 

involves narrators, drama and shifting points of view and is one of discovery, allowing 

for an intersubjective interpretation of data. Thus, I came to recognize the value of re-

representing my field notes in the form of drama: the text would reveal how nurses 

operationalized practices of caring in unique and various ways, as socially mediated 

processes within the local context.  

For Lepp (2000), an ethnographic drama has three phases. The first involves 

capturing experiences, describing critical events and choosing concrete situations for 

creation with different roles. This introductory phase is labeled “unfinished drama”. The 

actual performance of the play represents the second phase. Reflection upon and 
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discussion of experiences that emerge during the performance of the play constitute the 

third or “reflective phase”. Lepp uses ethnographic drama to develop the inter- and 

intrapersonal skills of nurses and physicians. Lepp’s work underscored the difference 

between the introductory phase and the actual ethnographic drama. It was at this point 

that I reexamined my use of ethnographic drama as an appropriate form of representation 

for my findings. 

Vanouver & Saldana (2005) call for collaboration between researchers and theatre 

artists aimed at enhancing the quality and rigor of arts-based theatre, Saldana (2005) points 

out that while some of the ethnodramas with which he is familiar are the creations of 

educators, anthropologists, and sociologists, most have been written by researchers. What he 

views as problematic is that with virtually no theatre or playwriting background on the part of 

the authors, these works often suffer the effects of didactic dialogue and a lack of staging 

potential. This is hardly surprising given that they are purely textural representations intended 

for reading purposes only. Nor is it surprising that none have been performed. Saldana terms 

such representations “closet dramas” (p. 14).  In recognition of my limitations, as a 

playwright, I elected to abandon all thought of producing an ethnographic drama and turn my 

attention instead to a less ambitious form: the closet drama. 

The expression “closet drama” has great appeal because it is an apt metaphor for 

the focus of this study, i.e., nursing as practices of caring. It describes so graphically how 

caring practices play out behind the closed doors of every local nursing unit – elusive, 

hidden, forming and reforming, then disappearing. They resemble in so many respects an 

ongoing, unfinished drama played out in the closets of healthcare bureaucracies.  
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The aim of the “closet drama” is to highlight caring practices within the unit. The 

respective scenes elucidate how caring is woven into the local culture as a collective story 

whose subject is ‘caring comes first’. Another valid reason for choosing the format of the 

“closet drama” was to keep nurses visible as agents of their own practices; in the 

constantly shifting play that is the enactment of caring tactics.  With this end in view, I 

reworked and transposed my findings into a script, one that revealed nine common 

themes that frame nurses’ caring practices. The anonymity of participants was maintained 

by assigning each a pseudonym; some nurses choose their own.  At the same time, the 

participants remained visible to one another as agents and speakers whose voices 

mattered. I drew upon criteria generated by Denzin and Lincoln (2000) to evaluate the 

script: (i) characters had to be recognizable and located in well-described unforgettable 

scenes; (ii) the drama had to present cultural and political issues; (iii) it had to articulate a 

politics of hope; and (iv) it had to use direct and indirect symbolic and rhetorical means 

to communicate interpretations.  

In sum, though initially I had no intention of writing a play, I became convinced that a 

“closet drama” would enable readers to draw on senses other than vision. The appeal of 

couching the findings in the context of a dramatic presentation is that there is no guarantee the 

audience will be receptive or even grasp the proffered meanings. Yet here was an opportunity 

for readers to re-live nurses’ experiences through the writer’s eyes. Rather than merely talking 

about practices of caring, my “closet drama” would make visible how caring looked and felt.  

The titles for the respective acts in the drama are the themes that frame daily 

caring practices. The found poetry at the beginning of each act is composed of words and 

expressions drawn from my field notes and journaling. The poetry represents an artistic 
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interpretation of the lived experience of both nurses and patients within the context of 

oncology and the local unit. The themes create a frame for a collective story of ‘caring 

comes first’ within the culture of the unit. The scenes capture the plurality within caring 

practices: the unique and diverse tactics each nurse uses to construct his or her daily 

activities. The artful portrayal of the findings enables me to present the ever-changing 

drama of caring. The “closet drama” makes visible how nurses operationalize daily 

caring practices in response to unpredictable and ever changing cues from patients and 

their families. 

I drew upon Butterwick’s (2002) concept of a “readers’ theatre” in presenting the 

preliminary findings to nurses on the unit.  Readers’ theatre involves a presentation of a 

passage from a text or from different texts that are thematically linked (Don Moyer and 

Yennie-Donmoyer, 1995 cited in Butterwick, 2002). Readings allow for the voices of 

those whose accounts represent the source of data to be more vibrant and capable of 

being heard. A consequence of using such a format is that nurses’ readings of different 

scenes function as entry points to a discussion and examination of caring practices. The 

readings opened up a space for nurses to discuss the analysis and interpretation of the 

data. One outcome of the readings was that the nurses identified the “closet drama” as an 

accurate accounting of what they do within nursing. Of significance is the surprise they 

expressed upon realizing the complexity of all that they do and all that they have to know 

in order to operationalize their daily caring practices. For this reason they saw the script 

as having educational potential. They viewed it as a way of helping others to know what 

nurses do on the unit.  
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Ensuring Scientific Rigor  

Throughout the course of the research phase of this study, two questions related to 

scientific rigor remained salient: How can I use research methods in a way that 

guarantees that the authenticity of my research findings is not questioned? What must I 

incorporate within the research process to ensure that the participants in the study feel 

respected and have their rights honored? 

Four criteria were selected to address the above questions and ensure 

methodological rigor: consistency, applicability, neutrality, and credibility. Hills (2000) 

cites their utility for establishing rigor in the field of human science research.  

 Consistency refers to dependability; it is demonstrated by my detailed accounting 

of the research process that created an audit trail which allowed others to follow the 

course of my decision making.  

Applicability was evinced in the ability to replicate the study in the same or a 

different area, made possible owing to the detailed and explicit descriptions of the 

research process that were generated. The applicability criterion wasn’t applied in the 

traditional way, i.e. wherein the findings from one study are deemed generalizable to a 

similar setting. The findings from this study were never intended to be generalizable. 

Instead, I focused on whether they were relevant to other contexts. Specifically, I 

requested nursing colleagues working in other nursing areas to critique my findings. I 

was gratified to learn that the latter were relevant to their areas of expertise, i.e., 

maternity, oncology, and pediatrics. This relevance is referred to in the literature as 

“fittingness” (Guba and Lincoln cited by Hills, 2000). 
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Neutrality was not interpreted as being a characteristic of the researcher. A 

measure of neutrality was that the data was identified as being reliable, factual, and 

confirmable by those participants in the study who critiqued the findings. Strategies used 

to enhance the credibility of the study included making observations; debriefing 

participants following their reading of specific observations I had documented while 

shadowing them; providing participants with copies of the initial draft of my findings; 

and obtaining feedback from participants during informal presentations of my findings. 

The intent was to ensure that I had measured what I had intended to measure.  

Credibility was evinced in the participants confirming that my findings are 

believable.  

Methodological rigor lay in the detailed examination of data related to the 

research question and in the use of a methodology and methods that enabled me to 

answer the research question. Sharing and later corroborating findings with participants 

allowed for a review of the constructed meaning of what I observed and ensured that the 

interpretations of what I was seeing and hearing was consistent with the participants’ 

understandings. Having participants corroborate the findings proved to be a very effective 

way to generate both deeper and broader as well as alternative interpretations of my 

analyses. Field notes and journaling provided rich descriptions that resulted in an 

interpretation of daily caring practices that was plausible. This study provided a clear and 

concise analysis of how nursing is structured as practices of caring in part by contextual 

factors that function to inform such practices.  
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Ethical Considerations 

  Denzin (1997) stipulates that ethnography is an inquiry wherein the identities of 

participants are protected and wherein each has the right to know what is being written by 

the researcher. I made every effort to satisfy these two normative criteria. I ensured that 

informed consent was obtained prior the fieldwork. I kept the research process 

transparent by sharing what I was doing and by providing individual participants with 

opportunities to critique what I had written and raise questions related to my 

observations. The following is a description of informed consent and an explication of 

how anonymity, volunteerism, and confidentiality were maintained throughout the study.  

Hills (2000) defines anonymity to be a state or condition wherein the identity of 

individuals or organizations is not revealed. In this study anonymity was maintained, in 

part, focusing on how daily caring practices were operationalized in the unit. The 

behavior of individuals was not the focus of my attention. My interest lay at the level of 

practice and contextual influences affecting nursing activities. The tracking of individual 

behavior was not required. In addition, individual nurses had access to only those 

portions of my notes that related to them, and to them alone. At the same time, however, 

participants understood – and if not, I ensured they did – that other nurses, along with 

other health care workers and supervisors, were aware that they had volunteered to 

participate in the study. Thus, although I had promised to conceal the identities of 

participants in writing up the study and in all preliminary reports, full anonymity could 

not be guaranteed. There was, however, no apparent concern over this.  

The term “volunteerism” is used here to indicate the voluntary nature of 

participation in the study, along with the fact that participants could withdraw at any time 
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without concern of retribution. To ensure volunteerism, I was, throughout the whole 

process, at pains to make participants and patients, along with their respective families, 

for cognizant of their rights. The consent form every participant was required to sign 

made clear the right to withdraw at any time and to have data relating to their practices 

destroyed. I also made available copies of an information sheet for patients and their 

families (Appendix E) who might have questions or concerns about the study. This 

document included contact information. To ensure confidentiality, any information that 

might have revealed the identity of a participant was removed from the data. All data was 

stored in a locked drawer in my office desk.  

The three primary principles of anonymity, volunteerism, and confidentiality were 

upheld in how power relations between the researcher and the participants were 

addressed. Perceived benefits of the research were discussed with candidates prior to 

their volunteering to be participants. The primary benefit identified was that the 

knowledge gained from the study would better enable nurses to maintain their caring 

practices. At no time were nurses coerced into participating in the study. I recognized that 

not every nurse might be comfortable with volunteering. I asked if any of the nurses on 

the unit who were comfortable with my observing them would agree to let me shadow 

them for a day. Some nurses elected to be participants and invited me to shadow them; 

others did not. There were no consequences for anyone who declined to participate in the 

study. Using an artful portrayal to present my findings had the effect of disrupting 

traditional power imbalances between researcher and participant. The practice of 

engaging nurses in corroborating with me about my findings and vetting of the “closet 

drama” script disrupted the traditional relations of dominance existing between observer 
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and observed. As researcher, I no longer had sole authority over the writing of what was 

determined as truth. Nurses through their comments and discussions participated in the 

mapping of what was real about their caring practices. In sum, my “closet drama’ 

represents a response to Lather’s (1991) call for new research approaches based on a 

politics of empowerment that foster political commitment to new forms that do not 

perpetuate power imbalances.  

 

Summary 

This chapter made explicit the process of ethnographic research used in the study. 

I explained how participant observation and journaling were used as study methods and 

how found poetry worked to strengthen my analysis. I explained how an artistic portrayal 

of the findings provided both greater transparency with respect to the analytic process 

and an audit trail that allowed for the evaluation of the study’s authenticity. I concluded 

with an explication of the study’s methodological rigor and a discussion of ethical 

considerations.  

The following chapter includes the artistic portrayal and discussion of my 

findings in the form of a “closet drama”.  
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CHAPTER FOUR   

 

PRESENTATION AND DISCUSSION OF FINDINGS FROM THE STUDY 

The ordinary practitioners … live ‘down below’ the thresholds at which visibility begins … Practitioners make 
use of spaces that cannot be seen ….The everyday has a certain strangeness that does not surface, or whose 
surface is only its upper limit, outlining itself against the visible 

de Certeau (1984, p. 93). 

 

Introduction 

This chapter of the study includes the presentation and discussion of the study’s 

findings. The findings are presented through an artistic portrayal, a “closet drama” of 

nurses’ operationalization of their daily caring practices. The closet drama format is a re-

representation of my field notes. It is comprised of nine acts. The title of each act is one 

of nine themes found to frame nursing on the unit as a collective story of ‘caring comes 

first’. The different respective scenes reveal the diverse tactics that nurses use to 

operationalize their daily practices of caring. Rather than the drama depicting a universal 

and essential identity for caring, what the work reveals is the commonalities interlaced 

with differences, how nurses’ discretionary judgments relate to specific patients and 

situations and result in caring taking different practice forms. Within each act there is a 

section titled “after wards”, wherein a discussion of the findings are found. The 

discussions include analyses of how contextual influences assist or limit nurses in their 

sustaining of their daily caring practices in the local unit.  

 

A “Closet Drama” of Caring 

Actors in alphabetical order. (The names of nurses and patients have been changed to 

ensure anonymity. Nurses corroborated in choosing fictitious names for themselves).  
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Nurses        

 
Amy   Lysa  
Amerri   Michelle  
Burt   Patty   
Bob   Sharra 
Colleen   Tanya 
Donna   Tara  
Fyora   Tina  
Greta   Tyler 
Laurie   Zera 
Lily  
 
Patients 

 
Herbie   Hank 
John   Charlie 
Rebecca   Claude 
Shareen    Fred   
Wayne 
 
  
Researcher 

 
Joan    
 

Production notes 

The drama begins with a piece of found poetry called Making Do being projected 

onto the wall screen. The words used within the poem are drawn from a document 

created by nurses titled “Unit beliefs”. The poetry is left on the screen for the duration of 

the play.  

At the beginning of each act there is a piece of found poetry; intended to create 

for the audience a visual image of one aspect of nurses’ lived experience in the unit. The 

narrator reads the found poetry at the beginning of each act. My reflections and analyses, 

as a researcher, are within the sections labeled “After wards”.  
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Prologue. 

A wall video screen displays the following poem: 

 
Making Caring Work 

Believe 
‘in what we do’ 

‘best at what we do’ 
Consistent standards 

Diversity valued 
Workplace 

caring, compassionate, 
spontaneous, fun 

 
Communication respectful, 
Non-judgmental responses 

Patients identify who family is 
who’s included in communications 
how much they’re involved in care 

 
Advocating 

Education for patients 
Education for nurses 

mentors, buddies 
Everyone informed of educational opportunities 

Funding provided 
encouraged to go 

 
Proactive approaches 

Responsibility to entire unit 
not only patient assignment for the day. 

 

ACT 1: Making Connections: Seeing the Person  
 
Face to Face 
A new admission 
anxious pacing, 
searching gaze, 
Not understanding 
how__ 
well last week 
now facing 
life threatening disease, 
a fractured life 
a before and after 
cancer being 
a defining divide 
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SCENE 1:  

The scene begins in the conference room, back of the nursing station. Bob and Tara are 

reading their patients’ charts. Joan is writing in her notebook. 

NARRATOR: It is shortly after morning report. Tara and Bob have each been assigned to 

one of the two patients, Charlie and Shareen, who are about to be admitted to the unit.  

JOAN: (looking at Tara and Bob): Would you let me shadow you and observe you  

 admitting your patients?  

BOB: Sure, but I don’t know where my patient is. She was to arrive a while ago. I am  

 going to go check it out.  

TARA: Yes, you are welcome to come with me. I am going to admit the patient right 

now. (Joan and Tara walk down the hall to the patient’s room. At the door Tara turns to 

speak to Joan before they enter the room)  

He is really anxious. Can you blame him? But, we can’t change it. So, as the 

nurse I have to take charge. 

(Tara and Joan enter the room) 

Hello, I am Tara and this is Joan (Tara looks toward Joan).  

Joan is a nurse researcher who is observing how I work. I am here to admit you. I 

have this form that needs to be filled out. (Tara shows him the admission sheet 

that she has in her hand.)This form has information that will help everyone who 

is caring for you to have a fairly good overview of your health.  

Would you like to sit here on your bed so that I can pull up a chair and sit across 

from you while we talk?  

CHARLIE: Yes, I will sit there. (Charlie sits down on the bed) 
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(Tara pulls up a chair in front of him and sits down. They are at the same level, meeting 

one another eye-to eye.)  

TARA: Tell me what brought you here? (She listens intently, sitting very still, nodding 

her head occasionally)   

  Yes, I can understand you wanting to see an ostomy nurse about concerns you  

have. I will organize a visit from her with you for this afternoon. Also, I noted on 

your admission sheet that you have a hearing problem. I want to answer all your 

questions and give you a brief idea of what you can expect to happen to you 

today, but before I do, I am wondering which ear you hear with best?  

