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Abstract 

This thesis examines the views and experiences of bedside nurses in the restnicnired 

Ontario healthcare system of the late 1990s. Amidst incrcasing routinization and deskilting many 

nurses were laid off and a nursing shortage was begi~ ing  to emerge. The twenty participants 

worked in a variety of hospital settings in a large Ontario city. During semi-struchrred interviews 

they shared their thoughts on the changes in work organization, staffing patterns, their own 

quality of work lives and patient care. 

The theoretical framework for the design and analysis of the study is based on Michel 

Foucault's ideas of power and subjectivity. Power is seen as a productive force working through 

relationships between people which are inegalitarian and unstable by nature. Subjectivity is 

about how individualities are perczived and fomed within competing discourses, pst and 

present, including conscious self formation and 'self styling'. Recognition of how the dominant 

discourses interfere with practices considered ethical, such as cacing, and devalue them, may 

become 'points of cesistance'. 

The findings were organized into three layers, each representing a chapter. in the 6rst 

tayer the work and staffing patterns of the testructured system are discussed, The second layer 

shows the nurses' relationships amongst themselves and with other groups in the workplace, 

including the 'games of power' in which nurses participate. The third layer deals with the 

participants' ideals of nursing, their disappointments, philosophies and collective strategies of 

proletariankation and professionalism. Whik uncornfortable and competitive processes are 

revealed, many traceable to historicd rwts and gendered expectations for medicine and nursing, 



there are aiso signs of increasing mutual support and assertiveness. 

Major themes that emerge are that nurses 'sit on the sidelines' and have no 'voice', wiiile 

decisions are 'imposed fkom above'. Yet as active participants they also CO-create their 

submissive positions. Recommendations for nursing's future, professionaiism, recniitment and 

retention, education and M e r  research are proposed. They include increasing the 'field of 

possibilities' through analysis of existing dominant discourses. More aware of their active 

participation in the ongoing relations of power, nurses may 'squeeze into spaces of freedom' that 

open up ivithin the curent cnsis and thereby revalue nursing. 
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INTRODUCTION AND BACKGROUND 

This project is my doctorai disenation. in its introductory chapter 1 want to give an 

overview of how it evolved, its major concepts, research questions, conceprual framework and 

how it is organized. 1 am exploring the perceptions hospicd staff nurses hold of themselves and 

their nursing practices w i t b  the context of the curent 'restnicturïng' of the healthcare systen 

My particula. interest Lies in how the bedside nurses participate knowingly / unknowingly in the 

process and how it could be changed to miprove their, and theù patients'. quaiity of life. Over the 

last ten years govemments in Canada, the United States and other developed countries 

increasingly moved toward neo-liberai potitics. Discourses emerged about the necessity of deficit 

reduction as major cuts were made to sociai services. As a result a variety of organizational 

changes, comnmonly referred to as 'restructuring' or 're-engineering', took place in the heaithcare 

system There were major impacts as many beds were closed and patient care services becrune 

greatly reduced. in the process a considerable number of nursing positions were eliminated and 

often substituted with those of unskiüed iabour. 

1, like mauy others, am convinceci that the access to skilied nursing services is the major 

reason why patients are hospitalized The changes supposedly were introduced not only to reduce 

costs but primarily to improve healthcare. Yet during the restructurjng process m y  nurses lost 

h i r  positions and had to h d  new jobs, either within the same institution or elsewhere. Now 

there is an actuai nursmg shortage as a result. The quality of patient care seems to be constwtly 

deçreashg, as many ment  newspaper stories report. The nurses who are stiU in the workforce 

are also deeply affected. As patients m~rea~hgIy &r negkct and are unable to access needed 

help, nurses are becoming more and more disinusioned with their jobs, Their workloads have 

mcreased sipificantly and amongst them bum-out due CO stress is prevaient. Despite the fact that 

nurses represent the largest heaithcare occupation and, dong with their patients, are t a b g  the 

bnmt of the cut-backs, it seems they had little input mto the changes. Overd it appears that 

healthcare, fat h m  improving, has deteriorated substantidyY Initially this situation led nie to ask 



the fOlIowing question: How was it possible h t ,  within the system that is supposed to keep 

people healthy, changes codd be made which are detrimental to the health of patients and 

hntline workers? 

My own interest and mwlvement m nursing issues goes back a long way. It started when 

1 became a nurse in the early 1970s. 1 had not tbougbt much about nursing before gomg mto 

training and had chosen this career mostly for practical remous. As a young woman and new 

immigrant 1 had just been laid off h m  my weii-paying, yet boring, techniça1 job in the 

elecuonics field, which 1 had held fcr a year. At this point I decided that 1 wanted to do 

something more with my Me. As 1 was here in Canada on my own without family support, 1 did 

not have the means to stay in school for a long t h .  Nurshg had just reduced its training fiom 

three to two years, after which time successful srudeots graduated with a diplorna. As 1 had 

aiways wanted to work with people I decided to apply and was accepted mto a schooI of nursiq 

at a Iocal hospital. The more 1 leamed about nursing, the more I loved it. Like the majority of 

nurses 1 meet, 1 found it 'amazmg'. After graduation 1 worked for twenty-five years, mainZy as a 

'float' nurse in a city hospital. This neant 1 went mywhere I was needed, most of the tirne to 

special deparunents. Over the years with changiug f d y  responsibilities -- during this time I got 

married, raised two children and later divorced - 1 switched between fun and part-time positions, 

worked permanent nights for seven years and Iater permanent days. 

As I floated my nursmg experiences were very diverse. in the process 1 lemed how 

nurses practice in many different mies within institutions. In the middle 1980s 1 went back to 

schooi and completed my baccdaureate degree m nursing, while contmuing to work part-& at 

the hospitai. Afier graduation 1 began teaching at the diploma schools of nursmg m two local 

comunity coUeges and a year later at an university in the nursmg degree program. 1 am stiii 

employed as an instnictor at the same university at thk time. 1 also completed a Master's 

progtam and then went on to work on my doctorate (MD.) in Sociology in Education, for which 

this research study is my doctoral thesis. Until three years ago 1 continued to work casuaily at the 

hospital. However, as 1 became too busy with teacbg and academic studies 1 M y  gave it up. 

Workmg with d e n t s  1 am stiii very much mmld with nursnig practice; through them and 

fiends who are nurses 1 hear a Io t about what is going on 'out there'. 