CHARLIE: It is this ear. (Charlie points to his left ear) 

TARA: Okay, I will note that on your chart. (Charlie is seen quietly talking to Tara. The 

researcher is seen writing in her notebook. Tara is seen nodding her head and listening 

intently before she responds) Charlie, your health status will be followed moment by  

 moment and you will be involved in all decision-making related to your  

treatment. We will be watching to see what you need during your  

 treatments. We will help you manage any signs and  symptoms that you  

 experience. Is there anything else that you feel we need to be aware of or that you  

 have questions about? 

CHARLIE: I don’t think so. 

TARA: Okay, after the doctors talk with you and we are all on the same page then I will  

 be back, and we can talk in more detail…. (As Tara gets up, the doctor walks in.  

 Tara smiles at the physician and then looks back at Charlie.) 

The doctor is here now. But, if you need me for anything, just press this call bell  
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(Tara shows Charlie the call bell and tells him how to operate it; then she and 

Joan leave the room.)  

After Wards  

What is evident during the admission is that although the admission form is at the 

foreground of the admission procedure, it is really the background. The foreground of 

Tara’s work is the relational caring practices that she operationalizes, specifically her use 

of interpersonal communication skills. I could see her gauging what and how much to 

share with the patient. She clarified when information wasn’t clear, building on what he 

understood rather than giving rote information. She listened attentively and learned new 

things. She used a phenomenological approach for inquiry, noting how the experience is 

affecting the patient. Caring practices were evinced in her spending the time to get to 

know Charlie in order to develop a trusting relationship with him.  

Watson (2005) defines trust as a practice informing all communication. It 

involves laying oneself open, making oneself vulnerable. Tara ‘s practices resonate with 

this definition of trust. Tara can be seen laying herself open, relinquishing her authority 

role as health care provider in her acknowledgment of Charlie being a knower of his own 

health issues and concerns. Tara participates with Charlie in the meaning making of the 

current health care crisis he is in the midst of; becoming a co-participant with Charlie in a 

process of teaching and learning about what is needed for care. Tara’s practices make 

sense in light of Rodney, Brown, and Liaschenko’s (2004) conclusion that nurses’ actions 

arise from a primary commitment to patients, a site for moral agency wherein trust is an 

important component. Tara’s actions exemplify the expanded definition of trust posed by 

Lindquist (1997), who identifies interpersonal trust to be central for an effective nurse-
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patient relationship. The purpose of Lindquist’s study was to investigate the lived 

experience of interpersonal trust in the context of the helping-relationship from the 

perspectives of both the patient and the nurse. Nursing practices believed to promote trust 

encompassed therapeutic relationship skills, humor, touch, presence, collaboration, 

meeting patient needs, nursing competence, and advocacy. The experience of trust for the 

patients was identified as a sense of rapport, positive feelings, gratitude, caring, comfort, 

security, hope, and self-confidence. The experience of trust for the nurses consisted of a 

sense of comfort, closeness, satisfaction, and self-confidence. The conclusion arrived at is 

that when nurses and patients trust each other they collaborate and cooperate with the 

other and the result is that the nurses spend more time with the patients.  

Tara’s practices succeed in reducing Charlie’s anxiety level. In the period 

between his arrival on the unit and his admission, his equanimity undergoes a profound 

change. When we came into the room, he was pacing back and forth, appearing anxious 

and lost. After Tara was through with him, he was sitting calmly on the side of the bed, 

getting ready to talk to the doctor.  

When Tara talked about “hav[ing] to take charge”, I was puzzled as to what she 

had meant. Upon reflection, I realized that Tara’s practices – staying at eye level with the 

patient, sitting calmly and listening intently to what he was saying, not turning her 

attention away from him, hearing his concerns and acting on his requests – were her 

practices for taking charge of a tense and potentially demoralizing situation. These caring 

practices keep her focused on Charlie and grounded in the present moment. Her tactics 

help Charlie obtain control; enabling him to take the lead in conversations. Now more 

confident in knowing some of what he can expect to happen, he is willing to share 
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information he wishes the health care team to know and ask for specific care related to 

his own unique needs. He is willing to articulate what he wants and needs within the 

present moment in time.   

Following Tara’s admission of Charlie, Tara read what I had written. Her 

response was one of surprise at all that she had unconsciously known and done. In turn, 

there was also a taken-for-grantedness attitude about her practices. She explained that she 

had cared for Charlie during his admission to the unit in the way that nurses in the unit 

were expected to care for patients in this unit. Her work assignment had been arranged 

with the intent of providing her with sufficient time to spend with him not only to 

conduct a holistic assessment, but also to provide time for Charlie to ask questions and 

share his concerns. Tara identified that having enough time with patients during their 

admission to the unit was essential in facilitating their transition through this very 

difficult time. Tara explained that work assignments for all nurses who were admitting 

new patients were made in this way. A consequence was that most often a relational 

connection was developed between the nurse and patient during the admission procedure. 

Because this connection was believed to be beneficial for patient outcomes, the admitting 

nurse often assigned him or herself as the primary nurse for that patient. As the primary 

nurse this meant that nurse would be assigned to the care of this patient throughout the 

patient’s hospital stay and even during future stays in the unit. Hence, the method of 

organizing individual nursing assignments was one of the first contextual influences that I 

observed promoting nursing as a practice of caring on the unit. What I came to recognize 

was the possible value of examining patient outcomes based on the method of organizing 

nursing assignments in a particular area.   
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Tara’s perceptions seemed to capture Watson’s (2005) description of the science 

of caring as a process that requires the nurse to look into the face of the individual and 

see him or her as a person: a relationship developed through a process of caring between 

the healer and the healee that requires rigorous discernment by the nurse: a process that 

might or might not involve a cure.  

SCENE 2:  

NARRATOR:  It is early afternoon of the same day. (A stretcher, carrying a slim dark-

haired woman, is wheeled through the door to the unit). The patient was expected to 

arrive earlier in the day but, instead, was taken directly to the catheter lab for the insertion 

of a Hickman line. Then she was taken up to the wrong ward. During the procedure she 

became confused as a result of the medication she had received and was incontinent of 

urine.   

The patient, whose name is Shareen, is crying quietly, tears running down both cheeks, 

and avoiding eye contact.  

Joan follows Bob into the room as he helps the porter move the stretcher beside the bed. 

Joan moves to the far corner of the room.  

BOB: Hello Shareen. I am your nurse. My name is Bob. I am going to get you moved  

from the stretcher into a much more comfortable bed. I will get you some warm  

water for washing up and make you more comfortable right away.  

SHAREEN: I’m so embarrassed. Why am I here? 

BOB: (While moving Shareen to the bed) You were taken to the wrong unit. You are  

exactly where you need to be now. We have been expecting you. (At the same  

time that Bob is talking to her, he is checking the insertion site from the  
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procedure, the dressing, the infusing solutions, and her physical status. Before  

she even realizes it, she is bathed and wearing a clean gown and pajama bottoms)  

I am just changing your dressing because the area around the procedure is oozing  

just a bit.  

SHAREEN: It is a bit sore. 

BOB: I will go and get you something for the pain right away. I am finished here. I will 

get you something to drink. Would you like water, Gingerale, Sprite or Fresca? 

Sorry, but there’s nothing to put in it! 

SHAREEN: (laughs) I’ll have a Sprite. 

Bob leaves the room. Joan, who is standing near the door of the room, hears Bob talking 

to the ward clerk at the desk  

BOB: So, what does this mean that she isn’t in the system yet? Can I get the medication?  

JOAN:(reflecting on what she observes)  The problem Bob is alluding to is that because 

medication administration is now lined with a computerized program Bob cannot 

get the medication from the drawer in which it is stored until the patient has been 

registered in the system. The drawer won’t open. I wonder how Bob will get 

around this problem. Within institutions, practices are never as simple as they are 

presented to be. Creativity is a must! …. Oh, there is Bob. He has obviously 

outwitted the technology somehow because he has the pain medication as well as 

a soft drink.  

BOB: Shareen, here is your pain medication and drink. Now I am going to change your 

dressing and have you tell me what you know about why you are here and what 

will be happening to you. I will be asking questions because I don’t want to be 
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repeating what you already know. So, make sure you ask questions if you don’t 

understand or  ask me to repeat things if you don’t hear them…. Let’s try for little 

bits of  information, slowly, so that it isn’t too much.  

NARRATOR: While listening to her account of what she is expecting to happen, Bob 

clarifies the information she shares, picking up on current health issues and serious 

financial issues that the family is facing as a result of her prolonged illness. Bob 

confronts the issues he is hearing. 

BOB: Would you like to have the social worker and dietician come to see you and  

 explore some possible options with you?  

SHAREEN: Yes, that would be alright. (Shareen closes her eyes, pulls the blankets up 

around her neck, and takes a deep breathe.)  

BOB: Are you on any restrictions related to your diet? 

SHAREEN:(opens her eyes and laughs slightly) Yes, I am on a see food diet. When I  

 see food I eat it! 

 

After Wards 

What is amazing here is the seamless way that Bob weaves all his nursing 

practices together. While doing his assessments, he is, at the same time, collecting 

information related to Shareen’s experience of her illness, reassuring her that she is now 

in the right place, answering questions, involving her in decision making, implementing 

hygiene practices, providing comfort measures and pain relief, and changing her 

dressings. His caring practices function to decrease her embarrassment and give her back 

a sense of control. Involving the social worker and dietician creates a space for her to talk 
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about the impact of her illness and hospitalization on her family and her life at home. It 

creates a space for envisioning new options. His tactics help her in her transition from 

home back into hospital as a result of her need for further treatment.  

Tara and Bob’s encounters with their patients reveal how cancer is like a huge 

tear in the fabric of both patients’ everyday world. It fractures one’s life world, not only 

in a purely physical way – the result of admission to hospital and the effects of the 

disease and treatment – but also in a socioeconomic respect. Shareen struggles with 

financial issues, child care costs, loss of employment earnings, and house payments. 

Charlie faces social and emotional issues, these being related to living a considerable 

distance away from the hospital and thus being separated from all that was familiar and 

his social networks of support. It is so much more difficult for anyone to come to visit 

him owing to the additional costs relating to travel and local lodgings that the visitors 

would incur.  

SCENE 3:  

The clock on the wall reads 1500 hours. Joan is meeting with four nurses who are in the 

conference room. The nurses are reviewing their patients’ charts and making notations. 

Joan is talking with one of the nurses. 

JOAN: Caring seems to be a very important part of your practices on the unit.  

FYORA: What do you mean by caring?  

JOAN:  What I mean by caring are the relational practices that you as a nurse use to  

 ensure that your patients are seen as persons and that their unique needs are  

 addressed.   

The other nurses enter into the discussion.   
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GRETA: On this unit caring makes us what we are: what patients see and feel; what  

families see and feel. Although we as nurses are usually the first responders 

because we are the ones here all the time who really get to know the patients, by 

the same token the social worker and every team member responds to patients 

needing help – answering call bells and doing what they can. But, not doing what 

you don’t know. The message of caring on this unit is a very rare team approach.  

AMY:  We do work together.  But, you have to learn to speak for yourself; you 

don’t speak for others. 

GRETA: You have to take a deep breath and look at what you can control. A sense of  

control is gained by being proactive, never letting yourself feel helpless or hold on 

to anger. Anger is not complementary to what we are doing.  

LYZA: You have to be proactive and advocate with your patients. To be proactive you  

have to seek to understand, reflect, and then come back to what your patient wants  

to happen differently.  

AMY:  I try to teach new nurses that if you can’t be heard advocating for your patients  

then make sure you give patients the information – and educate patients to what  

they need to know so they can be an advocate for themselves.  

After Wards  

The tactics that the nurses use to operationalize relational caring , on the unit,  

resonate with Watson’s (2005) understanding of caring as heart-centered evolutions that 

are very different from traditional head-centered practices. She identifies that one of the 

major ethics underpinning heart-centered practices is an “ethics of face” (p. 144), 

wherein, by looking at the individual person who is directly in front of you and seeing 
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them as a person, humanity is sustained. By looking into the face of another, one sees not 

an object but a unique and special human being. Thus, the person’s face serves as a 

mirror of one’s own uniqueness and serves to resist the totalizing of one’s own 

humanness.  

The insight that I gained from the above observations is how formalized chart 

forms skew how nursing is interpreted. Although I know that the admission form is a 

strategy of imposed order that predetermines what information nurses are expected to 

collect from patients, I seldom think about what would be missed if admitting a patient 

was reduced to just the collecting of information on the form. The filling in of the 

admission form is merely the tip of an iceberg amidst Tara and Bob’s many other 

activities. Therefore, although the completion of the form foregrounds the admission 

process, it is the least of their nursing responsibilities for their patients.  

My observations reveal how formalized chart forms, such as the admission form, 

are a mechanism that functions to privilege head-centered activities over heart centered 

activities. There are predetermined. The questions and categories are designed to direct 

nurses to fill the blank spaces with a certain kind of information. The heart-centered 

practices of caring that function to help patients deal with the shock of their diagnoses 

and the transitions they face are not an evident part. The heart-centered practices of 

caring remain invisible. This invisibility of caring work is noted in Tara’s comment, 

made after reading my observations of her admission practices: “I didn’t realize that I did 

all that!” It is also apparent in one of Bob’s facetious comments: who jokingly says, 

“This makes me want to work in that unit. Oh, just a minute! This is me! I do work 

there!”  
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ACT 2 Creating Form  

Changing frameworks 
A nurse gets up 
closes a door 
behind it a patient sleeps 
A delightful middle aged man 
used to being in charge 
a very rough night 
a journey 

Let him sleep 
limit the noise 
Gain strength for the day 
 

SCENE 1:  

NARRAROR: It is 7 am on a beautiful, sunny summer morning. The morning report on 

the unit has just finished, and the researcher is going off to shadow Tyler, one of the 

nurses who works on the unit. Tyler has been assigned three patients that she will be 

caring for today. Presently, Tyler is seated at the nursing station by the computer, busy 

writing on a blank sheet the information she determines that she will need for the day. 

Each of the other nurses on the unit are busy doing the same thing, the finished product 

being called by many of the nurses their “cheat sheet”. When asked, the nurses were 

unable to explain the reason for the name.   

TYLER: If patients only knew how long it takes to prepare before going into their  

rooms…. 

JOAN: How do you prepare? 

TYLER: I do a quick preliminary check of all my patients’ current information. I check 

medications, vital signs, glucose, weight, blood counts 

(looking down at a chart as she talks out loud to herself) White cells are going 

 down as supposed to. His hemoglobin and platelets are going down. But, I still 
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 need to pay attention to his ability to fight infection. (looking back  

toward Joan) I do a quick look through the chart, sign signature sheets, check  

doctors’ orders, compare nursing notes to physician notes.  You can see here that  

the doctor noted renal function is improving based on blood work. Both physician  

and nurse say chest is clear during the day. During the night, nurses hear crackles  

in the bases. By 6 am he is short of breath --- I better check that. 

(While Tyler writes what she is planning for the day, she is interrupted by a medical 

resident who is looking for the medication administration record for insulin.)  

MEDICAL RESIDENT: Excuse me, I can’t find how much insulin is being given. It isn’t  

charted. 

TYLER : (looks up) Insulin isn’t charted on the medication administration record. (Tyler 

 stands up and shows the resident where she can find that information on the  

chart.) You’ll find the information on this sheet behind this form. (Tyler sits back  

down to resume her review of her own patient’s chart. )  

MICHELLE: (Comes out of her patient’s room and walks up beside Tyler): Do you have  

 a minute? (Tyler looks up from her review of the chart) I have a question. I  

need help with the lines; one line doesn’t seem to be working right. There is a lot  

of pain. when I attempt to run medications into the other line.  

TYLER: Have you tried to irrigate the line? 

MICHELLE: Yes, it seems to be running. 

TYLER: I’ll come and have a look? (Leaves the desk to go with Michelle into the 

patient’s room)  
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After Wards  

What is obvious from watching Tyler prepare for the day is that there is little 

resemblance between the activities that she is noting on the form she is creating and the 

predetermined activities on the formalized care plan. I am reminded of my first day as a 

nurse researcher on the unit. Listening to morning report is like listening to a foreign 

language; I understood little of what I was hearing. The reason for this is exemplified in 

watching Tyler construct her practices for the day. Tyler’s activities go far beyond the list 

of activities identified in the standardized form. The many new activities that Tyler is 

writing down are gleaned from her collection of data during morning report and from 

night nurses notes on the patient’s chart. As she thinks out loud her reflective and critical 

thinking skills are easily identified. What I hear are analyses drawing upon practical 

knowledges that form a unique part of the nursing culture on the unit. My observations 

reinforce that the nurses working on this unit require an extensive knowledge that goes 

far beyond anything they might learn in nursing school. Just a few of the different 

knowledge perspectives I hear Tyler using are: medical perspectives required to interpret 

what is happening physically as a result of the disease process; knowledge about medical 

and nursing protocols and procedures related to the treatments for specific illnesses; 

particularities related to hospital and unit policies; computer knowledge related to how to 

access and utilize knowledge; knowledge needed to prepare patients for and coordinate 

care for patients requiring services from related areas; knowledge of how to discuss with 

patients and families issues and implications related to difficult life altering situations. 

The nursing challenge that I see Tyler embracing is that of linking the specialized 

medical knowledge specific to each patient’s health issues with nursing knowledge about 
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the patient as a person, how the patient is responding to the illness and treatments, and 

what the patient wants for care, a sine qua non so that Tyler can operationalize the care 

that is needed for the patients she is caring for during the shift.  

As I watch Tyler forming an outline of the day’s anticipated activities, I note that 

she leaves considerable space for additions. Her loosely drawn up activity form is more a 

work in process than a predetermined formal structure for outlining her nursing practices 

for the day. Rather than a normalized script, Tyler’s creation more closely resembles 

stage directions for an improvisational theatre production, wherein there exists lots of 

room for individual initiative and creative expression. So too, the activity form leaves 

ample scope for improvisation to be enacted within the drama that is everyday nursing on 

the unit. There exists space for modifying daily caring practices in accord with cues from 

patients and families.  

My observations of nursing on the unit concur with what Fairclough (1992) 

identifies as being the discontinuities between the technomedical view of illness and the 

nursing life world view of illness. Fairclough highlights how medical approaches are 

based on analysis of biological systems and how nursing approaches are based on 

phenomenological analysis of lived experience. Technical medicine is viewed as a 

rationality that treats the world of illness in terms of context-free clusters of physical 

symptoms. Nursing, on the other hand, is understood as a study of patient’s lived 

experience with a particular phenomenon, one that features a rationality that places 

illness in the context of other aspects of the patient’s life. The latter reinforces that caring 

is never a linear process. Caring is always a contextual process, one characterized, 

moreover, by contingency.  
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Nurses’ creation of what some nurses call a “cheat sheet” is a recognition of the 

discontinuities between what is noted on standardized forms and the information needed 

to operationalize nursing care. There is a recognition and acceptance of how practices 

cannot always be predetermined. The form that Tyler creates provides space for posing 

questions, for exploring, noting unexpected happenings, keeping track of newly needed 

or changes to practices. Hence, the “cheat sheet” is a nursing tactic for coping with 

contingency. The name itself being an apt description for how nurses become deviants by 

constructing a new process and form to direct care that challenge the adequacy of the 

current system of organizing information. The “cheat sheet” is an unarticulated 

acknowledgment of discontinuities between medical and nursing views as identified by 

Fairclough (1992).  

What I reflected upon was how formalized documents such as the nursing care 

plans, the admission form, and the doctors order form create an illusion of what it is that 

nurses do. Although these documents reveal important parts of nursing, they also function 

to subjugate nursing knowledges. This subjugation of knowledge is a result of an 

assumption that the standardized forms will provide all the necessary information needed 

to ensure the implementation of essential care. The spaces between the black lines serve 

as the designated areas where nurses insert information, while at the same time 

functioning to limit the amount of information that nurses share. Thus certain knowledge 

practices remain undocumented. Hence, they remain invisible as the hidden part of 

nurses’ work. The black lines become like closed doors and deep crevices that obscure 

important nursing practices. 
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SCENE 2: Joan enters the nursing station where Lily is working at the computer, 

checking her patient’s diagnostic test results. She looks up and smiles at the researcher, 

then resumes her work. Moments later she murmurs to herself: Why is that on the low 

side? The night nurse said his face was red. Did I miss that? Better check.  (Leaves to go 

into for the patient’s room)  

DONNA: (A junior nurse, looks up from her chart) Hi, I am still here.  It takes me awhile 

in the morning. 

COLLEEN: (joins in the discussion) When you are new, it is really hard work to make

 sense of everything. Skills are the easiest part. Learning how to care is the  

 hardest. For you are figuring out what medications to give, how to do  

 assessments, and what to do with them and all that. You are not operating at a  

level that you think introspectively how to work with patients and their families.  

That takes a lot of reflecting and energy. You need to get comfortable with  

what you are doing before you can get to that level. On this unit you learn about  

caring. 

SCENE 3 (A short while later, Tina comes over to Joan, who is now sitting at the nursing 

desk.)  

TINA:  Would you like to come and watch my morning assessment for my  

patient, Claude. I am his primary nurse. 

JOAN: Tina, that would be great. Thank you. 

NARRATOR: Tina and Joan enter the patient’s room to be greeted by a spectacular 

urban vista appearing through the large window directly opposite the door. At the same 

time the sour, musty odor of perspiration that has dried on the skin of someone with a 
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fever, is evident. The humming sound of three infusion pumps can be heard faintly. 

Claude is hooked up to five different infusion lines through which various fluids are 

being administered. Though according to the morning report this patient is supposed to be 

slightly confused, it is apparent that he recognizes Tina. As he tries to smile through a 

pair of cracked lips, a swollen tongue and inflamed mouth can be seen. His speech 

sounds muffled as though he were trying to talk with a mouth stuffed with cotton batten.  

CLAUDE: Hi. Nice to see a face that I know! 

TINA. (Looks him in the eye, smiles, and talks with him all the while checking the 

  infusion lines, pumps, and site) Hello, how are you feeling today?  

CLAUDE: I didn’t sleep very well. I was thinking, and I thought I was being  

 kidnapped. 

TINA. Sometimes the medications you are on can make your mind race – lots of 

 thinking----  

CLAUDE: Yes, and I was thinking about little things – things I need to tell my wife. 

NARRATOR: As Tina listens to Claude and responds to his comments and requests, she  

continues morning assessment, checking for any changes in his condition that may have 

occurred since his previous shift. . She listens to his chest, takes his vital signs and checks 

his dressing. During the assessment, she talks of the progress he is making and about 

those areas that require further improvements before he can return home. Claude listens 

attentively, and then both talk about how to organize his care for the day: his bath, 

treatments, scheduled test for 1000 hours, and time to rest before his wife arrives to visits.  

What is obvious is that Tina and Claude know one another: Tina has cared for 

Claude before. I note how much easier it is to organize care when the patient and nurse 
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know one another. They have a history of how to work together. Tina has a baseline to 

better evaluate change and is familiar with Claude’s preferred activity regimes. They can 

both pick up from where they left off, rather than spend time and energy reviewing past 

patient history.  

After Wards  

Reflecting upon my observations, I came to realize how nurses being the 

constants on the unit results in two competing effects on nursing and nurses. First, it 

makes nursing unique. Being the constant within the unit facilitates nurses’ physical 

proximity to patients and their ability to know and understand the particularities of 

individual patient’s responses to their illness and treatments. This is evident in Tina’s 

care of Claude. Being the knower of such particularized knowledge marks nurses as 

unique. Nurses use this knowledge in the individualizing of patient care. At the same time 

others draw upon nurses for assistance in organizing their own practices. Nurses are the 

resources for anyone coming to the unit: other health care disciplines working within the 

unit, student nurses, nurses new to the unit, medical residents, patients and family 

members. As constants, nurses are expected to know what is going on with patients. They 

are relied upon by others to provide information about system issues related to the 

functioning of the unit. Consequently, nurses’ work is always being interrupted. The 

extra additional time nurses allocate to dealing with these interruptions and the work 

resulting from these interruptions remains a hidden part of nurses’ work. Thus, the 

second effect of being the constant within the unit is that nurses can be worn out.  
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ACT 3: Making do 
 
The Act of Creating: Maneuverability 
A beautiful vibrant young woman 
Brown eyes filled with humor and dread 
A recurrence of cancer 
in a fight for her life 
 
Her husband beside her 
a constant support 
 
Amy helping her live in the moment 
 
Caring an unfinished drama 
of dexterity, ease, 
freeing feelings, emotions, and thoughts 

 

SCENE 1:  

NARRATOR: Amy, followed by Joan, leaves a patient’s room, having just completed 

her initial morning assessment. She explains what she has observed while recording 

information that will later be charted. Proceeding down the hall, they arrive at her second 

patient’s room which is near the end of the hall. Entering, they find the patient’s husband 

sitting on the side of the cot in which he sleeps. His wife Rebecca is lying supine on the 

bed visiting with him.  

HUSBAND (looking up and seeing Amy, he smiles in recognition): Hello there! 

AMY: Hello, I have brought someone along with me. This is Joan. She is doing some 

 nursing research and will be following me around for the day. Is that all right with 

 you? 

HUSBAND (turning his attention toward Joan): Well, you are with the right nurse. She  

 is the best! 

AMY: (smiles at Rebecca) How are you today? I heard you had a Hickman line put in  

 yesterday. 

REBECCA: Yes, Bob was there with me. He’s the one who got me through it without  
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fainting. Just being there, right beside me and talking me through it helped me not  

to pass out.  

Joan leaves the room and walks back to the conference room.  

JOAN: (thinking to herself) Observing Amy work is like watching a symphony orchestra  

perform. Her actions flow and are woven together in a seamless, effortless way. Amy 

is fully engaged in what Rebecca and her husband are saying performing all the  

the activities required for a thorough assessment. Even while listening, answering  

questions, teaching, checking infusion sites and solutions, taking vital signs,  

listening to chest sounds, and checking for circulation status, she continues to maintain  

eye contact. It is obvious that a trusting relationship has developed between all three: they  

know Amy and Amy knows them. The benefit is that Amy is able to base her actions  

on more holistic assessments, building on what she already knows and has tried. 

 After Amy leaves  the room. Amy turns and speaks to Joan.  

AMY: I’m addicted to the process of going in cold, talking and listening, picking out  

 pieces, plugging important ones in. It’s not just getting the task done – nursing is  

 much more than that. Caring takes a lot of energy and knowledge. A lot of caring  

 isn’t languaged; it’s enacted. There may be a seeking of boundaries and lines, but  

 they don’t work. For, caring is not a business. There is no line between us and  

 them. There is a way of coping and being appropriate, but there is no line. We 

 might be in that bed tomorrow.  
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JOAN (thinking aloud to herself) 

Amy’s caring practices mirror what Diderot calls “bricolent” ( in Polkinhorne 

2004, p. 66). It is the everyday art of making do; the adapting, designing, and 

operationalizing of activities required for the day. It is a kind of knowledge that requires 

creativity, tolerance of ambiguity and execution of intelligence which go largely unnoted. 

Most of this knowledge can’t be appropriated or put into words. Thus, Amy’s notion of 

caring as something that is enacted, not languaged, is consonant with the concept of 

bricolent. Amy’s operationalizing of caring practices is a complex work of art that goes 

unnoticed by everyone in the room but me. Her practices are elusive forms that appear 

and are then gone and forgotten. They survive only because I record them in my field 

notes. 

Of note are the contextual and personal factors that support Amy in  

operationalizing of caring practices. One such influence I noted is the lower patient- 

nurse ratio that is a norm in specialty areas. Another is Amy’s long experience working in 

the area which accounts for her expertise and confidence. A third is design of the one and 

two person rooms that ensure conversations are not easily overheard and care can be 

administered in privacy. A fourth influence is that primary nursing is the mode of 

organization for nursing on the unit and it promotes the continuity of care by the same 

nurse. It supports the development of a strong relational connection, such as those that 

have occurred between Amy and Rebecca and Amy and Rebecca’s husband.  A fifth 

factor is that the unit is a high profile, highly specialized oncology unit. I had expected 

that this would work to limit nurses caring practices. Kuhse (1997), Heartfield (1996),  
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and Heslop (1998) argue that medical specialization, along with the increased use of 

technology that characterizes it, has a negative effect on nursing practices of caring. This 

unit, however, appears to challenge what is a generally held notion. Physicians rely 

heavily upon nurses for their particularized knowledge of patients. Cancer does not 

progress in a predictable and uniform manner. Patients present with variances in 

symptoms to the same type of cancer. The distinct and particular nursing knowledge that 

nurses provide regarding patients’ unique responses to cancer and different treatment 

regimes is valued and deemed essential by physicians responsible for directing medical 

care; such knowledge supports physicians in their diagnoses and treatments. Thus, the 

increased legitimacy of nursing knowledge lends increased authority to nurses’ caring 

practices.  

Of equal significance so far as my reflections about relational caring are 

concerned is that Amy’s close relationship with Rebecca and  with her husband puts in 

question the assumption that professional boundaries are essential for effective care. Amy 

resists the idea of professional boundaries and is open to the notion that the nurse-patient 

relationship progresses like any other. Richardson (1999) concurs with this view, arguing 

that there are disadvantages to setting boundaries that result in one disconnecting oneself 

from others. In contrast, opportunities for engaging in life affirming practices present 

themselves when one connects with and witnesses another person’s life. “‘In walking 

with’ we are embodied, self-consciously reflexive, partial knowers, conveners, ministers, 

-- not ‘insiders’ or ‘outsiders’ ” (p. 185). ‘In walking with’, one witnesses and hears 

testimony from others and comes to view them as shadows and doubles of oneself.  
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After Wards  

De Certeau (1984) argues that the art of making do is not without science. It is an 

unrefined knowledge of actions, where words have not yet been found to describe the 

techniques. De Certeau uses the word “tactics” to describe the maneuverability of the art 

of making do. The term “indeterminate trajectories” is used to indicate a temporal 

movement through space, describing how tactics do not cohere to the constructed, 

written, and prefabricated space of a technologized society. Tactics “circulate, they come 

and go, overflow and drift over an imposed terrain, like the snowy waves of the sea 

slipping in among the rocks and defiles of an established order” (p. 34). Making do is 

viewed as an art of creation, a performance.  

My analyses revealed how nurses’ practices of caring have both similarities and 

differences to de Certeau’s definition of making do; a consistent theme of caring 

practices on the unit. Phenomenological inquiry as characteristic of caring practices 

represents an essential component that sustains making do, keeping nurses open to 

whatever presents. Making do functions to maintain a focus on the unique particularities 

of each patient’s situation and experience with illness. Moreover, making do challenges 

the assumption that professional boundaries are beneficial and serve to enhance nurses’ 

abilities to envision alternative possibilities for action. Yet, of equal significance is that 

making do is also a fault line for caring practices. Nursing skills of making do can draw 

nurses into directing their attention towards issues not directly related to nursing; often 

system issues related to system problems. In the aforementioned making do was seen to 

be an unrefined knowledge practice that enabled nurses to create a space for patients to 

participate in the assessment, diagnosis, implementation, and evaluation of their own 
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care. Nurses ability to corroborate with patients and other professionals in the envisioning 

of alternatives and the enactment of different practices was seen as beneficial to care. 

Nurses making do was recognized as an art of creation that involves nurses’ integration of 

their background knowledge with the reflective knowledge gained through conversations 

with patients, families, and other professionals.  

Of note, making do, as a faultline for caring practices, was not a result of nurses 

focusing their attention on institutional issues. The problematic was nurses’ uncritical 

acceptance of the responsibility for solving institutional issues not necessarily related to 

nursing. Hence, making do had the potential for limiting caring practices by directing 

nurses’ attention away from patients, becoming a constraining factor for nursing 

practices. Making do became a site for the complicity of nurses in the maintaining of 

hegemonic norms in healthcare. 

 
Figure 1: The two directions of making do  

       
              
        Direction 1                                                                         Direction  2  
           
  
 

 

Attention directed 
towards institutional 
issues 

 
“MAKING DO” 

Attention directed 
towards patients and 
families  

What I realize is that the two directions of “making do” are a result of nurses 

being the constants in local areas and becoming looked to for the coordinating of 

interdisciplinary care.  

An example of nurses being drawn in the direction of institutional issues is the 

nurse on the night shift who stayed overtime when a nursing colleague called in sick. 