The ovemdig issue, chat E kept wondering about al1 those years, was why is it that 

nursmg receives so iittle societal recognition? 1 know h m  an Sisider's perspective -- and al1 

nurses seem to agree on this point - how important good nursmg care is for the weU-temg of 

patients. Therefore my greatest diiappoinmient bas been that it is largely unrecognized by others. 

The recent events clearly indicate that nurses are thought of as king disposable and easily 

replaceable with rnirilmally skiiled labour. I thought it important to fmd out more about the 

mechanisms that make it possible for nurses, as members of the largest heaithcare occupation so 

essential to patients* heaith, to be treated as if they were unimportant and interchangeable. Why 

is it thnt society and the bureaucratie heaithcare institutions do not seem to recognize nurses' 

senices as valuable and essential, even though they tepresent the core of the healthcare system? I 

want to help elevate nursing mto bemg reco-&ed a the valued occupation it deserves to be, as i 

passionately believe that it cm make an enonnous dserence to patients' recovery and weii- 

being. 1 also h o w  that nurses could contribute so much more than they are able to at thiS time, 

due to the many constraints that are mhereat in the organization of healthcare as weii as their 

own intemalized perceptions about themselves and their work. Therefore, in this smdy 1 decided 

to examine what mrikes it possible h r  nursing to be devaiued'! What dows the decision makers 

m btimtions to treat nurses as expenses to be cut, instead of as professionals who are providing 

services that are essentiai to people's hedth? What mies are nurses themselves, as active 

participants, playing in this process? I aiso wanted to expbre, together with practicing nurses, 

possibiiities to bring about desîred changes. 

Background of the Project 

In our heaithcare system nurses work with people, sick and weU, m a variety of settings 

and life situations. There are comnalities as weU as diversities m what they do m the course of 

their work. How mdividuals and p u p s  see themselves and their practice is rooted m the societal 

context- The perceptions we ail hoId are areconstructeci throt@ expenences and relationships with 

others. In Western societies M e  quaiities', such as are apptied m the physician's work of 

'niring', tend to be W y  vaiued. Physicians seemi@y pIay the leading d e s  m the heroic 

e&rts of sa* lives and conquering diseases that th niedia are fond of repoctÎng. As a result of 



their high profle physicians' work receives lots of support from technological and 

pharmacologicaI industries, as well as the state. They are also wel-positioned within the existing 

legal and bureaucratie systems. 'Fernale qualities', on the other hand, like those hherent m 

car@, tend to be devalued (Baines, Evans & Neysmitb, 199 1; Davies, 1995; Reverby, 1987; 

Street, 1993). Such qualities impact more quietfy on the intimate relationships and issues nurses 

ded with, making a difference in the private lives of people, ofien m Mies of crisis. As these 

relationships are diverse and unique m dl situations, the proofs of their positive effects mstly 

rely on subjective reports. The outcooses are hard to generaüze and measure objectively and 

therefore tend to remah out of the public view, ris they rarely receive fundine. The lack of 

official recognition, in tum, has an Unpacr on the nurses' own and others' perceptions of the 

work they do and conm%utes m formulating their nursing identities. 

To l e m  more about the various factors that impact on their practice and roles 1 decided 

to expiore how staff nurses perceive themseives, their status within the muIti-disciphary health 

care team, and their rehaonships with groups they encounter in their work. Of course the context 

ne& to & considered, as it has a major influence on how their work is carried out as weli as 

how they and ochers perceive their de s .  The institutional changes, pnicipitated by the official 

diourses and complex interactions in many areas, take on specik forms at the local levels. It is 

at these points that discourses get uansfonned into actions (Foucault, 1982) and directly affect 

the Tives of patients and the emptoyees of the hedth care systetn, incldmg nurses. 1 eherefore 

believed that the nurses' perspectives on how resuucturing impacts on themselves and the$ work 

would be a good starting p o k ~  1 also wodd ask them about their own ideas on how they chought 

resmcturing shouid be cmied out and eventually add their suggestions to the existing 

discourses. 

Current occurrences aiways have ties wich those h m  before. Discourses and events h m  

the past h m  the basis for, and mtercomect with, the discourses and events of the present 

(Foucault, 1982). Therefore, to better understand the current simtioa the historiai influences 

that s h p d  nursgig need also to be taken into consideration. Knowleûge about an occupation is 

transrliitted to its members, d o m  the generations, primariIy h u g h  the educationai system and 

the woric environments. These institutions are the o W  sites wtiere nurses are sociaIized mto 
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their occupational roles. There they l e m  about their nursing duties, identities and appropriate 

occupational conduct, The d e s  of the5 conduct, in turn, are developed and enforced within their 

official regulating bodies. However occupational institutions do not exist in a vacuum. 

Throughout the social body, word of mouth, the various media and the arts -- the whole culturd 

landscape -- perpetuate and help reshape occupational images less formally, therefore more 

insidiously. Through what is said and tacitly impkd, selected howledge becomes 'common 

sense', obvious and taken for granted by all rriembers of society. in this way nursing, hcludmg 

what nurses do and how they are perceived in their d e s ,  is shaped as a social constnict. 

However, despite these shared socialization processes and perceptions nurses are far from king 

all alike, to which any patient cm attest. As individuais, nurses &O Vary in their perceptions 

about thernselves and what nursing mem. These perceptions impact on how they practice as 

weil as on how they are perceived / received by others. Due to their individuai differences the 

membership of occupational p u p s  is never homogeneous. in addition work site characteristics 

of ail disciplines Vary h m  place to place. Recently Acker (1999a;b), who studied differences 

between two British school environments, refers to this phenornenon as 'institutionai or 

workplace culture'. She, dong with Chambon (1999) in Social Work, Dehli (1995; 1996) in 

Ontario's school systems and Neste1 (2000) m midwifery, discusses how a complex multipliçity 

of factors shape work places dong with the actors who work there. 