Even though she was working the coming night she stayed for a good part of the morning 

until another nurse was found to replace her. A second example of nurses being drawn 
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into institutional issues was the way that the nurses on the unit responded to a national 

political agenda. The clinical nurse educator on the unit was directed by administration to 

coordinate an interdisciplinary team meeting to gain buy in for a national initiative 

intended to reduce the increasing rate of incident reports related to drug and treatment 

problems for patients in hospital. During one meeting, errors and potential errors were 

identified as a result of problems with recent computer systems installed in pharmacy for 

the labeling of medication times. What wasn’t being taken into account was the 

incompatibility with times for other patient medications. During another meeting a 

problem was identified in the current system for physicians re-ordering medications. At 

both meetings, nurses were the ones who identified and assumed responsibility for 

implementing solutions. One solution was the increased tracking and assessment by 

nurses of whether the times on the medication labels from pharmacy were accurate. A 

second solution was for nurses to assume responsibility for checking if physicians’ re-

ordered patient medications. What went unacknowledged was that the problems did not 

originate within nursing. What went unaccounted for was the increased work for nurses 

that took time away from patients. In discussing the impact of the hidden work on nurses, 

one of the nurses responded by saying that ‘making things work is what nurses do’.  

Of note was how easily nurses are drawn into caring for the institution and 

serving other professionals because nurses care; they care about patients and they care 

about others. Because they care, the cost to nursing, nurses, and patients of nurses taking 

on and solving others’ problems goes unexamined. The possibility that nurses doing such 

may adversely affect patients care goes unacknowledged.  

 



 124

ACT 4 Tolerating Ambiguity (Uncertainty) 

Not Easy 
Lying propped up in bed 
Conflicted feelings revealed 

A smile of greeting, 
aggression, manipulation 

directed towards nurses 
A tough road of treatment ahead 

 

SCENE 1:  

NARRATOR: During morning report, Tanya informs everyone that Bick, a long time 

drug user, has been readmitted for the recurrence of his disease. This patient is known to 

have mental health issues. Currently Bick’s aggressive manner and skill at manipulating 

caregivers represents a challenge for nurses.   After report, the doctors, a social worker, 

the patient- services coordinator, Tanya, and Bick and his father are to have a meeting to 

discuss treatment issues. There is no current agreement among members of the team as to 

what would be deemed appropriate treatment for this patient. The father assumes the 

meeting is about coordinating plans for his son’s treatment. But, the underlying purpose 

of the meeting for the team is to arrive at a decision as to whether Bick is a suitable 

candidate for medical treatment.  

Later in the day, Tanya has a conversation with Bick’s father that she discusses with her 

colleagues. The discussion takes place in the nurses’ lunch room. There are 5 nurses 

including Tanya.  

TANYA: I tried to be realistic while trying not to diminish hope. Bick’s father thinks that  

 a more aggressive treatment is the best option for his son. The medical team  

doesn’t think so. They haven’t cancelled it out, but they have said that they  

need to see how Bick does with the initial treatment. So, I told his Dad: “There  

are steps to go through in treating his disease and he needs to go through each step  
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of treatment before going to the next one. The treatment you are thinking about is  

a very complicated procedure, and it is not the first step. It requires a great deal of 

follow up and compliance with medications. That step might be very hard for  

your son. It doesn’t seem like follow-up and compliance are a strong suit for Bick,  

are they?” It was here that Bick’s Dad started to cry and said, “I don’t want my  

son to die.” After he finished crying he said that he agreed that Bick would need  

to take it one step at a time. But, he admitted it was really difficult for him to  

think about not doing everything that could be done. 

BURT: I know how difficult it must have been to be so direct. Yet, patients and  

 families need to be aware of different potential scenarios – that you go down a  

particular path, then if you hit a wall, you stop, and do something else and  

continue like this till the end of the route. 

TINA: It’s hard to always know what to say because prognosis for patients undergoing 

treatment is really a best guess. Patients will be undergoing treatments that have 

all the right reasons for success, and they don’t do well. Then, a patient, whom we 

do not expect to do well, lives. 

BURT: It’s important not to be secretive. If you keep patients well informed and you  

are both on the same page, you can have a better relationship. They trust you and  

this trusts sets you up for better conversations, like Mrs. Wolf saying to me, “This  

has been on my mind …. (Burt has turned towards Tanya; you can no longer 

hear what she he is saying.) 

TYLER: What I have come to realize is that it is easy to get judgmental and think that  

 you know the right thing to say and what they should do. But, I always try 
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to remember that no one knows how they will respond – One can anticipate  

but never know.  

JOAN: How do you not judge? 

TYLER: I look for the patients’ strengths and work with those. I’m like a coach in  

this job a lot of time – there is a shared responsibility 

AMY: I try to stay open, avoid dichotomies. If there is a right and a wrong, then it is  

easy to blame or judge others. 

After Wards  

Nurses’ caring practices are embedded with theories and models that the nurses 

seldom, if ever, made specific mention of in day-to-day discussions. I would doubt that 

they realize their discussions are embedded with such array of different knowledge 

practices. These discussions evince a knowledge and use of interpersonal communication 

theories originating from in the human sciences. Watson’s (1985) carative factors are 

evident in nurses’ sensitivity to self and others, acceptance of positive and negative 

feelings, and development of trusting relationships with patients and families. 

Phenomenological inquiry is a process of discovery that the nurse could be heard using in 

her exploration of what it is the patient and his father wish in the way of medical care. In 

addition, teaching and learning are made visible as a combined process of inductive and 

deductive thinking. Nurses discuss the importance of listening to patients’ lived 

experience with their health issues while using problem solving skills to envision 

possibilities for care that would seem appropriate. The nurses’ commitment to patients 

being included in the process of decision-making process and having options for care is 

evident in the emphasis on advocacy practices. Finally, the nurses reify that patients need 
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to know what is happening in order to decide on options because they are the ones who 

have to live with the consequences.  

SCENE 2 (As they walk along the back hallway, Amy is talking with Joan about a 

nursing project involving aromatherapy that was introduced on the unit a couple of years 

previously but was recently discontinued.) 

AMY: There is so much discomfort when trying to care for people who are ill – to  

 mobilize patients who are in pain or dealing with severe nausea or vomiting;  

 getting them involved in their own care, dealing with elimination issues. Not  

 everyone does the same thing to help alleviate problems . There are different ways  

 of doing things. But, the basis of caring is valued on the unit. I have my own  

 ways. Everyone cannot do the same thing. There are different ways of caring.   

JOAN: Is there an openness to alternative therapies that might help patients  

 deal with their symptoms?   

AMY (smiling): Alternative therapies are spoken of as valued, but, not in practice. I wish  

there was a model to follow. Maybe there will be if we persist – There is plenty 

of talk.  But, how do we operationalize it? How do we show that it is valuable? I 

am interested in the continuation of an old project. A nurse who previously  

worked on the unit did a lot of work with aromatherapy when she was  

here. At present I am working at formalizing aromatherapy and therapeutic touch  

on the unit. A dream of mine is to bring acupuncture onto the unit and have an RN 

as a liaison for alternative therapies available to patients on the unit.  
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After Wards  

For nurses, a high level of creative synthesis and critical evaluation are essential 

to operationalizing their caring practices. Nurses pay attention to the uniqueness and 

subtleties of the particular nuances of each patient’s response to disease and treatment. 

They treat patients with kindness and respect. They talk to and listen to patients. They 

look patients in the eye maintain eye contact with patients and pay attention to what is 

going on. They discuss patient assessments with their peers when they have questions, 

examine different options, and seek to identity better ways and means of addressing their 

patients’ patient needs. Nurses draw upon support from one another while they talk, 

reflect, and critically analyze uncertainties and options related to what seems best for 

patients – this being particularly true in oncology, where patients with the same diagnosis 

present so differently and have such varied responses to the same treatments. I could see 

how nurses on the unit feel supported by one another’s mutual tolerance for ambiguity.  

Within the unit, nurses’ tolerance for ambiguity appears to counter the desire for 

uniformity that Tully (1997) identifies as one of the major blocks obstacles to 

appreciating and honoring difference. By not being rule bound in their practices, nurses 

challenge the overriding central tenet of bureaucracy: as a pursuit for the elimination of 

uncertainty through the control of knowledge using practices of uniformity and 

implementation of uniform practices (Ferguson, 1984). There is a space created for 

nursing discriminatory judgments and reflective thought.  

The theme of tolerance for ambiguity in the unit relates to a mode of thinking 

Arendt (1995) calls “thinking without a banister” (p. xvii) and which she defines as 

“thoughtfulness”. What this involves is an act of thinking that shuttles back and forth 
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across the gap that separates the experience of everyday life from the contemplation of it. 

It requires one to start thinking about some phenomenon or event as though no one has 

thought about the happening before and then start listening to and learning from everyone 

else. This approach challenges one, first, to think for oneself and, second, to use an 

inductive process of thinking that goes beyond the traditional deductive thinking mode of 

problem solving. From my observations, it is obvious that nurses on the unit are using 

thoughtfulness as a central part of their caring practices. This is reflected in their 

openness to what patients are feeling, attention to the opinions of other team members, 

ensuring that they have up- to- date reports of current issues, and, finally, in their creative 

and informed approaches to care. 

 

ACT 5: Committing to Diversity, Dealing with Differences  

Nursing: A political event
Manage time, 
Anticipate care 
If one patient goes sour, 
everything sideways from there 
To be informed, essential 
Discuss, confront, 
persuading others 
Teach patients 
how to advocate 
for themselves 

 

 

SCENE 1: 

NARRATOR: It is 7am on a cool, cloudy autumn day. Morning report is taking place. 

The nurses are listening intently. The atmosphere is filled with tension: not only is the 

acuity on the unit uncharacteristically high; a number of the patients are not doing well. 

There is an added weight of sadness on the unit, one of the patients has just died. 
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TYLER: (When completing a report on one of her patients, Tyler addresses the group 

with an intent seriousness) We have a problem here. Fred’s pain is not being managed. 

He is having IV analgesics every hour, oral analgesics every three hours, and on top of 

his extended relief he gets breakthrough medications. In spite of all the meds, this 

combination isn’t working.  In addition, it isn’t realistic for us to be going into his room 

constantly to administer meds. Why doesn’t he have patient controlled analgesic? Why 

hasn’t the pain management team been contacted? 

SHARRA: The physician has been talked to, but he hasn’t contacted the team because  

 he doesn’t think that the team will do anything he isn’t doing.  

TYLER: That’s ridiculous! The pain management team are the experts and something  

 needs to be done! The physician is just placating the patient rather than dealing  

 with this very complicated patient’s issues. He is a drug user. He is anxious, not  

 outwardly stressed, but talking about lots of issues! He’s using drugs for coping. 

SHARRA: What about methadone? 

TYLER: That’s an interesting idea. I don’t know if it would work but maybe.  So, we  

won’t wait for rounds to discuss this. We will talk with the physician as soon  

as he arrives, or this will drag on and not be addressed for another day. 

(After report, the two nurses leave the room to talk to the physician who is  just arriving 

on the unit).  

SCENE 2: (Later in the day, Joan is discussing the incident with Tyler.) 

JOAN: What was the outcome of your talk with the physician? 

TYLER: I told the physician how much morphine Fred has had in the last twenty-four  
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hours and discussed the patient’s ability to cope or lack thereof. I requested that 

he involve the complex pain service to help us get this patient’s pain under 

control. I know the physician thinks that he should be able to deal with the pain 

management issue, but I know the patient and recognized that he is dealing with 

much more than just pain. I communicated this to him and stressed that Fred has 

the type of issues that is the complex pain service’s specialty. The outcome was 

that the physician consulted the complex pain service team. 

JOAN: What do you think made him hear you? 

TYLER: Persistence. It is a large and frustrating part of nurses’ work on the unit. It is a  

 frustrating part. There are different levels of commitment and many different  

 factors, such as knowledge, level of experience, comfort in the unit, and one’s  

 own personal life and commitment to persisting. A couple of nurses have voiced 

 their concerns about Fred’s situation to the physician, but maybe they didn’t feel 

 comfortable with pushing, wanting to go the extra mile, or committing enough  

 energy. 

JOAN: Is persistence the key factor? 

TYLER: Not only persistence. You have to feel like taking on the challenge of  

 confronting issues. You don’t have to. You can get through the day without taking  

 it on and give good care – adequate care. But you won’t be giving great care. For  

great care, you have to go the extra mile. You have to make sure that you are 

familiar with the patient. With regard to Fred, I decided today that that was what I 

was going to accomplish; speaking to the doctor and getting some action for  

improved pain control. It would have been very easy for me to just keep giving 
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him all the morphine that he wanted, whenever he felt he needed it, but, that isn’t 

helping him. He has become focused on the dark, just waiting until he can have 

his next medication. He needs to see the complex pain service. Plus, I spoke with  

Fred about the fact that he may never get a zero level of pain. This changes his  

focus. If he can get to a livable level, then he may learn to live with pain in a  

different way.  

JOAN: (talking to herself.) 

Tyler’s comment about ‘going the extra mile’ makes me realize how easily caring 

practices can be moved to the margins or erased if confrontation and persistence aren’t 

the norm for nursing practice in local cultures. Tyler, a nurse with many years of 

experience, identifies the effort it can take to challenge privileged medical norms.   

It makes me wonder how nursing students might be better prepared to advocate on behalf 

of their patients. Questions raised for me are: Should students first be placed in units that 

model agency and relational practices of caring? If it takes nurses in this unit two-to-three 

years to operationalize caring practices, how can students learn to operationalize caring 

unless they are placed in similar areas. Does more careful assessment of what students 

will be learning need to be done before we send them there? Should students be assigned 

to sites causing dissonance, only after students have learned how caring practices are 

operationalized, or not at all? How can nursing students or nurses recognize how caring is 

being affected by contextual influences if they don’t have a solid understanding of how 

daily caring practices are operationalized?.  
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After Wards  

Advocacy and persistence are tactics used by nurses on the unit to position 

themselves as social agents. Advocacy is a tactic used to support the unique differences 

that distinguish patients. Nurses talk with their patients about their right to expect that 

they, i.e., nurses, advocate on their behalf. Nurses provide patients and their families with 

education needed to advocate on behalf of themselves. Nurses’ explore the concept of 

advocacy in ways that help patients self determine. These practices concur with 

conclusions on the part of other nursing scholars that this is a critical role that nurses play 

(Bevis & Watson, 1989; Brown, Rodney, Pauly, Varcoe, & Smye, 2004)  

Persistence is another tactic that the nurses use to resist the limiting of caring. 

Persistence is viewed as being necessary for ensuring patient care to be excellent or great. 

It requires nurses ‘to go the extra mile’. Yet, there is also an implicit understanding that 

nurses can not always do so: contextual issues, social encounters, and individual capacity 

are influencing factors that can all effect the nurse’s ability to go the extra mile.  

SCENE 3: Joan and Frya are sitting at a table in a room immediately behind the nursing 

station. Joan is reviewing notes.  

 JOAN: Do you feel like sharing what you know about the history of the unit and the  

 emergence of what students call a “culture of caring”?  

(Patty and Amy enter the room.) 

FYRA: The manager who was here for over twenty years always said that she loved  

 “rangytang” nurses. We bring our own personalities. To think and act differently  
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helps to maintain resistance to things that don’t work. You don’t fit yourself into 

someone else’s box. You don’t mind that because you don’t fit for all the right 

reasons.  

PATTY: We aren’t hired to this unit because of our high tech skills. We are hired  

 because of our abilities to care, to reach out to our patients and their families,  

 perhaps maybe someone who is watching his or her son or young daughter die.  

 This is a very high- tech unit – one where a patient may have 8 infusion pumps  

 while still you have to figure out how to get the blood and platelets administered. 

AMY: Caring is not always by the book. Caring is getting patients what they need. It  

 takes courage to care and willingness to put yourself out there – to  

become more comfortable being out there. You are not always doing  

things by the book. 

After Wards  

Foucault (1994) posits truth as being conceived in its own multiplicity within 

local contexts where different perspectives play out as games of power. In the case of 

nurses, this process is evinced in their awareness of the unpredictable nature of individual 

responses to disease and treatment and their commitment to maintaining diversity and 

difference. Difference is supported within the context of nursing on the unit. Nurses see 

not only patients as different but also themselves as different. Indeed, the nurses 

identified that they had all been hired because they are different. Even though the unit is a 

high tech specialized area, the nurses were hired because of their caring practices, not 

their technical skills. This is recognized by everyone on the unit as representing a very 
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different hiring practice relative to that of any other high tech specialty unit in the 

hospital – it is a practice that they all value.  

There is a theme within feminist thought that difference promotes skepticism and 

skepticism resistance. Rich argues that only by remaining skeptical of what is taking 

place within bureaucracies can resistance assist one in becoming an active creator in 

one’s own space (cited in Ferguson, 1984). Thus, one needs to resist fitting into 

bureaucracies and instead take a more critical view of taken for granted conventional 

assumptions.  

The recognition and acknowledgement by nurses of caring practices being distinct 

and unique to their unit creates a space for nurses in which to speak out on behalf of 

caring, answer questions about caring, and respect the use of different approaches to 

caring. Nurses’ strategic use of extended orientation, mentoring, and buddying programs 

for nurses’ newly hired to the unit are talked about as unique approaches that support 

nurses in their enactment of caring practices.  

Rodney, Brown, and Liaschenko‘s (2004) define agency as occurring when nurses 

as engaged actors draw on all their various sources of knowledge as they live their caring 

work. The nurses on the unit are seen to do this. Are the above programs for nurses newly 

hired to the unit essential for their developing agency?  

 

ACT 6: Facing the Possibility of Death, Facing Dying 

Facing losses 

A young man angry,  

 silent 

grieving losses of a  life changed 
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A dream, playing hockey 

identity held for 9 years 

Now,  partially blind 

Unable to drive 

Heart worsening 

Difficulty getting enough air 

SCENE 1: (A 28 year-old man who has been in and out of hospital for the past 9 years 

has just been readmitted to the unit. His admissions have all been related to side effects 

resulting from medical treatment for his disease condition at age 19. He is crouched 

down huddles in the bed, with the covers drawn up to his chin.) 

TYLER: (leaning over so that she is closer to eye level): Hello, Wayne. I’m Tyler,      

 your nurse today. This is Joan, who is doing some nursing research and is  

 shadowing me today… I hear that you have a really sore mouth?  

WAYNE: Yes, but I don’t want to take any of that medication. 

TYLER: Okay. How about I just ask you a few questions so that I can get to know you a  

little better?  

(Tyler talks with him while she does her initial assessment, then helps him get 

positioned in how he wants to eat his breakfast) 

TYLER: (Outside the room, back at the nursing station, Tyler is speaking to the 

researcher) It helps to interact and build up a rapport with him. I don’t want him to feel  

 like a specimen in his bed. He knows what is going on and knows himself; he is  

 overwhelmed by one more problem. Another side effect is just exacerbating his  

 tendency towards dependency. I want to keep him informed about what I am  

 doing and keep him involved in decisions.  
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SCENE 2: ( It is a beautiful, summer morning and the sun is shining brightly streaming 

into Hank’s room as Laurie and Joan enter the room. You can almost feel the warmth of 

the sun’s rays through the window and smell the scent of the cedar trees in the early 

moist morning air.  Hank, who has just arrived on the unit, is lying stretched out on his 

bed. Hank has just arrived on the unit. He is being readmitted to the unit due to the 

recurrence of his disease. In the morning report, the night nurse noted that he is very 

angry. No one has had a chance to check it out what is bothering him.  

(Laurie goes over to Hank and introduces herself. Hank looks at them, makes no 

response, and looks away).  

LAURIE: Let’s get this admission done in a hurry for you. You know the drill. (Laurie 

checks his infusion lines and site, takes his vital signs, checks his circulation. Just before 

listening to his chest she says ) Are you upset because you don’t know what is happening 

or because of why you are here?   

HANK (looks up at Laurie): I am upset because I don’t know what is going to happen  

 next. 

LAURIE: Okay. I can’t take what is happening away, but I can tell you what I know  

usually happens and we can work together to set things up so that you can  have a 

say in what happens. (What follows is a discussion between Laurie and Hank. 

They discuss what will mostly likely be happening to him,  what he is feeling, and 

what he wishes to happen.) 
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(Later, in the conference room , Joan is talking with some of the nurses as to how they 

communicate with patients and their families who are dealing with the possibility of 

imminent death) 

AMY: As a nurse, you have to be able to face the reality of the seriousness of their  

 disease. You have to be able to talk about it with patients. Patients and their  

families have to face it.  

TYLER: It’s understood that you can’t be afraid to face the reality that ‘you may die’. --- 

 This creates a space to talk about death. --- I can’t tell you how often my 

 patients ask me: What will it look like when I die? --- It’s not fair to walk away  

 from the possibility (probability) of death even though you may want to.---  

 when they feel that you will be honest with them, you can have that fun  

 relationship with them. They don’t want nurses to be down. They come to live.  

MICHELLE: (Joins in the discussion, making reference to Susan, the  twenty- year- old 

patient who has just been readmitted to the unit for her second stage of her treatment)  

 Susan says that she just wants her life back. Her mom says that she doesn’t want 

to live if she can’t have children as a  result of treatment. At twenty this is where  

she is at. This is all that she can see – wanting children and a family. We can’t  

change that but we can give her a chance to talk about how she is feeling, if she  

wants that… We can ask her if she would like to talk with someone.  

SHARRA: It’s really hard for family. One of my patients, seventeen years old, was  

 dying. She and her boyfriend wanted to get married before she died, and the  

 parents were really supportive of this happening. But, as a nurse you have to stand  

 back and try to look at the bigger picture. I was concerned about the seventeen-  
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 year- old boy and all the effects of being a widower at seventeen. I suggested that  

 they get a minister who would instead do a special ceremony of commitment, to  

 avoid all the paper work and hassles of a real marriage. So, they did. But, later,  

 when their daughter was dying, the Mom saw the young boy with another girl in  

 the mall. She was really  upset. I had to help her see other sides to the situation.  

 He was only seventeen and dealing with all sorts of things. ---- He had been  

 unbelievable – better than lots of husbands of many years, trying to deal with  

 someone dying.  

JOAN (thinking out loud) 

There is a positive energy (for want of a better word) on the unit. It is as if once 

there is an acceptance of death as a natural part of life the patients allow the nurse to 

witness this new relation, there is an openness that can develop between the nurse and the 

patient. There is a space created to honor whatever the patient is thinking and feeling. No 

longer is there a need on the part of the patient who is dying to filter out or judge their 

emotions. The are accepted and valued for what they are. 

Noddings (1984) identifies joy, insight, or whatever the positive emotion is as 

being the result of a creative transformation that occurs during the intuitive search and 

quest for meaning, wherein one opens up to the world around one. In nurses talking with 

their patients about the possible reality of death, there is a space created for this intuitive 

search for meaning. Thus, patients and families are able to acknowledge and talk about 

death and what they are thinking and feeling. In so doing, they are able to open up to the 

world and more simply share whatever it is that are in the midst of in their experiences. 

They are able to complete unfinished business, to say all the things that they need to say 
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to one another. They don’t fear that they will be outcasts or abandoned of rejection by 

those caring for them. Patients come to trust that their families will be supported through 

whatever happens.  

After Wards  

Nurses on the unit resist the silencing of their patients in relation to issues and 

concerns that matter to them. They talk with their patients about difficult issue, two of 

those being the possibility of death and dying, the ultimate concerns.  

De Certeau (1984) identified that persons who are dying are often treated as 

deviants: by dying, they are doing the unnamable. Hospitals are organized for the purpose 

of conserving life. In dying, patients become deviants, because they leave a field 

circumscribed by the possibilities of treatment. Thus they are moved to the margins of 

health care, made to feel invisible, erased as a person. When death is not openly 

discussed, the terminally ill patient – already alone in hospital – is consigned to face 

death alone – loneliness compounded by more loneliness. 

On the unit, the nurses challenge societal norms that seek to avoid both the reality 

and the thought of death of turning away from death avoidance. In turn, they call into 

question the restrictive culture around death in hospitals. In acknowledging the possibility 

of death, they mark the limitations of allopathic medicine. This acknowledgement 

prevents death from going unmarked as a social journey, and, therefore, as part of life. De 

Certeau (1984) notes that if the possibilities and implications of death are not 

acknowledged, death becomes an inappropriate subject to be talked about. With nurses’ 

acknowledgment of the possibility of death, nurses give permission for death to be a 

subject of conversation among the terminally ill, by the person who is ill and by their 
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families and friends. Thus nurses create a social space for death. Families and friends can 

then talk about the possibility of a loved one dying to one another as well as neighbors 

and concerned members of the community. Death is no longer a secret to be kept hidden. 

This creates a space for stories about death and dying to be shared. Moreover, when death 

is viewed as part of life, all those affected have an opportunity to support one another.  

 

ACT 7  Thinking Outside the Box of Strategic Moves 

Discovery 
Mother overwhelmed 
daughter discharged, 
unresolved issues 
walking real hard 
vision is failing 
infection a fear 
Nurses walk into chaos 
listen and hear 
improvise, create options 

Invisible knowledge 
brought to light 
 

SCENE 1: (It is 8:00 in the morning. Amerri is the primary nurse who has been caring 

for Zera all night and comes into report to talk to the day nurse assigned to care for Zera 

today).  

 AMERRI: (She has a really serious look) I have been caring for Zera for the  

 past three nights. She is really not doing well. She is immobilized, trapped in  

 her own fears and emotions. I just talked to her and said: “You have survived the  

 intensive care unit, you’re in remission. But, if you don’t get up and move around  

 you will die --- Something else will get you. Plus you need to let up on your  

 mother. She is scared too.  
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(The scene is a week. later.  Joan comes into the conference room for morning report)  

TINA:.(looks  over at Joan.)  Guess what? Zera is being discharged today. 

 (Tina laughs at the surprised expression on Joan’s face and shrugs.) You just  

 never know here. You can’t predict. Some patients you think are going  

 to do really well don’t, and some patients that you think aren’t going to make it  

 do. That’s what keeps us going. 

SCENE 2 (It is 1600 hours. Nurses are in the conference room catching up on their 

charting) 

JOAN: I have noticed that you use humor a lot on the unit.   

LYZA (looking over at Joan): Yes we do. (Laughs.) To stay here, one needs a warped 

sense of humor.  

COLLEEN: Humor is a coping mechanism. Sometimes you need to be a goof and let it  

 out. 

JAZ: Humor is something we use with one another and with patients (begins to laugh).  

I remember a few years ago when one of the junior nurses came rushing up to me,  

exclaiming there was something really wrong with her patient’s intravenous  

therapy. I went rushing down to see what the problem was. There was a gold fish  

swimming around in the bottle.  The patient had been in on it too. The nurses  

had set the system up,  pretending to have it running into the patient. It was  

April Fools day and the joke was on me. That fish remained swimming in  

a bowl on the nursing station for a long time.  

MICHELLE: (Laughing and looking at her colleagues): Remember Bob and the plastic  
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 spider? (Looking towards Joan) You need to ask him about that story. 

SCENE 3 (The next time she is on the unit, Joan asks Bob about the incident involving 

the spider).  

BOB: Yes, I remember the event. But, I have to premise the story with the understanding  

 that humor has to be something spontaneous and totally situational. When  using  

 humor, particularly with patients, you must tailor it to the patient and where they  

 are at. I knew Delores. I knew her really well …  During morning  report I was  

 informed by the night nurse that although Delores, who was my patient for  

 the day, was oriented she was having visual hallucinations from the morphine she  

 was on to control her pain. It was around Halloween, so there were a lot of plastic  

 spiders on the unit. I taped this black plastic spider to my forehead before I  

 went in to see her and just stood by her bed until she opened her eyes. 

 She looked at me and then she registered what she was seeing and started  

laughing … called me an impossible jerk.  We both laughed … But, then we  

could talk about how she really was. 

JOAN (Thinking aloud) 

Nurses’ non- judgmental practices with patients acknowledge and honor whatever 

it is that patients are experiencing. This creates a space for patients to feel, think, and talk 

about what they are in the midst of. Nurses respond to their patients’ using different 

tactics to accommodate different situations. In this example, Bob uses humor.  

What seems obvious is that thinking outside the box represents a key strategy 

used by nurses on this unit to resist being objectified and reconstructed into docile bodies. 

Nurses voice their ideas and confront practices with which they disagree. They challenge 
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the traditional hierarchical ordering within the bureaucratic system in hospital that 

reproduces medical hegemony.  Simultaneously, they are supported in doing so by 

nursing management. The nurses shared with me how, over the twenty-year period the 

unit has existed, nursing management has supported nurses’ resistance to obedience and 

subservience.  This has been accomplished by decisions about nursing being made at the 

grass roots level. Nurses participate in the identification of problems, discuss issues and 

concerns and envision possible solutions. Managers advocate on behalf of nursing at 

higher management levels, proposing and defending solutions developed by nursing staff. 

Staff nurses are invited to attend some of the management meetings with hospital 

administrators in order to voice their own concerns whenever possible. Nurses in nursing 

management positions on the unit have historically resisted the impetus of economically 

based agendas being used as the only basis guiding decision making regarding nursing 

practices. Thus, over the years caring practices have been sustained because there is a 

political agenda on the unit that is aimed at nurses thinking outside the box and resisting 

hegemonic norms that don’t serve the interests of nursing and nurses. 

After Wards  

Nurses recognize the need to think and act outside the box of traditional norms 

ordered within the unit. Hutchinson identified a variety of rule bending behaviors that 

nurses used to benefit patients (cited in Rodney, 1997). Hutchinson argued that the 

nurses’ rule-breaking behaviors were responsible actions because they used “best” 

nursing judgment to decide what rule to bend and when to bend it. On the unit humor was 

one such rule breaking behavior that nurses used to benefit patients. Streiker (2000) 

posits that humor allows one to step out of the moment, look at it, and sum it up with no 
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great reverence. Billy Graham argued that “Humor helps us to overlook the unbecoming, 

understand the unconventional, tolerate the unpleasant, overcome the unexpected, and 

outlast the unbearable” (cited in Streiker, 2000, p. vii). 

 

ACT 8: Caring for Self and Others 

Caring: A Rare Team Approach 
How’s your assignment? 
Do you need any help? 
Questions asked, unexpected 
Shoulder massage to relieve tension 
common practice, not asked 
Care about others 
Care about  self 
Work as a team 
Each wants everyone to succeed 
 

SCENE 1:  

NARRATOR: It is mid-afternoon on the unit. One of the nurses, Laurie comes out of the 

room of a patient. The patient is seriously ill and Laurie has been very busy, seldom 

leaving the patient’s room. As Laurie sits down at the nursing desk to update the records 

on the patient’s chart Amy, the nurse sitting next to her, gets up and standing directly 

behind her, begins massaging the tension from Laurie’s neck and shoulders. Laurie puts 

her head back, closes her eyes and leans into the massage. Neither speaks a word.  

JOAN: (Taking note of this interaction, she comments to the nurses who are sitting next 

to her around the nursing station)  

 Each of you seems to respond to one another’s signs of stress without even being  

 asked. I see quick neck and shoulder massages occurring often and spontaneously  

 between each of you. There are offers of help, and help is given without anyone  

 seemingly needing to ask.  
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DONNA: (A junior nurse.) It’s amazing when you come here; the non-verbal  

 communication. You can be in a bad situation, and you just need to look at  

 someone, you don’t even have to speak; they will say: “Okay what  

can I do for you? How about I prime this? How about I do this? How about I do 

that – and it just seems to all flow together. 

LILY: It doesn’t even have to be someone new. It can be anyone – everyone just  

kind of pitches in; and it is amazing to watch. 

PATTY: There was an incident when my patient kind of went to pieces, but, 

 my colleagues were looking out for me, even though they were busy.  The next  

time I can better deal with that situation. As my time goes on, I can see that I  

almost feel comfortable and like caring. I can show my patients more of me – like  

I’ll take care of you rather than just focusing on taking care of myself. I can see  

myself changing from the biological to more of the emotional caring and tying  

it all together.  

JOAN: A consistent pattern seems to be that it takes a long time to integrate relational  

 caring into your technical practices. There is so much to learn. Initially, you’re so  

 busy focusing on doing skills correctly that  your patients don’t get your full  

 attention. 

DONNA: Luckily, the manager’s strategy is that education is delivered up front in a  

 healthy dose. She doesn’t scrimp in her support of the newer nurses on the unit.  