Why some of the disciplines are more recowed and rewarded than others -- such as 

medicine over nursing -- is due ta complex power mechanisms at play. The dicourses in 

circulation determine the value of a discipline's work The modes in which the disciplines camy 

out thek work, arise out of and impact / are irnpxted by a muhipliCity of elements. Therefore, to 

anaiyze the various power mechanisms, FoucauIt (1982) suggested we be@ by studyhg the 

specific practices that take place at the local ievels. Although 1 am aware of nursing's many d e s ,  

I focused on bedside nurses who work in hospitd settings. I have chosen the hospital setting, fkst 

because it continues to be the place where the majority of nurses are employed, although this 

pattern is changbg. Accordmg to Ward (1998), a researcher 1 andyst with the Coilege of Nurses 

of Ontario, the 1997 statistics showed &hat approximately 60% of nurses work m acute care 

hospitals. Ten years earlier the figure was 80%. Second, aithough resuuctriring has occurred in 
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aii areas of health care, the hospitals have k e n  hit the hardest; hospitai nurses c m  therefore be 

considered as 'exemplary' in experienchg its effects. In addition, most people think of the 

bedside nurse tending the sick as embodying what a nurse is and does. Another reason for my 

choice was that, as a former hospitai nurse, 1 am most familia with this setting. 

Nursing as an occupation, particularly in hospitd settings, operates largely as a hierarchy. 

There is much written and talked about nursmg leaders' views of nursing and their visions of 

change in regards to its future. Historicdy since Nightingale's tirne an elite of nursing leaders 

fought for and deterrnined the course of nursing, a practice that seerns largely to continue. 

Decisions traditionaiiy are made at the top, often without attention to or understandmg of their 

effects on the practitioners at the bedside, for them rather than with them. Bedside nurses work in 

what Street (1993) d e m i s  as the 'swampy lowlands of nursing'. Therefore they are not only 

ignored by administration during occupatioaal and institutionai restnicturing of care delivery, but 

also have little input into the plans that their own elite Ieaders envision and impose. They have to 

struggle with the everyday issues of the work place and with the policies and procedures imposed 

on them, which they often perceive as unconnected to their everyday reality and Qractical for 

carrying out their work effectively. 

in tum the practicing nurses tend to see themselves as 'passive victims' of events around 

them. They Eiequently also resist and ignore the directives as much as possible, which Ieaves 

their weii-meanhg leaders frustrated. The two p u p s '  mutual disregard and Iack of 

understanding results in intra-occupationai tensions and divisions (Ashley, 1976; 1997; Daiski, 

1994; Davies, 1995; McPherson, 1996). It also conmiutes to the continued devaiuation of the 

occupation. The resulting lack of cohesion translates into a lack of political strength that a more 

United memkrship of this largest group of healtti care workers could exert 

In my own experience over the years 1 found tbat many nurses quietly develop ways to 

incorporate into their mutines what they see as important nursing work, d y  the fostering of 

caring relationships that take place out of the linielight. These practices can not be expressed wel 

within the protocols used m the system, as we will see. Therefore the actuai nursbg is carried out 

largely unnoticed, unrecorded and remoins afficially unrecognkd. 1 beiieve it is time to pay 

attention to the perspectives of the individuais at the h n t h e ,  who have first-hand kmwledge 



about what goes on there and how they practice. To bri-ng about effective improvements in the 

healthcare system 1 feel it is extrernely important to listen to them. We also need to explore the 

past and present contexts, such as administrative diiourses and actions, that set the stage for 

what goes on, to make the faniliar visible (Chambon, 1999). 

Ln this next section, 1 wiii give a brief overview of some cunent trends m the heaithcare 

system in order to further elaborate on the context in which the study took place. This description 

is based largely m my own experiences and observations, the reports of practicmg nurses 1 

interact with, readings of professional materiais and media reports. 

Current Trends in Healthcare 

Tbere c m  be no doubt that nursmg d e s  an miportant conmiution to healthcare within 

ail areas of society. From the highly technical hospitd intensive care units to peopIe7s homes and 

communities, nurses are expected to provide a humanitarian service, which aims to help ochers 

improve their kaith and thereby their quality of W. Instead of focusmg on a person's diseased 

pms or problems, as is the case with other health c m  workers, nurses are concerned with the 

whde person. in order to provide good nursing care they need to pay fun attention to hisiher 

particulnr situation. In the context of th& work they form relationships with people as human 

bemgs. Yet the beneficial effects of nursing care are often subsm~d  under and atuibuted to 

medicai carire. The view that nurses' conmbutions are largely undervdued by other health care 

professiomis and the public is widely supponed in the literature by Ashley (1976;1997), Benner 

& wmbe1(1988), Daiski (1994), Davies (1999, Doering (1992), Ehrenreich & Enghh (1973), 

Gordon (1997), McPherson (1996), Valentine (1992) will be further explored in this project. The 

Iack of public appreciation for nurses manifests itseif m the erosion and elimmation ofnursing 

jobs in the wake of recent cutbacks m the health care system. In officiai rhetoric we hear about a 

'healthcare crisis' (accordmg to Ashley the present crisis started back in the 1970s; the history of 

rmdern nursing containeci a succession of a variety of crises), as weU as a search for miproved, 

more effi6ent quaiïty c m .  

Gremgiass and Burke (1998) discuss how hem m Oatario - but it is aIso happening aii  

over Canada m a similac fashion -- beds and even whole hospitals are closed m the nanie of 're- 



engineering' and 'restructuring' of the healthcare system. The result is that aitogether fewer jobs 

remain. There is a h  a trend to use 'cheaper' labour andlor pay educated employees, like 

Registered Nurses (RNs), less for their seMces (Peterson & Lupton, 1996). Inçreasingly nurses 

are replaced by lower-skiüed or mmimany traïned mdividuals. in some hospitais so-caiied 

'muhi-purpose' or 'generic' workers might be dispatched, as needed, to anywhere h m  the 

kitchen department to the bedside, to administer direct patient-care fonnerly performed by 

nurses. Far from being new this practice has historical precedents as we shaü see. Smce these 

workers are 'unregulated' their training may range from several days to several weeks, at the 

emp1oyers' discretion. Another recent phenornenon is the 'casuaiization of nursing ' (ne tcher, 

2000a; Greenglass & Burke, 2000). RNs, who previously worked fuIl-time and were laid-off, are 

kquently hired back as casuai part-tirne employees with few benefits, much lower pay rates and 

no guarantees of how much work they wiü get. S o m  are even pushed into lower job ciltegories 

as the only available employment, such as Registered Practical Nurses (RPNs) or sornetimes 

nurses' aides, in these positions they stiü perform many functions that were part of their previous 

roies as RNs, but for less pay. According to the Coilege of Nurses they can be legdiy held 

accountable to the standards of an RN. in addition, they are required to perform the relatively 

nr=nial tasks entaiied m the lower-paid job category. Overall there is a trend to pay less for 

heaithcare services. Restrucniring therefore seems to be more about tiscai savings than improved 

healthcare, despite officiai rhetoric to the contrary. 