 Everyone has input into the beginning of someone's  career so that really helps  

 sustain caring.  
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TARA: In this unit, you are given permission to care for yourself here. It is acceptable to  

 say that you are burnt out and need a break. With primary nursing being what it is  

 and our patient stays increasing in length, you do get burnt out and need to take  

 time to rejuvenate yourself. 

SCENE 2: ( Joan is at the nursing station, looking at a chart with Bob who is explaining 

about a patient who has just had recent treatment. He looks up at Tyler who has just 

come around the corner and stops what he is saying in mid sentence) 

BOB: (Saying out, in a clear and distinct voice) Tyler, are you okay? 

TYLER: (Stops and looks over her shoulder at Bob) Sure. 

BOB: Are you sure you are okay? You look a bit off. 

TYLER: Well, -------- (Tyler turns around and comes over to Bob, who places an arm 

round her shoulders. They just stand there without speaking a word. A few moments 

later, Tyler looks at Bob and smiles) Thanks, I’ll be fine.   

SCENE 3: (Later, in the conference room Joan is talking with a number of nurses  and 

comments on the support she has observed nurses receiving from one another on the unit) 

JOAN: I’ve observed you all giving one another a great deal of support. 

(Tyler walks in just as Joan is speaking) 

TYLER: That’s really true. Your care is dependent on who you are, the life you have,  

 your perspectives and how you are feeling that day. Some days you have a lot  

 going on in your own life and don’t have that extra push. That is why you see  

 nurses rubbing one another’s shoulders or offering to help. If I’m feeling this way  

 then probably everyone else knows that they will be feeling it on some days.  
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MICHELLE: This is a very interdisciplinary unit. It comes down to mutual respect. We  

 are respected by those we work with, and we respect them. 

BURT: There are high expectations of how relationships work here between patients and 

 us. For some physicians, it can be rough for them for a few weeks. But, then they  

learn that we have a certain way of relating and doing things that is maintained.  

With expectations made clear at the very beginning to all professionals who  

come to work here, then they are maintained. 

JAZ: Surveillance is kept to a minimum. The manager works to make changes from the 

 grass roots level. We manage ourselves. Yet, we all work together to try to set 

 things up so that we can continue to care for our patients out there. 

MICHELLE: We are knowledgeable, and know that we are smart. We get a lot of  

recognition of this from physicians and patients. 

TARA : Usually physicians like to come here because they are working with nurses who  

really know what they are doing. 

SHARRA: This is a specialty unit. Specialty floors have a leg up on general medical and  

surgical floors. I do not have to know a million other diseases and treatment  

options related to them. I have to know how we treat diseases common to this  

unit so, it is easier to learn. You have to learn depth, but the broad scan of  

knowledge isn’t as great as say on medicine. 

JOAN (Thinking out loud) 

Nurses are sustained in their caring practices of self and others as a result of how 

they are positioned as part of an inclusive interdisciplinary team that includes 

professional staff and support staff. Communications are open and informal. Mutual 
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support for one another within the team is taken for granted because it is a universal 

expectation for everyone in the local culture. Embedded in that culture is what Watson 

(2005) identifies as a primary focus of caring science: the ethical demand of 

understanding that the basic expression of life is both to give and receive. Contextual 

influences that support the caring of self and others include, but are not limited to, nurses’ 

ability to access education funds so they can keep up to date in their skills and 

knowledge. 

Nurses participate in sustaining the care of self and others. They have created a 

space for reflective and critical thought through their use of maintaining silence when 

reviewing charts, accessing information on the computer, listening to and caring for 

patients, even during their breaks.  Experienced nurses mentor and buddy newly hired 

nurses to the unit. Nurses pay attention when colleagues need help and offer assistance 

without having to be asked. Nurses participate in fund raising events sponsored by 

patients and their families aimed at providing increased monies for the unit, Funds are 

used for patient comfort measures, such as the purchase of a “game boy”, sleeping chairs 

for patients’ family members, and other amenities intended to enhance the comfort of 

patients and their family members. A small amount of the fund has been used for 

supporting nursing research projects. Funds have been used for renovations of patient 

areas. Thus caring for self and others constitutes an integrated, extended circle of giving 

and receiving that the nurses identify as a product of their history and that they believe to 

be unique to this unit. These nurses have enacted what Watson (2005) cites as a challenge 

presented by Jon Kabab-Zin: “to turn attention toward what is referred to as ‘inner 
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technologies’, to become more contemplative, mindful, caring, and compassionate” (p. 

141).  

After Wards  

With primary nursing the mode of organization, nurses usually work alone with 

patients. Yet, they can always be seen watching out for one another. There is, moreover, 

never any suggestion or insinuation that needing help is symptomatic of weakness on the 

part of the individual.  

Foucault (1984) posits that caring for self is a practice of freedom. It is the result 

of turning one’s gaze upon oneself. This turn allows for self-recognition; it also helps one 

recall and reflect upon what is important. It requires continual examination of the effects 

of one’s practices. It requires asking the question: What am I doing when I am doing 

this? This kind of self-reflection results in reflexivity, i.e., a reflection upon the world and 

others. In this way caring for self becomes a caring for others. At the same time 

individuals are brought together on the basis of shared concerns.  

What I find interesting is that the nurses unknowingly engaged in reflexivity as a 

way of caring for self and others. An example of this practice emerged while I was 

conducting fieldwork on the unit. When the nurses were informed that off-service 

patients might be admitted to a holding area next to the unit, nonetheless, viewed by 

administration to be a part of the unit, they immediately organized a meeting aimed at 

discussing the issues and concerns raised by this latest initiative. A major concern was 

that off-service patients required care that the nurses, by virtue of their experience and 

training, were unqualified to provide. Issues of patient safety, quality care, education, and 

recruitment were all discussed. The outcome was that the nurses refused to accept 
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responsibility for care requiring skill sets they believed they lacked. Although various 

options were tried with a view to accommodating the new policy, in the end the patients 

admitted to the unit were those identified as most appropriate by the nurses. Although the 

care for these patients proved more complicated than that for the previous off-service 

patients, there was consensus among the nursing staff that they possessed the requisite 

knowledge and skills. This response reflects Rodney, Brown, and Liaschenko’s (2004) 

view of moral agency as a relational connectedness of everyday health care encounters, 

one involving “rational and self-expressive choice, notions of identity, social and 

historical relational influences, and autonomous action” (p. 156). The historical relational 

factor was nurses’ involvement in grass roots decision making. Nursing management had 

a history of always involving the unit nurses in patient care issues, developing problem-

solving strategies, and presenting alternative proposals. Thus the nurses were supported 

in their enactment of moral agency by participating in decision making affecting nursing, 

such as refusing to assume responsibility for knowledge practices that they didn’t 

possess.  

My conclusion is that moral agency is enacted in ways contingent upon local 

context. Caring for self and relational connectedness are concepts that nurses can draw 

upon to support their enactment of moral agency. 
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Act 9: Staying the Course 

Dreams 
Her head, hairless, 
bent forward on pillow, 
too weak to hold  upright 
So very ill  
very young 
Her stuffed animals,  
tied to pole on her bed 
(gifts from her school buddies) 
Her slender body, taking little room in the bed 
 

SCENE 1:  

NARRATOR: It is 0700 hours on a dull, rainy Vancouver day. The drive to work is 

brutal: traffic all gnarled up, progress slow and tedious. It is obvious the nurses are in for 

a very busy day as virtually all the patients are seriously ill. Yet, there is something else 

afoot. Everyone is quieter than usual. The mood on the unit seems to reflect the weather 

outside.  

JOAN: (After report Joan turns to Donna) Is something going on? Everyone’s so 

reserved and quiet.  

DONNA: Brian died last night. None of us were expecting it. 

SCENE 2: Later that day, Joan is talking with some of the nurses during their break.  

JOAN: The work on this unit is very hard work. Acuity is always high. You are  

 constantly busy.  Getting away for breaks is a daily challenge. It’s doubly hard  

 when you lose someone. What makes you stay here? 

DONNA: Well, it is hard work both emotionally and physically, especially when you  

 look at the number of deaths and acuity on the unit. I thought it might be a  

 depressing place, but it is a really a very happy place. Patients are hopeful because  

 they are receiving treatment. 
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MICHELLE: Lots of people ask me how I can work in such a depressing place. But I tell  

them that it is not depressing work. It is a privilege to be a part of the lives of  

people who come to us to be treated. To work with people who are so courageous,  

who are going through such difficulty. I wouldn’t have an opportunity to meet  

such courageous people if I didn’t work here. It is an honor to be with them.  

I go home and think: my problems are nothing!  

GRETA: I love coming to work. I can hardly wait. I work here, not for the money, 

although we all need money, but for what I receive from my patients and  

families. It is okay to be upset when you have lost someone. I was there  

with the wife and children of one of my patients when they were celebrating his  

possible cure. I was there to watch him hold his little girl’s hand while watching a  

video of her play at school that she was in, both of us knowing that he would  

never see another one.  

PATTY: No one says “toughen up and get on with it.” They may say, take some time,  

 go have a coffee. Others look out for the fact that you have suffered a loss as

 well. It is a good place to know that your are accepted in allowing yourself to  

 feel the loss. 

TYLER: I feel like I make a difference and that helps to balance the angst and tension of  

the work. If you felt like you didn’t make a difference, why would you want  

to do the work?  

JOAN: Do you have difficulty recruiting staff to the unit? 

SHARRA: No. There are always nurses who want to work here. 
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JOAN (thinking aloud to herself) 

There appear to be three key factors that account for the willingness of nurses to 

remain on the unit. One is the close fit between their understanding of nursing as 

practices of caring and the way in which nursing is operationalized in the practice setting. 

The second is the close relationships that nurses develop with their patients. Nurses value 

the relationship they have with each of their patients. For their part, the latter come to 

trust their nurses and are willing to share what they are experiencing. This enables the 

nurses to make better holistic assessments which result in more personalized care. That 

efforts to provide more personalized care are valued is evinced in the cards and letters of 

thanks and donations received from patients and their families.  The third factor is the 

recognition on the part of the nurses that their efforts can make a difference in the lives of 

patients and their families. This is possibly the most significant reason nurses choose to 

remain on the unit.  

After Wards  

Even though nursing is perceived as work of the most demanding, challenging 

and emotionally draining kind, the difficulties and personal costs are balanced by the 

nurses’ perception that they are making a difference in the lives of patients and their 

families. They know they are smart and that the care they provide is perceived to be 

excellent. This perception is reinforced by nursing peers, other healthcare professionals, 

and patients and their families.  

Implicit in the perception of care making a difference is an understanding that the 

aim of nursing is “to do good”, an ethic drawn from Aristotelian thought. Nurses accept 

the fact that cures are not always possible. They understand, moreover, that being 
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proactive can counter the paralyzing feelings of sadness and hopelessness experienced by 

nurses, patients, and families who must confront the possibility of loss. This 

understanding reflects Bickford’s (1997) concept of a “transformed political ethic”. The 

latter moves beyond suffering, innocence and compassion to embrace anger, 

responsibility and courage. Bickford cites Audre Lorde who argues that anger can be put 

to creative uses, so orchestrated as to constitute strength rather than weakness that torn 

apart people apart. Bickford asserts that the political use of anger requires creative action 

on the part of all stakeholders. This can take various forms, but two are critical: 

articulating with precision and listening with intensity so that each individual is 

responsible for how they speak to and how they hear one another. There is here an 

implicit invitation to explore the phenomenon of resistance rather than seek to circumvent 

it.  

Being proactive is a tactic viewed by nurses to release anger and dissipate feelings 

of hopelessness. Being proactive requires that nurses engage with patients, seek to 

understand what they are experiencing, reflect on new information and seek to fulfill the 

wishes of patients. Being proactive is consonant with Bickford’s “transformed political 

ethic”. It transforms nurses into moral agents possessing the courage to act on their 

knowledge, accept responsibility for actions, and find creative ways to work with fear 

and anger. Thus, Bickford’s (1997) concept reflects a more contextual approach to ethics. 

More recently, nursing scholars have sought to create conceptual frameworks for ethics 

that include contextual approaches as an adjunct to traditional meta-theories and 

principles of ethics (Tuckett, 1998; Rodney, Pauly, & Burgess, 2004; Brown, Rodney, 

Pauly, Varcoe, & Smye, 2004).  
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Epilogue 

The “closet drama” format makes visible the tactics nurses use to operationalize 

caring practices in a local context. Revealing how caring is operationalized in a real 

practice setting serves to challenge assumptions that everyone knows what it is to care 

and that caring practices are an implicit part of nursing activities. What is revealed is that 

caring practices embody many theoretical perspectives. What is observed, moreover, is 

that caring practices weave together two strands of knowledge: that related to the 

uncertainties of the patient’s lived experience with illness and that housed in the 

certainties of imposed rules of order within the local context. In addition, contextual 

issues are shown to intersect with nursing activities in a way that insidiously influence the 

sustainability of daily practices of caring. Hence, nurses can be seen to participate in their 

own construction as caring nurses, responding to systems issues in a way that serves to 

sustain the culture of caring within the unit. In Act 1 and 2 nurses establish their authority 

through their use of phenomenological inquiry combined with a focus on capacity 

building that resulted in a holistic type of analysis. Contextual influences, such as the 

mode of organization of nursing work, nursing management of economic resources for 

the unit; and nurses being the constants on the unit were evident in their effects on 

nursing practices. In Act 3 through Act 7, nurses use of caring tactics were seen as 

complementary with what Bickford (1997) defines as a “transformed political ethic”. 

Hierarchical ordering and medical hegemony were two of the major contextual influences 

nurses were forced to confront in order to operationalize caring tactics. Nurses countered 

restraining effects on nursing knowledge practices through their use strategic efforts to 

persuade others to pay attention to the particularities of patient situations. Caring 
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practices in Act 8 and 9 revealed what nurses did to help sustain their capacities to care. 

Contextual influences shown to support nurses in this were: nursing management use of 

grass roots decision making and methods of hiring nurses; fundraising by patients and 

families in support of nurses’ work; educational programs and opportunities for nurses.  

Thus, the unit selected for this study proved ideal for examining nursing as 

relational practices of caring as the latter constituted the norm within its culture. Such 

practices reflected the choices available to nurses, choices determined by contextual 

influences. Owing to such influences, nurses on the unit were able to fill the subject 

position of caring nurse. Thus were positioned to model relational caring as distinct 

practices within their daily nursing activities. Questions that arose were: Are the 

contextual influences identified supporting a “culture of caring” in this unit the same for 

other units viewed to be caring? Do the same contextual influences exist in other units 

that are viewed to have a different type of culture? What contributes to the similarities or 

differences between units?  

 

Conclusion 

During my fieldwork, I came to discern the interbreeding of worldviews talked 

about by Lincoln and Guba (2000); nurses drawing upon theories and approaches from 

different paradigms in order to make caring work. Nurses used modernist frameworks; 

such as the admission form, medical protocols, medication guidelines, technical 

procedures, nursing procedures, and nursing care plans. At the same time, caring 

practices served as a mechanism for bringing the uncertainties, unpredictability, and 

particularities inherent in the individual’s lived experience with health issues and 
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treatments into decisions about health. Of note, caring practices created a space for 

questioning assumptions by persons who were positioned to challenge the status quo. 

Being hospital employees, assigned responsibility for providing patient care yet not 

always having the authority to enact certain practices, resulted in nurses recognizing and 

responding to the effects of domination generated by the subjugation of knowledge. 

Having experienced subordination provided a motive for nurses to challenge dominant 

norms, two in particular: the privileging of predictability and certainty and the notion of 

strategies of imposed order always being beneficial. Thus, nurses used postmodern 

approaches such as tolerating ambiguity, dealing with difference, thinking beyond 

strategic frameworks, persistence, and “going the extra mile”. Nurses challenged the 

assumption that stability is normal and natural, instead positing the existence of multiple 

meanings and unpredicted realities. Thus, caring thinking functioned to resist uncritical 

compliance with standardized frameworks assumed to outline care that was beneficial for 

patients; providing an opportunity to involve patients in making decisions about their care 

and for changes to be enacted in new and creative ways. Thus in recognizing how 

practices of caring are sites of resistance, I was able to identify the function of each of the 

nine themes representing the respective titles of the acts in the “closet drama”. By way of 

contrast, the “u-turn” in Act 3 can be seen as a fault line for the limiting of caring 

practices when nurses’ attention is directed away from patients and towards system 

issues. A more extensive examination of the nursing practices that are operationalized 

along this fault line might benefit nursing by identifying who or which interests these 

practices best serve. The following identify the function of the nine practices and the u-

turn:  
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Act 1 Making connections: resisting detachment. 