As part-time imtructor at a local university 1 rnostly teach students who previously 

graduated h m  a diilorna school of nursmg. These nurses are retuming to school, usuaily while 

working, to eam a baccaiaureate degree. in recect years, when taiking to these nurses, 1 began to 

sense a pervasive helplessness and i.security. They seem bewildered, demoralized and 

mcreasmgiy disiilusioned Many are directly affected w i t h  restructuring by losmg their jobs or 

behg forced to change than AU are touched by the changes mdirectly by having to deal with 

mcreasmg workloads, as weP as stress and psychologicai pain over the dismissai of their co- 

workers, what is commonly tenried the 'lay-off survivor syudronre'- It often Ieaves the remainmg 

smffwith a sense of guilt, as they were spared, whiie others lost theirjobs. Current newspaper 

and journal articles kquently attest to bum-out aniongst the nursiug staff (Fietcher, 2000a; 



Greenglass & Burke, 2000; Picard, 2000; 2ûûla;b). The outcome is a constantly diiminishing 

quality of their w o r b g  conditions. which endangers not ody the nurses' own, but also their 

patients' safety and weii-bemg. 

The effects of restnicturmg are felt at al i  levels of society as hospital based heaithcare in 

particular underwent a major downsizmg. As, m i l  now, the funding shift toward community 

agencies has not occurred as proniised. the a n d  towatds 'community b m d  care' places the 

responsïbility for caregiving largely onto the patients' fàmiles (Neysmith, 199 1). There are &O 

increasing s i p  of privatization, especiaily in the comrnuuity, as only hospital and physician 

services are protected by the Canada Health Act. The mare heaitficare shifts towards the 

community, the more privatization of the services not covered by medicare c m  therefore be 

implemented. The people who have additional Ïnsurauces or are able to pay out of pocket are 

hardly worse off. Amongst the less fortunate, however, these changes affect mainly the fernale 

farriily members. As wives, daughters and mthers they are the traditional, non-professional 

caregivers who therefore bear the brunt of providhg these unpaid services- To obtain fiscai 

savings by reducing healthcare costs 'restiucturing', it seems, is played out m;iniIy on the backs 

of certain groups of worrien, be it the predominantly fernale nurses and other heaIthcare workers 

or the unpaid caregivers to the poor (Giazer, 1988; Neysmith, 199 1). However, with long waitmg 

lists and back-ups for treatments -- and lately frequenc unavailability of emergency services -- it 
is now beginning adversely to affect even the middle classes. 

The above descriid mnds can be seen as a "deskiilkg' of nurses' work, leading towards 

ever greater devaluation of the occupation, However, currently there is also a movement toward 

inmasmg education and speciaüzation, which adds statu to some nurses' positions. Nurse 

practitioners (N.P.s) in Canada hold at least a bafcaiaureate degree and receive additional 

specialized training to do some of the physicians' work. In October 1997, despite widespread 

protests by the medical profession, their practices becarne legalized in Ontario. There are also 

increasmg demands for Clinical Nurse qecialists who earned a Master's degree m nurshg. Many 

of them occupy key positions to provide leadership withm the heaIthcare team. Most nursmg jobs 

m ciinicai areas requïre now some addiLionai d n t i a l s  iïke a speciaiization certifiate- It seems 

that another offshoot of 'restnictwhg' is a ftaher stratification of the staff who performnursing 



seNices, with a range from specialized knowledge encroachmg on the traditional physician's role 

to minimal training. What this means for the regular bedside nurses' stanis and practice wüi be 

explored later. 

BeUaby & ûribabor (1977) and Larson (1977) descriid two main strategies for 

occupational groups to protect their mterests: one is the formation of professional associations, 

the other unionization. Even though professionalization historically and currently seemed to be 

the strategy favoured by nursing leaders, since the 1 9 7 0 ~ ~  more so in Canada than the United 

States, many nurses particularly those working in hospitals, had become unionized. Nurses' 

[visible] work, according to BeUaby and Oniabor (1977) resembled at the time more 'skilied 

work and craftsmanship' than a profession. As sociologists they were standing outside the 

occupation. They, dong with Derber (1983), mterpreted the stringent extemdy imposed 

regdations they observed as increasing trends toward 'proletarianization'. However, as nursing 

hvolves interactions with human bemgs rather than objects it provides for a high level of work 

fullün~nt. Beilaby and Oniabor (1977) noted that, despite the 'proletarian' organization of their 

work, nurses seemd to experience low levels of 'alienation'. ïhey found that not only the 

nursing elite, but most bedside nurses too, viewed themselves as 'professionals' in some sense. 

At the tirne, there was often widespread resistance to the emergnig unionization movernent, even 

amongst the rank-and-6ie nurses. This reluctance to organize had ais0 k e n  confirmed m my own 

previous study about twenty years later. Halfof my participants then felt they, as 'professionals', 

should be 'above a self-servgig blue-collar worker rnentality' @aiski, 1994). Therefore, m the 

past, unionization suategies resulted in division rather than unification amongst the mernbers of 

the occupation At the present time, however, trends towards greater militancy, as weii as 

solidarity, seem to emerge as over the past few years a number of job actions by unionized 

nursmg p u p s  have taken place m several Canadian proviuces (Fletcher, 2000a;b). 

Recognizing that nursmg neither fitted mto a proIetarian ca:egory, nor was it a fidi 

profession, mauy scholars (Cohen, 1981; Larson 1977; McPherson, 1996; Witz, 1992) 

categorized nurshg as a 'semi-profession'. This classification sipnified the occupation's lack of 

the customary control over its own &airs, which is considered one of the hailmarks of 

'profkssionalism' and which bas historicaliy evolved, as we wiil see. More recently Ashley 



(1997, p.125) talcs about nurses king educated as professionals, yet ''they are in practice settings 

employed and treated as mere workers". Many nursing leaders continue to suive for nursmg to 

become a full profession; yet this designation is seldom detked or even questioned regardmg its 

fit. Currently the academic nlusing leadership in Ontsirio is engaged m directmg the future of the 

occupation. Recently legislation was passed that makes the baccdaureate degree a requirement 

for entry to practice by the year 2005. As in most other provinces, actions are therefore bemg 

taken by 'coliaborating consonia' of universities and commmity coueges to phase out the 

existing diploma p rogrm and affIliate the coUeges with universities as degree ganting 

facilities. The parties involved are aiming to thereby Iegitimize a professionai status for nursing. 

However, this plan has met with resistance h m  unions, e.g. the Ontario Nurses' 

Association (ONA). There are womes about job losses which rnay result from the sudden lack of 

qualification of the nurses now in the system, as the large majority of them hold a diploma 

education. Recently this concem rnaterialized at a local non-unionized hospitd M e r  some 

changes m the job qiiiilifications a goup of experienced RNs with diplornas, who were also high 

on the pay-scale, were laid-oK Meanwhile brand new graduates holding degrees, but lacking 

experience, were employed to replace them. As there is usuaiiy no hanciai reward for degree 

preparation, or a token one at best, hiring new nurses at an entry levei also resulted in substantial 

savhgs for the institution. Therefore the danger exists that hospitals might capitalize on nursing's 

eagemess to use education as a strategy to elvate its own status, by 'colonizmg' (Foucault, 

L982) the professionalization discourse with their own agendas. 

The appeal to nurses' 'professiondism', m rny experience frequently used by 

management for their own ends, can be explained as 'productive forces of power' (Foucault, 

1982). Existing discourses thereby get appropriated, transformed and used in varying ways by 

difKerent parties, for their own purpose. For example, nurses are often forced to put up with 

impossible working conditions, e.g. hi& patient workioads due to understafîïng, lest they face 

disciplniary actions for 'abandormient of their patients'. 'Prioritize and cope' were words 1 was 

indoctrinated with m Nursiug Schoot and which were constantly preached to me m my working 

iüe as a hospital nurse. Whatever happened seemed to be my problem and it was therefore 

expected of rne, as a 'professionai' ushg the approwte organizational steps, to solve it. 



Nurses are not the only ones that are coaxed and coerced mto producing work beyond the 

c d  of duty by appeals to theû 'pmfessionaiism'. Along the sanie h e s  Acker (1999a;b), Apple 

(1986), and Dehli (1995; 1996), discussmg teachrs' work lives, point out that 'professionalism' 

is often used to manipulate this occupational group. Like nurses, teachers provide a public 

service which involves a 'numiring' role. Like nurses, tixy belong to an overwhelmingly 

'fernale' profession -- or are at least thought of as such - and more so in the elementary grades. 

They too work in a bureaucratized settiug, the educational system aud, as they are mostly 

regulated from the outside, have little input into their work. They too are increasingly urged by 

govenunents and rnanagements through appeds to the? 'professionalism' to accept higher work 

Ioads or undesired work (Glazer, 1988; see aiso DehIi, 1995; 1996). It is also hardly a 

coincidence that they too have resoned CO job actions in the Iast few years, as a new rnilitancy of 

white coilar workers seems to emerge. 

Adkms and Lury (1999) discuss how today's professional workers are expected to be 

'self-transforming subjects', who are self-goveming by reguIar self-appraisal and performance 

reviews. Particuiarly mn's conduct is regarded as 'work'. However, as far as women are 

concemed, their identities "may be naturalized as part of theY selves, and can not be mobilized as 

a resource" (p.611). Rather than king recopized as work of self-transformation, their 'role 

performances' therefore are often viewed as part of the pmduct or service they deliver, with 

'cari@ for others sis an expected natural cti;iracteristic. Fiight attendants and saies personnel are 

examples of such occupations. Hochschild (1983) d e m i s  at length how a "professional tlight 

attendant is one who has completely accepted the d e s  of standardization" (p. 103). in this 

particular occupation the company one works for demands coqlete control over the body, how 

one dresses, acts, feeis. It means that emotiond displays of d e s  are part of the job descriptions, 

whereas personai feelings of anger or sadness are to be suppressed. M i b  (1956) pointed to the 

extreme alienation of women workers m big department stores during the 50s. He d i i s e d  

'sales girls', wearing drab coloured ciothes and expected to 'wait' on theu clientele. They often 

came to hate their a n o n p u s  custoniers as the 'psycfmlogicaI euemies' instead of the store 

owner as their 'economic enemy' (p. 174). The pictures of these groups are m many ways 

comparable to nurshg's historical image (McPherson, f996), symbolized by the white lmiform 



and a stem and proper demeanor. Hence it is important to remember that the concept of 

'professionalism' is often used to further the organizational rather thau the practitioners', or their 

clients', own interests (see also Chambon, 1999 on social workers). Nurses need to be aware and 

wary about this phenornenon of expected control of workers' e m  tions and disregard for their 

own needs as an indicator of 'professionalism'. This type of manipulation can be observed 

particularly where the mmbership consists largely of women, as in the proups discussed 

[Ashley, 1997; Davies, 1995; Glazer, 1988; Street, 1992). 

Despite many changes much in the nursing world also rernains the s a m .  Previous 

influences linger on as taken-for-granted knowledge and continue to impact on nursing's identity. 

Like aii other sociai constmcts, this identity was not created and is not perpetuated and moulded 

in a vacuum, but articulates with di other societal relationships and events. Despite their leaders' 

visions, historicdy nurses had limited success in gaining controt over their occupational destiny 

and influencmg political decisions about hedthcare. The traditional image of the nurse as 

bandmaiden to the physician seems to persist (Aber & Hawkins, 1992; Kaiisch & Kalisch, 1987), 

whiie the public remaius ignorant about nurses' work (Ashley, 1997; Davies, 1995; Gordon, 

1997). Add to this already confùsed picture the mcreasing trend towards the 'multi-diciplinary' 

approach to healthcare, which further bIurs the roks of the various heaithcare workers (Mitchell, 

1999)' and nursing's identity gets ever more obscured. The image of nursinp was, and continues 

to be, shaped by nurses' expenences and interactions with otber nurses, other health care 

occupations and the public they serve - and al1 withm the context of ongomg societai changes. 

Heightened awareness about one's position within societal relations and forces is an 

gnponant prerequisite before envisionhg change. Wtthin the confines of bistoncal contexts and 

possibilities we can become conscious of 'what we do not want to bel (Foucauit, 1982). Then we 

c m  imagine and choose h m  the forever newly emrging possibilities how we wouid like to 

change. 1 believe that nurses, with their fiicus on the whoIe patient, are best equipped to hold a 

centrai role within the healthcare occupations. They, better than anyone else, know their patients 

with their unique needs and situations, as they are with themmore than auy of the members h m  

0 t h  occupations. They are best able to further the quaiity of their heaithcare experiences and 

smnultaneously derive work satisfaction h m  domg W. But cuzretltly they lack a strong voice, 



and perhaps a shared vision, to make themselves 'heard' and recognhd in order to take a more 

active part in the changes. By addmg their ideas and exploring new possibiliues, with them rather 

chan for them, I hope to conmibute to (re)vduing nursmg. 