Act 2 Creating form: resisting discontinuities in care.                                  

Act 3. Making do: 

Direction one: Resisting the loss of possibilities.  

Direction two (u-turn): Maintaining hegemonic norms. 

Act 4 Tolerating ambiguity: resisting uniformity.  
 

Act 5: Committing to diversity, appreciating difference: Resisting predictability. 

Act 6 Facing the possibility of death, facing dying: Resisting silencing.  

Act7 Thinking outside the box of strategic moves: Resisting the creation of a  
 docile subject. 

 
Act 8 Caring for self and others: Resisting a loss of self. 

 
Act 9 Staying the course: Gaining expertise, resisting mediocrity.  

To note, there are similarities and differences between Aoki’s (2000) idea of there 

being a third mode of intellectual thinking and nursing practices of caring observed 

within the study.  

Aoki (2000) identified there being three modes of intellectual thought that take 

place in separate spaces. One mode is that of modernity (certainty), wherein the intent of 

thinking is to create order and control. The second mode is postmodern thought, wherein 

there is an acceptance of uncertainty; a recognition and acceptance of difference and the 

multiple realities that are a result of this.  Aoki defined the third space as a type of 

thinking that lies between certainty and uncertainty and is comprised of three distinct 

characteristics. The first characteristic is that it forms a bridge of understanding that 

allows individuals to converse across the two different worldviews of modernity and 

postmodernism. It is a type of thinking where there is an interest not only in what is said 
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but also in what is not said. Thus, thinking employs postmodern, not just positivistic 

thought. Secondly, it is a space of thoughtful conversations; a dialogue that returns to the 

lived ground of human experience and results in reflective understandings that expand 

previous background knowledge and challenge assumptions. Thirdly, it is a space of 

generative tension that results from the dialogical encounters with others about differing 

ideas and practices. New insights and alternate possibilities are envisioned as a result of 

the dialogical encounters. 

Hence, Aoki (2000) provided a new lens with which to view caring practices. 

This new lens culminated in the identification of caring practices not fitting smoothly into 

either modernist or postmodern thought; a recognition that there were similarities 

between caring practices and the three characteristics of thinking identified by Aoki as 

taking place in a third space. Caring practices could be seen integrating ordered thinking, 

such as hospital policies, nursing procedural skills, medical protocols aimed at ensuring 

certainty, with thinking about uncertainties evoked by patients’ everyday lived 

experience with illness. As evinced in Act 1 through Act 3, caring practices formed a 

bridge between the two different types of thinking, modern and post modern thought, 

wherein a high level of critical evaluation and creative synthesis were involved before 

nurses acted. Nurses thinking, doing, and being became one. 

Nurses’ caring practices were comprised of thoughtful conversations. Act 4 

highlighted how caring practices require a type of meaning making that is contingent and 

situational as a result of knowledge being a human construction influenced by social 

relations and contextual factors. In Act 5 through Act 7, generative tensions were 

revealed to be a consequence of how nurses confront difficult situations and engage in 
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conversations with others across terrains of difference. Reed (1995) adds support that for 

complex problems approaches using a variety of theory and methods may be required to 

address them (cited in Whall and Hicks). Reed argues that nurses need to capitalize on 

useful aspects of both positivism and postmodernism and go beyond both approaches in 

order to enact care. Such may allow nurses more freedom to explore and propose 

alternative ways while taking into account traditional norms. 

Two additional characteristics not talked about by Aoki (2000) but identified as 

unique to caring practices were consideration of contextual influences in decisions 

related to patient care and caring practices as capacity building.  

With regard to the former, although nurses seldom if ever referred to contextual 

influences as affecting their practices, from Act 1 through Act 9 contextual influences 

were observed taken into account on a macro and micro nursing level. Contextual factors, 

such as, medical specialization, high acuity and challenging technology, hierarchical 

ordering, and private fundraising were but a few of the contextual influences nurses used 

to their advantage in strategic moves that supported caring practices on the unit. To note, 

nursing management’s grass roots leadership style was a key contextual influence in 

sustaining the culture of caring on the unit. Nursing managers and nurses on the unit 

collaborated and functioned as partners in ways that supported nurses in their care of 

patients. Nursing management recognized nurses as the constants in hospital who came 

face to face with the reality of how standardized protocols and practices often provided 

less certainty than they promised. The difference between what was predicted and what 

actually happens as a result of treatment was acknowledged. Thus difference became a 

site for skepticism and skepticism a site for resistance to uncritical acceptance of 
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predetermined practice norms. Hence, nursing managers supported nurses in their daily 

quest of constructing care. There was an unacknowledged acceptance of the quest being 

more like a use of unrefined knowledge of actions wherein words had not yet been found 

to describe the techniques; the enactment of situated and timely judgments that resulted 

in practices that were formed and then forgotten as nurses moved on to the next event. 

Therefore, caring practices appeared similar to what Polkinghorne (2004) identified as 

prelinquistic understandings that are not yet integrated into formal language systems; the 

inability to articulate them serving to sustain the subjugation of them. 

With regard to the latter difference, caring practices were observed as capacity 

building. Nurses caring for one another helped nurses pay attention to and respond to 

what patients needed. Caring for one another served to enhance nurses’ individual caring 

capacity and promote efficiency and effectiveness of nursing care. Nurses stayed on the 

unit. They became experts in their caring practices and felt like they ‘made a difference’ 

on the high tech unit where nursing was known to be ‘hard work’. The effects on the 

system were a reduction of costs related to orientation, recruitment, and retention. 

Aoki’s (2000) idea of there being a “third space” for a third type of thinking 

seems an apt description of how the nurses in the study took into account traditional 

metanarratives of health, illness, and person, listening and attending to particularities in 

patient care, and critiquing standardized practices in light of local influences. Nurses used 

a type of thinking that was comprised of tolerance, creativity, embracing of difference, 

and execution of intelligence that enabled them to design and adapt activities to what 

patients required in different situations. Caring practices were evinced as a type of 
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thinking that moved back and forth between paying attention to what patients were 

experiencing and a contemplation of such.  

What my ‘closet drama’ and accompanying analysis have made visible is the 

multiple tactics that nurses use to operationalize caring practices in the oncology unit 

where this study was conducted. The question of the effects of my use of a drama is in 

keeping with my recognition of the shifting paradigms and interbreeding in nursing of 

different worldviews. I recognize that I have drawn upon modernism and postmodern 

approaches in my use of a drama. The word drama carries with it the meaning of a 

fictitious play. Yet I did not use artistic license to change what I heard and saw. In turn, 

the following are in keeping with post modern and constructivist approaches. The 

representation of my findings as an artistic portrayal challenges the traditional way of 

writing up findings. The word “act” to describe the themes for caring practices is 

representative of how caring is often assumed to be an action without theory; something 

everyone does. The scenes created from actual field notes and journal entries are rich 

with theories, models, and practices made visible rather than first locked away with the 

writings and later discarded, as usually happen to them. The word drama preceded by the 

word closet honors the history of nurses’ caring as invisible and unacknowledged. Hence, 

the play kept in the forefront the nurses who participated in the study and the caring 

practices that they operationalized. One of the most important functions of my drama 

may have been for the nurses to be seen and recognized for having value. As deviants, 

resistors of hegemonic norms, there is always a risk that you can lose everything 

including yourself.  
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Questions that arose as a result of my analyses were: Are there dangers to nurses 

in making caring practices visible? Are there contexts where living in the shadow denotes 

a place of vulnerability that provides freedom? Does the shadow keep nurses under the 

radar to enact some discretionary judgments? Does being in the shadow prevent caring 

tactics from being classified, standardized, and imposed as another set of competencies 

nurses could be held responsible for?  

The following chapter discusses the significance of the study and 

recommendations for further research. 
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CHAPTER FIVE 

 

CONCLUSIONS, SIGNIFICANCE, AND RECOMMENDATIONS 

  

Introduction 

 

This study makes visible how nursing practices of caring have emerged and been 

sustained for over twenty years in an acute, high tech specialized unit in a Greater 

Vancouver hospital. The unit is identified by nurses and nursing students as being a 

“culture of caring”. Nurses are seen not as independent authors of caring practices, but as 

agents participating in their construction. Caring practices come to be viewed as the 

outcome of social interactions between nurses, various professionals and other hospital 

staff in light of the local contextual influences. There is room for optimism that if such a 

culture can be created in one hospital unit, it can or has been created in others. 

 

Expanding Understanding of the Disciplinary Field of Nursing as a Practice of Relational 

Caring 

In recent years nursing scholars have been focusing attention on the need to heed 

the distress nurses experience in local areas. Nurses development of lens that would  

enable them to understand power relations, particularly their dynamic, fluid nature and 

the fact that they allow room for realizing micro changes in everyday life could enable  

nurses to address issues causing distress. “Possibly the first step in the search for small 

changes may be an analysis of nursing practices in distinct clinical settings” (Gastaldo 

and Holmes, 1999, p. 235). This study does just that. It is an analysis of how nurses 
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operationalize caring practices in a local oncology unit within the dynamic and fluid 

nature of social relations and contextual influences affecting their practices.  

In focusing on caring practices, this study constitutes a project of liberation, one 

that opens up possibilities by revealing how nurses operationalize practices of caring as a 

mechanism of resistance. Of note is that although the nurses on the unit could not identify 

or quote the works of primary nursing sources promoting caring, their practices reflected 

many of the ideas. For example, rather than positioning patients as helpless victims of 

disease, nurses seek to involve them in their own care and in decisions relating to that 

care. They seek to motivate patients to make small changes in their everyday lives. Most 

importantly, emotions aren’t judged; they are talked about openly. Nurses’ use of 

proactive approaches, e.g., patient advocacy, innovation and persistence, function to 

resist the anger and hopelessness created by disease. Nurses advocate on behalf of 

patients, exercising their authority in a positive way, one that supports rather than 

subordinates the patient. They draw upon formalized theories and standards of practice 

while at the same time keeping patients needs and requests for care at the forefront. Their 

practices are consonant with the caveat that “normalization and discipline should not 

always be perceived simply as coercive use of professionals’ power” (Gastaldo and 

Holmes, p. 235).  

Insights are as follows: 

1. Although a worldwide shift from modern to postmodern discussions have 

received limited attention in nursing, a shift is noted in the clinical practice unit 

where the study took place. There is an interbreeding of modernist and 

postmodernist worldview approaches. Caring practices take place in a third space 
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as a type of thinking that weaves together modernist approaches, i.e., strategies of 

imposed order with postmodern approaches, i.e., improvisational techniques to 

address each unique situation.  

2. Of significance is that the theoretical perspectives bearing on culture, practice, 

and power relations used in this study provide an interpretive lens that enables 

nursing to be seen as a political event. Nursing authority (power) on the unit is 

evinced as a phenomenological inquiry that focuses on the building of patient 

capabilities and gives nurse direction. Caring analyses structure nursing actions as 

a positive and productive, not repressive, force. Thus, the often invisible, often 

overlooked practices of caring operationalized by nurses in their daily work 

achieve recognition, are rendered visible. Practices of caring as a mechanism of 

productive resistance are seen to challenge traditional norms operating in the unit 

and to enable the recognition of nurses as social agents. Nurses were observed to 

resist or be drawn into processes and practices that maintain or limit caring.  

3. The artistic portrayal of findings in the form of a “closet drama” increases the 

transparency of how it is that nurses operationalize daily practices of caring in a 

local area. The ‘closet drama’ proved to be an appropriate vehicle for doing so; 

making visible how practices are constituted within the matrix of social 

interactions in local contexts that nurses are situated in. Nurses remained visible 

as social agents who respond to contextual influences in unique and different 

ways. Nurses could be seen drawing on understandings that both challenge or re-

inscribe longstanding patterns of norms for practice within the local culture. 
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Significance of the Study 
 

I make no claims to having captured the “whole’ of caring practices. It is important 

to bear in mind that the artistic portrayal of my findings in the form of a “closet drama” is 

but a partial account of how practices of caring are operationalized by nurses working in 

the oncology unit. It is not the only account I could have written. But it is the one I was 

able to write. Merleau Ponty compares examining experiential life practices to shining a 

beam of light into a dark well (cited in Polkinghorne, 2003). It is only possible to see the 

surface. The closet drama is my interpretation of the surface elements revealed to me at a 

point in time when my observations took place. And though only a snapshot view, the 

drama succeeds, I believe, in revealing how contextual influences impact nursing 

practices and how nurses respond to these influences; contributing to the construction of 

their daily caring practices.  

 

Implications of the Study 

Implications for Nursing Practice 

Although practices of caring are presently being sustained in the unit for my 

study, the government initiatives directed towards the restructuring of healthcare makes it 

vitally important that nurses pay attention to the particular worldviews that are 

underpinning changes to local policies and practices. Nurses not understanding the nature 

of the different worldviews will fail to understand the effects of them on nursing and 

nurses. Of note, is that the medical technocure bureaucratic culture of hospital is 

embedded with modernism. The postmodern turn of nursing as caring practices creates a 

space for alternative approaches. Yet, I would argue that caring practices are poorly 
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understood by nurses as being a postmodern approach. Postmodernism is not a term 

commonly referred to in nursing. This underlines the importance of enhanced caring 

literacy wherein nurses have the theoretical perspectives needed to critically evaluate the 

effects of contextual influences on nursing practices and the consequence of nurses’ 

responses to these influences on nursing, nurses, and patients. 

Of note, Gibb (1998) identifies a modernist approach emerging in hospitals as a 

new set of social relationships under the aegis of a corporate managerial approach aimed 

at increasing productivity. The shift in thinking is structuring new strategies that are 

becoming a site of authority for professional practice. An example of one such strategy is 

an increasing overlay of frameworks of leveling rationalities being imposed on nurses’ 

clinical practices, such as, the aforementioned national program. Other examples of 

frameworks being imposed are by nurses themselves, such as Scope of Practice, 

standardized competencies, Professional Conduct Review, the Practical Standard Duty to 

Provide Care. Thus, imperative for nursing is not to reject all leveling frameworks but to 

examine critically the broader views that underlie them and the possible effects on 

nursing and patients. What gets in the way of critique is the assumption that such 

frameworks are always beneficial because they provide procedural uniformity that 

promotes safe practices. What goes unattended to, be that policy is, usually, an 

expression of the values held by a politically dominant group (Cheek, 1997) is that policy 

often serves to entrench control and even limit practices. Therefore, the threat is that 

nurses’ uncritical acceptance of frameworks will result in policies that are assumed to be 

essential to ensuring good nursing practice by promoting coherence and standardization, 

possibly at the expense of caring practices. 



 170

The challenge put forward in this study is for nurses to increase caring literacy by 

developing perspectives that enable them to see nursing as a political event. By doing so 

nurses can recognize how different practices represent a particular view of reality. This 

reading can be used to inform nurses’ analyses and their responses to the various 

influences affecting nursing practices. Questions nurses will be able to examine are: 

What are the worldviews structuring local practice norms? How do particular practices 

enhance nursing authority or limit nurses’ discretionary judgments while altering the 

identity of nursing itself? Who are strategic initiatives and leveling frameworks best 

serving? What will be the effects on patients being seen as persons? How do different 

practices alter the way patients are perceived? 

 

Implications for Nursing Education 

What was reinforced during the initial phase of my research is the inherent 

wisdom of nursing students and a need for nursing students to gain perspectives that 

enable them to look beyond individual behavior and examine how contextual influences 

affect the construction of their practices. Questions that were raised for me as an educator 

were: What are the perspectives that students currently have that enable or prevent them 

from seeing nursing as a political event? How do nursing students learn how to 

operationalize practices of relational caring when these practices are not a visible part of 

nursing in the clinical practice areas where they are learning how to care? How would 

nursing faculty informed by a postmodern perspective respond differently to student 

learning situations than nursing faculty informed by modernist worldviews? What might 
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be the benefits and barriers to students developing a lens wherein they recognize 

themselves as participants in but not solely responsible for their own practices. 