Having provided this bief background of the project and current trends, in the next 

section 1 try to deiineate the go& of the study niore in detail. 

Focus of the Project and Research Questions 

This study aim to shed light on the effects of restmcniring on bedside nurses and their 

work at the locai levels of hospitals. As this p u p  of nurses seems to be most affected, I decided 

to exptore their perceptions of nursing and its practice amidst the ongoing restructuring of the 

heaith care system. i feel it is important to add the accounts of their eqeriences to the discourses 

abut  restnicniring. As the ultimate god of tbis research is to better nurses' lives and those of 

their patiem, with increased awareness 1 hope that productive suategies emerge thrit wdi 

improve henlthcare. No doubr, the system could be / should be Cmprovod. However, changes, 

which are sensitive to the local context, effectively should be bmught to voice and hght t'om 

within. The devastating effects on the rives of patients and health cm workers that are pcesentiy 

occurring m u t  be reverse& That is the reason why the input h m  practitioners at the locai level, 

where hedtlmçare actuaily happens and w k e  it crin make a diierence, is needed. 

This study therefore explores how the c m n t  and pst  discourses on health care and 

events in the field impact on the images and practices of bedside nurses. 1 want to make visiôle 

how discourses change / maintain the existing power reIations in which the nurses participate. As 

nursmg is devdued iu our society the goal is to discover strategies for valuing nursing and to 

UltimateIy improve current practices. By examining nurses' views on the events and their 

positions within the health care hierarchy, and relating them to historical traces and current 

discourses, 1 h o p  to make visibk some of the processes through which their occuparional 

images were and c o n b  to be consuucted- 1 want to inmase understandmg of how theu 

perceived identities affect their actions / Ïnactions and thereby c o n m i  to the unfoidimg of 

restnrcniring as detrinwital to their occupation. As players m the system t k y  aïe inevitably 

caught up m the pwer  relations of this process- Sheddbg Iight on how these relationships are 



negotiated withm their work environments WU make visible alternative possibilities to bring 

about changes. Eventuafiy 1 believe that other groups with related issues, particularly f e d e  

dominated occupations such as teachers, flight attendants, social workers and 'sales girls', 

discussed eariier, wiü ais0 benefit. Some of the msights gained here should also be meanhgful 

for them as, most likely, there are comparable power mechanisms at work. 

My conceptual framework for the study is based in Foucault's (1980; 1982; 1981; 1988) 

ideas on 'power' and 'subjectivity'. in most traditional analyses of power nursing is largely seen 

as 'powerless', whereas physicians and administrators are respected as 'powetful' professions 

within Western societies. The resulting polarization is not the most productive approach, as wdl 

be discussed later. Foucault saw power not only as a negative, prohibitive force -- the power to 

say 'no' - as it is comnloniy understood. Society for him was not poIarized into the powerful 

and the powertess, because short of a major upheaval, this conceptualization leaves little room 

fbr ongoing maneuvering. He viewed power as a Iargely positive force that circuIates in society 

and is exercised within and through the 'veridicai discourses', the discourses chat are widely 

accepted as 'hue' and therefore determine soçietal reguiations. Truth for hirn was never universai 

but aiways negotiated. Power, from Foucault's perspective, exists in and f o m  ail relationsfiips 

which are inherently unequal, yet always also unstable, hence c m  be reversed at any moment. He 

saw power as circulating in the relationships of all players who are engaged in strategic games 

with each other, and working through local practices. Understood m this way it is largeIy a 

productive force: poweï constantly creates new opportunities for al1 participants involved, to 

bring about changes at their own local levels. Therefore 1 hope that Foucault's conceptualizations 

of 'power' and 'subjectivity' as the framework to guide the design and analysis of the research, 

wilI provide new insights. 

The other important Foucauldian concept m this study is subjectivity- 'Subjectivity' refers 

to the formation and regulation of individuais through discursive practices- It is largely 

constntcted through amplex processes with mots in distant pasts dut shape us mto membem 

offwithh the larger society. Simultaneously we a h  belong to and are moulded and remoulded 

by th network of institutions such as f d e s ,  religious and mterest groups, and occupationaI or 

professional associations. These processes of identity formation rely on 'scientifid categories 



and normalization mechanisms reproducing, producing, but also mtroducing variations and 

opposition to ways of bemg, mostly without our conscious awareness, Through them we l e m  to 

understand things as 'natural' and 'common sense'. However, for Foucault, some conscious 

awareness and deüberate 'self-styling' processes are possible. Active resistance to identities and 

expectations that are miposed on us, and that we disagree with, is therefore feasible. For anaiysis 

we best examine events that occur in relation CO the societal context of the particular monient and 

its Nstorical past, In order to expose specific strategies of power, Foucault suggested we focus 

especiaiiy on the 'acts of resistance' taking place at the 'locai' level. Tracing w h t  they are 

directed against should lead to the ruling 'diourses' and their 'truths' around which society is 

organized, and which the resisting individuais disagree with. From there 'counter discourses' cm 

be developed. 

To bring to light some of the mechiinisnis of power at play - to get at the 'effects of 

power' -- from a Foucauldian perspective I had to begin at the local level. It rneant going to the 

bedside, where the nurses work and where discourses get transformed into actions. in order to 

 gai^ insight, consistent with Foucault's rnethod, I particularly needed to focus on the 'points of 

resistance' in the everyday activities of nurses and to identQ the discourses behind these 

mechanisrus (Chambon, 1999; Chambon & M g ,  1999)). Once these hegernonic forces are 

recognized, individuais can develop counter suategies from withh, at multiple local sites. The 

obvious 'points of resistance' are burn-out, nurses Ieaving rheir jobs and their talks about 

disiiiusionment with their work. How 1 used Foucault's ideas and method wiU be explained m 

more depth later in this thesis. 1 believe that this framework, concemed with the everyday world 

and focused on change at the local sites, will provide a useful fit for my project. The nurses' 

accounts of the resuucturing processes and their effects at the bedside, 1 reason, wiIl add an 

important piece of iaformation that so far fias been iargely ignored. 

The foIlowmg research questions were on my mind at this point: What does the 

resîmcturing process look me at the bedside where it is transformd mto actions'? How do the 

changes impact on nurses' perceptions of themselves and the quality of th& work lives? What 

are the nurses' perceptions of their own mles and of the relationsbips that they have withotbers 

in the system? How do nurses themseIves participate, knowbgly 1 unknowingly, m the relations 



of power that bring about restructuring and shape their positions? What are the discourses behind 

the processes that reorganize institutionai work and relationships? How do they impact on 

nurses' subjectivities and work lives? What are the participants' ide& of nursing? Whiçh 

changes are accepted and embraced? Which ones are resisted and how? M a t  strateges couid be 

used to (re)vaiue nursing? How couid the nurses actively participate in bringing about changes 

that promote their patients' quaiity of life and their own quaiity of work He? 

1 was convinced that the nurses are the ones most knowledgeable to bring about effective 

changes. Therefore 1 needed a method of data coiiection that would get at the nurses' 

perspectives and stimulate them to reflect. For this purpose 1 chose a qualitative descriptive/ 

exploratory approach, using serai-structured interviews. This f o m t  dows  for the participants to 

express fieely their thoughts on the topics. My questions should provide them enoughguidame 

to stay on the issues, yet allow them to diverge, to provide comprehensive accounts of the 

resuucturing processes and their experiences and participation in them 1 also would relate / 

compare practices and philosophies at the bedside to the current 'veridicai discourses' of 

restrucniring in fiterature and officiai documents. It would aIso be useful to examine how the 

discourses of the p s t  continue to impact on present practices and perceptions, hence a historical 

review wouId shed some light on these processes. The data would then be interpreted within the 

conceptuai kurework of Foucault's ideas, 1 believe the method 1 chose provides increased 

bights mto the nurses' own interpretations and desired changes about their 'received identities' 

and the situations forced on them. It brought to light some of the ways in wfüch they, as active 

participaats m their relationships with others, conm%ute to constructing their own images and 

practices that m e r  or hinder the imposed changes. 

As a former bedside nurse with considerable work experience in vimrally ai i  departments 

of a hospita11 have my own perceptions of nursing, as weU as of the institutional practices in 

which it takes place. During the mterviews my own memuries carnie back constmtly, often about 

tlrings 1 had long forgotten The interviewees' tales triggered many 'flash backs' to my awn 

experiences. 1 beiieve that to position myseifup h n t  is important m severai ways: For one thing 

it wiIi una~idably colour my choice of fiarnework, research design and questions, my o m  

position and relationships vis a vis the participants and my hterptation and analysis of the data 



(Ely, Anzui, Friedman, Garner & Steinmetz, 199 1; Glesne & Pesbkin, 1992; Mishier, 1986; 

Morse 1991). As 1 can not divorce myselfhm the process 1 beiieve it best to make visible my 

own stance. My life experiences helped shape who 1 am as a person, a nurse cind a researcher, my 

own subjectivity, as weil as how 1 consmicted the mteMews and data interpretation. My bider 

knowlege also has the potential for a deeper insight mto the researched phenornena Therefore, 

using myself as an 'instrument', 1 was striving to be conscious of my role and to act 'retlexivdy' 

as "part of, rather than separate tiom, the data and exploiting my seifawareness as a source of 

insight" (Lipson, 199 1, p.75). 

Organization of the Pmject 

in this intmductory chapter 1 descriid what led to the project, an overview of the project, 

the current trends in healthcare, the focus of the study and the research questions. In chapter two 1 

take a closer look at nursmg's roots, parcicularly its historical symbiotic relationship with 

medicine, that helped shape what nursing is today. The respective varying successes of these two 

groups m gaiming statu and conuol through 'professionaiization' are explored. As we know, 

unlike mdicine nursmg was Iargely unsuccessfui, particularly in achieving autonomy over its 

owa affairs. Mauy of nursing's difficuIties are better mderstood from within the historical 

coatext. It is, of course, a h  essencial to examine some of the current -- often contradictory -- 
discourses that shape mstinitional philosophies, poiicies and procedures and to uace their 

influences on practices within the heaithcare system The present is examined from a mam 

level: a literature review on contemporary professionalism m nursing and related issues and 

discourses are discussed. A look at alternative views on and suate@es of professionalism 

fonows, thrit could prove more congruent with nursing's values. Aithough 1 draw on som of 

Foucault's work in this chapter, 1 found it useful to also discuss som of the o k r  important 

literature on professionalization for my analysis. Many of the authors 1 refer to sqxcificdy talk 

about nursing's historical development and the impact of gender, wMe Foucauit's work is 

generally more about discourses on mdical knowledge. 

Inchapter three 1 desçni m detaii the conceptual framework that is based m Foucault's 

ideas on power and subjectivity. The chapter ends with a look at the local levek a discussion of 



the contemporary domhant dicourses that organize the work at the bedside. The methodology 

appropriate for this goal and how it was chosen is discussed m chapter four. There I M e r  

eiaborate on the interview questions that flow fiom the research questions. The original plan, the 

process of selecting sites and interviewees, the journey of the study, difficulties encountered and 

the necessary modifications are told. How 1 c;ur~: in the end to interview twenty bedside nurses 

fiom various city hospitals about their experiences is explained. A brief overview of the 

demographics of the participants and a general description of the sites is also included. It ends 

with m outline of the data analysis. 

in the foiiowing three chapters the data are anaiyzed. Using Foucault's 'rnethod' I discuss 

the nurses' accounts of the restructuring process and how it affects their everyday work lives. The 

chapters are organized in three layers. Cliapter five, the most superticid layer, taiks about the 

nurses' perceptions of the restructured work environment, the current trends in staffing and work 

patterns and how it shouid be done diierently tiom their perspectives. Chapter six is about 

relationships nurses have with others in the system, their patients and other heaithcare providers. 

It is based in Foucault's assumptions about power always king played out within unegalitarian, 

yet also unstable relationships between actors, with possibilities for change. Chapter seven, 

desmimg the deepest layer, is about nurses' ethical self formations. It discusses the nurses' 

ideals of nursing, their philosophies, their dissappoinrmencs, how their ideas have changed and 

where they believe nursing should go ftom here. It explores how they perceive themselves and 

how they betieve others perceive them 1 relate their statements to the historicai roots of their 

practices and the resmcnunig discourses, those in the larger contea of the socio-political arena, 

as they are expressed in the titerature and the media In the concluding chapter 1 attempt to tie 

together the various pieces of the thesis. After drawing some final conclusions 1 am Iookmg at 

the implications of the tindmgs for nurses themselves and theirpersonal and collective strategies, 

administration regardmg recruitnient and retention, nursing education, what needs to change to 

help shape the nurse of the future, and lastly which areas wodd benefit h m  further exploration 

through research. 