  

Implications for Nursing Research 

There is a need for further research examining the influence of context on nursing 

activities within local practice areas. Questions for further research are: Rather than 

inabilities to meet nursing standards being a result of individual deficits are they a result 

of contextual influences constraining nurses in their practices. How do nurses respond to 

contextual influences in ways that support the constraints or challenge them? How are 

nurses complicit in the subordination and marginalization of nursing within their local 

practice areas? Is increasing distress of nurses a result of them not seeing themselves in 

the practices of the unit? If increasing distress is not paid heed to by management and 

administration does nursing become perceived as just a job? In local areas, how is what 

patients think about nursing practices of caring and their effects on both the treatment of 

their diseases and outcomes being examined? 

 

Conclusions 

In revealing innovative tactics nurses use to operationalize nursing norms within a 

local cultural context, this study represents a beginning to a larger project aimed at 

enabling nurses to look beyond individual behavior to examine how contextual influences 

affect nursing practices. The “closet drama” presented here constitutes a virtual reality 

that is sufficiently recognizable to be credible but also protected the anonymity of the 

participants. This study affirms the value of artful portrayals as a pedagogical approach to 
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qualitative inquiry related to nursing practice. It reveals how context influences the 

enactment of caring practices. It enables nurses to gain new insights regarding their 

practices. What the nurses on the unit came to recognize is that a large portion of their 

practices go unrecognized and unexamined, even by themselves.  

Lynn Butler-Kisber (2002) argues that there is a need to support researchers 

interested in arts-based qualitative research. Although, the process of transforming 

observations and narratives into written and poetic forms is fraught with difficulty, there 

is value to it. Her contention is that art forms, such as found poetry, create a kind of 

‘mental kaleidoscope’ of sights and sounds, a much needed corrective given that 

“educational research suggests that the more traditional, textual descriptions of 

qualitative findings do not adequately reflect the complexity of studying human 

behavior” (p. 229). Thus, ‘artful portrayals’ used as analytic approaches provide multiple 

ways of looking at research material, leading inevitably to new insights and 

understandings. I believe that such was the consequence of employing a ‘closet drama’ as 

a pedagogical approach to qualitative inquiry. This dramatic form serves to increase the 

transparency of what it is that nurses do in their daily caring practices. Thus, not only can 

readers more effectively critique my interpretations of what was observed on the unit; 

they can make their own interpretations based on my findings. I believe that future 

studies using artful portrayals as analytic approaches will provide nurses new insights 

regarding the challenges nurses face within local contexts as well as understandings that 

will help them address such challenges and effect changes in healthcare that better serve 

nursing and patients.  
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From a personal perspective, the most significant outcome of this study has 

proved to be the development of a critical lens for identifying and examining how nursing 

practices in local areas are shaped by contextual influences. I am now able to recognize 

the various factors informing nursing practices and am cognizant of strategies appropriate 

to addressing them. Thus, I no longer view nursing as a neutral event, wherein one simply 

applies nursing knowledge to practice. Instead, I see how one’s ideas and beliefs structure 

practices; I also see how these practices are transformed in local areas as a result of the 

playing out of relations of power. Within the social context of each unit, there exist 

certain practices that are supported and other that are constrained. In this matrix what 

constitutes knowledge is determined by how social relations play out and how contextual 

influences affect practices. Thus, I have come to recognize that games of power are 

always being played out within the social context of each particular unit: there exist in 

each a plethora of informal and strategic practices aimed at contesting or sustaining the 

authority of respective players, i.e., nurses, other disciplines, and hospital staff.  

My insights have revealed the benefits accruing to nurses of having a lens that 

enables them to answer questions such as the two that I have sought to address in this 

study, namely: What contextual influences enhance or constrain nurses’ 

operationalization of nursing practices and how do nurses respond to these in ways that 

support or undermine nursing practices required by patients? Although I clearly perceive 

the benefits to be gained from a postmodern lens, in my view one of the greatest 

challenges confronting the nursing profession lies in envisioning how to enable nurses to 

develop such a lens and how to inspire them to do so. Whall and Hicks (2003) identify 

that the failure of nursing to recognize the shifting worldviews from modernism to 
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postmodernism and now to neomodernism may forestall opportunities related to the 

changes. My own experience has made me aware of the difficulties inherent in 

developing postmodern perspectives, difficulties that stem from the fact that modernist 

thought permeates all facets of nursing as well as the very thought processes of nurses. It 

is embedded in normalized frameworks for directing care in hospital, such as Standards 

of Practice, Codes of Ethics, standardized competencies, nursing care plans, medical 

protocols, and policies and procedures, for directing care. Such frameworks function to 

reinforce the need for certainty. Thus the promise of certainty becomes a seductive allure 

for nurses living within the chaos of the front lines of health care that can increase 

resistances to adopting new perspectives. Hence, I believe that if nursing scholars are 

convinced that a postmodern perspective offers pedagogical approaches that allow nurses 

to better interpret what they are in the midst of and challenge the status quo in healthcare, 

then they need to work closely with nurses in the front lines so that the nurses can receive 

the support and mentoring that will be required for the development and use of such a 

lens.  
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University of Victoria    Participant Consent Form 
Office of the Vice-President, Research 
Human Research Ethics Committee 
 

Nursing: History of the Present 
 

 You are being invited to participate in a study entitled ‘Nursing: A History of the 
Present Discourse of Nursing as a Practice of Caring’. 
 
I will be the one conducting this study and my name is Joan Boyce. I am a graduate 
student in the department of Interdisciplinary Studies. My research is being conducted 
under the supervision of co-chairs, Dr. Marcia Hills and Dr. Antoinette Oberg. You may 
contact Dr. Hills by phone at (250)472-4102 and by email at mhills@uvic.ca. You may 
contact Dr. Oberg by pone at (250) 721-7807 and by email at aoberg@uvic.ca. 
 
The purpose of this research project is to reveal how power relations, as a result of local 
context in which nursing is located, transform nursing and reconstruct nurses. 
 
Research of this type is important because it can provide nurses with a different lens with 
which to understand nursing that may enable nurses to identify alternate possibilities 
within nursing and to challenge existing understandings of healthcare. 
 
You are being selected as a participant for this study because you are a nursing student, in 
the last four months of a baccalaureate program, working full time within a nursing 
practice area in hospital. Positioned within the transition between student nurses and 
graduate nurses you are positioned within the intersection of nursing as a practice of 
caring, as promoted within nursing education, and nursing as understood within the 
practice area you are working within. My data will be symbolic meanings drawn from the 
historical documents collected as part of my professional practice. Symbolic meaning 
will be the practice forms or structures that construct nursing in your area. My purpose is 
to reveal hoe the structure of nursing in your area creates a space for a particular social 
position or identify for nursing that maintains or eclipses nursing as a practice of caring 
as promoted within existing nursing literature. 
 
Your participation in this research would involve you granting me permission to use my 
instructor data that I have collected as requirements of the normal conduct of my job as 
faculty. I would b using the data as text for analysis in my study following your 
completion of your baccalaureate program.  
 
There are no known or anticipated risks or benefits for you that I have identified as a 
result of your granting permission to my using my instructor data as text for my study. 
 
In terms of protecting your anonymity, protection of your identity is assured. My study is 
not about individuals but about symbolic meanings that structure practices within 
nursing. There will be no identifying information of you as an individual uses in my 
study. 

mailto:mhills@uvic.ca
mailto:aoberg@uvic.ca
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My instructor data will be kept in a locked drawer as is part of my normal practice as 
nursing faculty in protecting student confidentiality of the confidentiality of the data. This 
data will only be seen by my research supervisors and me.  
 
The dissemination of my analyses will be through my research being written up in my 
research presented to the university. If you would like to read my research you can reach 
me at the pone number or email printed on your copy of the participant consent form.  
 
In addition to being able to contact the researcher and supervisors at the above pone 
numbers or email addresses, you may verify the ethical approval of this study or raise any 
concerns you might have by contacting the Associate Vice-President, Research at the 
University of Victoria (250) 472-4362.  
 
Your signature below indicates that you understand the above conditions of participation 
in this study and that you have had the opportunity to have your questions answered by 
the researcher.  
 
 
--------------------------------                  -----------------------------       -------        --------------- 
   Name of Participant                                      Signature                                           Date 
 
A copy of this consent will be left with you and a copy will be taken by the researcher. 
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The Structuring of Nurses’ Caring Practices in Hospital Settings 

 
Researcher: Joan Boyce RN, MEd, PhD candidate 

Co-Supervisors: Dr. Marcia Hills, Professor, School of Nursing, UVIC 

Dr. Connie Canam, Assistant Professor, School of Nursing, UBC 
 

  
Letter of Information to Agency

The following letter is a supplement to my telephone call. I am a Registered Nurse and a 
student in the Interdisciplinary Doctoral Program at the University of Victoria. I am 
initiating my dissertation research project “The Structuring of Nurses’ Caring Practices in 
Hospital Settings’. This qualitative study proposes to analyze how nurses respond to 
broader system issues that influence nursing practices in hospitals in order to understand 
the processes necessary for maintaining nurses’ caring practices. My hope is that this 
study will enable nurses to better understand how broader system issues influence nursing 
and provide new insights into how to maintain their caring practices. In addition I hope 
that this study will enable nursing faculty to envision new ways to support nursing 
students in their performance of daily caring practices in hospital settings. 
 
I am writing to ask if you would be willing for me to conduct fieldwork for this research 
project in your hospital. The fieldwork would consist of observation of nurses on this 
particular unit in relation to how they manage and organize caring practices within their 
daily work. The fieldwork would be conducted over a three-month period and would 
involve my observing individual nurses, who consent to be in the study, organizing and 
carrying out their daily nursing practices. I would be on the unit every week for one or 
two shifts with each nurse who agreed to participate.  
 
I am seeking ethics approval from the University of British Columbia, the University of 
Victoria, and from your agency. 
 
I hope your agency will support this study that will contribute to an understanding of how 
nurses contribute to the structuring of caring practices in hospital settings. Please contact 
me at (604) 534-3692 or my dissertation co-supervisor, Dr. Connie Canam at 822-7494 if 
you have any further questions, or if you require more information.  
 
Thank you for your time and consideration of my request. 
 
 
Yours truly, 
 
Joan Boyce 
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The Structuring of Nurses’ Caring Practices in Hospital Settings 

 
Researcher: Joan Boyce RN, MEd, PhD candidate 

Co-Supervisors: Dr. Marcia Hills, Professor, School of Nursing, UVIC 

Dr. Connie Canam, Assistant Professor, School of Nursing, UBC 
 

Letter of Information to Nurses
 
I am a Registered Nurse with a background in acute care nursing and nursing 
education and I am currently a student in the PhD program in the School of Nursing 
at the University of Victoria. For my dissertation research project, I am conducting a 
study of how nurses structure their day-to-day caring practices in the context of 
broader system issues that influence nursing practice in hospitals. I anticipate that 
the knowledge gained from this study will enable nurses to better maintain their 
caring practices by understanding and challenging  the broader system issues that 
influence their practice,. In addition, nursing faculty may be better able to envision 
new ways to support students in their performance of daily caring practices.  
 
You are being asked to participate in this study because your unit has been identified 
as a place where caring practices exist, by nursing students who have had clinical 
placements on the unit. There is no expectation by anyone that you will participate. 
Your consent to participate is to be freely given. 
  
Your participation in this study would involve you allowing me to observe the ways 
you enact your day-to-day practice. My intent would be to construct an account of 
the ways in which nurses manage and organize caring practices within the context of 
broader system issues that influence their practice. If you are interested in 
participating or would like more information, please attend a meeting with me that 
will be posted by your manager as to time and place. Your attendance will be kept in 
strictest confidence. There will be no record kept of who attends. No one other than 
me will know who volunteers to participate or who does not volunteer.  
 
 
Sincerely  
 
 
Joan Boyce, RN, MEd, PhD candidate 
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The Structuring of Nurses’ Caring Practices in Hospital Settings 

 
Researcher: Joan Boyce RN, MEd, PhD candidate 

Co-Supervisors: Dr. Marcia Hills, Professor, School of Nursing, UVIC 

Dr. Connie Canam, Assistant Professor, School of Nursing, UBC 
 

  
Nurses’ Consent Form

I have read the information letter regarding the above study and have had the 
opportunity to discuss it. I understand that Joan is interested in how nurses structure 
their day-to-day caring practices in the context of broader system issues that 
influence nursing practice in hospital settings. I understand that by agreeing to 
participate in the study I give permission for Joan to observe my practice and how I 
respond to factors that influence it. I understand that Joan’s study could take up to 2 
months and she would be on the unit for 1 to 2 days a week. She would be observing 
the responses of one nurse at a time for one to two shifts for each nurse, as agreed 
upon by the individual nurse.  
 
I understand that my participation in this study is completely voluntary and that I can 
withdraw from the study at any time without jeopardy. I understand that I can 
request Joan to absent herself at any time if I am uncomfortable with her being 
present during the conduct of my work. I understand that if I decide to participate I 
may withdraw at any time without any explanation or consequences. Also, if for 
some reason, my responses have been observed and then I change my mind about 
participating, the data will not be used in Joan’s analyses unless I agree to Joan 
doing so. I further understand that Joan will adhere to professional standards and 
provide me with an opportunity to discuss her observations so that I can change or 
add to them in any way that will accurately reflect my practice.  
 
I understand that there are no know risks to participating in this study. There will be 
no consequences to me if I do not grant permission for Joan to observe my 
responses. There will be no risks to my employment anticipated to result from 
participation or non-participation. I understand that Joan will not discuss her 
observations with nursing supervisors or hospital administration. I further understand 
that the potential benefits include the opportunity to participate in research that can 
ultimately contribute to the improvement of nurses’ caring practices in hospital 
settings. 
 
I understand that my identity will be protected throughout the study. My name or 
any other potential identifying information, such as the institution in which I practice 
or the names of people with whom I work, will be removed from all data. The data 
will be kept in a locked drawer in Joan’s office. Joan and her supervisory committee 
will be the only ones to have access to the data. All data will be shredded after the 
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required storage period. But, I do understand that because Joan will be observing me 
during my normal working day, others nurses, supervisors, and healthcare workers 
will know that I have volunteered to participate in her study. Therefore, as a result, 
event though Joan promises to protect my identity in her report, anonymity cannot be 
guaranteed. 
 
I understand that the findings from the study will be reported in Joan’s doctoral 
dissertation, in professional publications including on-line journals, at professional 
conferences and for teaching purposes. I understand that I will be offered a copy of 
the findings. 
 
I understand that if I have any concerns about my rights or treatment as a research 
participant. I may contact the associate vice-president of research at the University of 
Victoria at (250) 472-4362 or Research Subject Information Line at UBC Office of 
Research Services at the University of British Columbia at (604) 822-8598.  
 
My signature below indicates that I have agreed to be in the study and that I have 
received an information letter about the study and a copy of this consent.  
 
 
Name of Participant (print) _____________________ 
 
Signature of Nurse Participant __________________  
 
Date ______________ 
 
Signature of Researcher _______________________ Joan Boyce 
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The Structuring of Nurses’ Caring Practices in Hospital Settings 

 
Researcher: Joan Boyce RN, MEd, PhD candidate 

Co-Supervisors: Dr. Marcia Hills, Professor, School of Nursing, UVIC 

Dr. Connie Canam, Assistant Professor, School of Nursing, UBC 
 

Poster of Information for Patients and Families
 
I am a Registered Nurse with a background in acute care nursing and nursing 
education and I am currently a student in the PhD program in the School of Nursing 
at the University of Victoria. For my dissertation research project, I am conducting a 
study of how nurses respond to the broader system issues that influence nurses’ daily 
caring practices. Nurses on this unit have been asked to participate because nursing 
students who have had clinical placements on this unit have identified that this unit 
is a place where caring practices exist.  
 
I anticipate that the knowledge gained from this study will enable nurses to better 
maintain their caring practices by understanding what is normally invisible to them 
and therefore make possible the envisioning of alternate responses to broader system 
issues. In addition, nursing faculty, such as myself, may be better able to envision 
new ways to support students in their performance of daily caring practices.  
 
Nurses know that their identity will be protected throughout the study. The name and any 
other potential identifying information, such as the name of this institution and the unit, 
the names of people with whom the nurses work, and the names of patients and their 
families will all be removed from all data. But, should any of you, as patients or families 
or any one working with the nurse whom I am observing during her normal working day, 
wish more information or not want me to be observing at a particular time, please talk 
with me on the unit or contact me at my home office 604 5343692 or email 
joanboyce@shaw.ca.  

 
 
 
Signature of Researcher _______________________ Joan Boyce 

 

 

mailto:joanboyce@shaw.ca
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