1 will now start with a review of nursing's historïcal contexts- It will not be treated as a 

Iinear progression of events. Instead 1 will cepsent it ''more as a window for Iocatiug our 



present than for explicating the past" (Chambon & h g ,  1999, p.260). 



CHAPTER 2 

HISTORICAL AND CONTEMPORARY CONTEXTS, THE OVERALL PICTURE 

Introduction 

In this chapter 1 explore the historical development of medicine and nursing in the British 

and North American societies, in which our present Canadian balthcare system is rooted. These 

occupations are inexcricably intertwiued. 1 believe to get a better understandmg of their current 

situations and relationships it is necessary to look at their ernbeddedness in Western historical 

developrnents. I review soae of the Literanue about professions and professionaiism, how these 

concepts originated and transformed over time. Nursing's and medicine's respective 

professionalization as weii as proletarianization are discussed m tight of social statu, class and 

gender. Contemporary feminist views are explored for some aew dimensions, particularly some 

alternative conceptualizations of 'profession', that could lead toward more desirable visions 

congruent with nursing values. Nursing's current discourses as pomayed in some of its iiterature 

are reviewed, iis they tao are part of the background for this study. 

What foiiows does not claim to be a factual account of chronological events. Its purpose 

is to show the roots of the discourses t h t  impact on nursing and its practice. The imperial history 

of nursmg is the dominant iaauence on the developrnent of tbe occupation in Canada, even 

though there are mmy other events that also contriibuted, üke the immigration of nurses from 

different parts of the world. However, most of the nurses who trained ekewhere came from 

regions such as the Carriibean that, under British d e ,  adopted a British education system The 

pomt is, as Foucault suggested, that the present is mexuicably Lmked to the past and that, by 

exploring histoncal contexts, we cm shed iight on mmy contemporary taken-for-granted 

assumptions and thereby rob them of their 'naturainess'. Medicme is one of the classical 

professions with a long tradition and wïli be discussed first. 

ProfeSgons as Status Groups 

The origins of professions, as we how them m the Western world, reach back to pre- 

mdusuial European sucieties. How they existed in the Middle Ages is often discussed in terms of 



the Weberian concept of status groups (Eiliott, 1970; Gidney & Millar, 1993, Mills, 1956). They 

emerged at a time when society was believed to possess a God given, natural order. Max Weber, 

in a posthurnously published essay (Weber, 1958, p. l92), desrnid the organization of these 

groups: "The status order means ... stratiiïcation m ternis of honour and of styles of Me peculiar to 

status groups as such". Weber's categorization was based on conceptiiiilizations of professionab 

as 'ideal types'. Gerth and MiUs (1958, p.59) saw 'ided types' as 'logically controlied and 

unambigous conceptions, which are thus removed h m  historical reality ...". Therefore 'ided 

types' possess stylized 'traits' which result in stereotypical images of professionals and which 

are useful for examining tlteir salient charactenstics. However, ic needs to be kept m rnind that 

the resulting images are oversimpiified. Then as now they did not account for the multiplicity of 

differences amongst professionais as real people and unique individuais, which we witness daiiy 

in our encounters with them. 

Professional memberships in the Middle Ages in Europe consisted exclusively of 

gentlemen who held high social positions. European societies of that time were ordered by 

"hierarchy, stabiiity and agrarianism and led by gentlemen roo ted in the land" (Gidney & Miiiar, 

1993, p.6). Notably men of lesser origins and wornen, regdless of their social status, were 

absent fiom the professions, since "scientia, the systematic bodies ofknowledge, was the 

exclusive preserve of [educated] males" (p. 8). S tatus then was ascribed by birthright, according 

to f d y  position and inkriced wealth, usuaiiy in the form of landed property. 'Those with the 

highest status did not engage m work or have an occupation at ail in the modem sense" (Eiiiott, 

1970, p. 15). Back then a gentleman was expected '?O ma&ain a leisurely iife style without 

manuai labour and without engagement in commerce or trade" (p. 21)- as the latter activities 

were considered of low status. Hence professional work then did not include any physical activity 

which, within the niedical profession, left out surgery. Professionais were aiso prohiiited h m  

commerciaiiy advertising their services, a taboo that iingers on till today. Lately however it 

seems to weaken, as wiIi be discussed later. 

The 'classical' professions consisted of clergymen, physicims and lawyers, In a l l  three 

occupations, professional m n  M t  with people's mhmate and vital &airs: their souk, their 

health, their rights, auci their properties - the first t k e  of these &airs are examples of what 
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Larson (1977) termed 'fictional commodities'. They are, to a large extent, in everyday Me taken 

care of by mdividuals themselves, with aid of their families and social networks. Professional 

help is sought usuaily in only those cases that c m  not successfùüy be resolved by people in their 

own ways. Helman (1994) estimated that even today only about 20 per cent of illuesses are 

considered serious enough to warrant consuitmg a professional. Most minor ailments are either 

dedt with in the informal 'popular sector' by lay people, hciudimg the sufferers themselves, or 

improve on their own. 

The professionai's incorne was not perceived as derived from labour itseif but was 

likened to the cents produced by ownership of the land, Reimbursement was obtained in the f o m  

of an 'honoraiurn', which was not considered as a compensation for services. Professionds did 

not work for pay. Instead, within the 'God given order' they were viewed as possessing moral 

integrity beyond reproach and therefore paid in order that they may work This arrangement 

alowed for a high degree of fieedom and discretion on their part. In retum for their privileged 

position they had a "sacred duty, a cornmitnient of service CO others and to the larger social good" 

(Gidney & Millar, 1994, p. 10). To sdeguard standards, admission to professions was based on 

'gentlemanly status criteria', which were deemed appropriate guarantees of the applicants' 'good 

characters' and intentions. Accordmg CO Gidney and Mi11ar (1993, p.12), these mcluded that a 

gentleman was "reguiarly bred, reguiarly tau@ and regdariy educated" hence "hiid the ri@ 

educational and social credentials ... to be tmted ta exercise sound j u d p n t ,  hold sound values 

and practice his craft accordmg to the canons of reputable authonties and precedents". The word 

'regular' denoted the 'normative' funaion of these credentials. 

'Good character' was the ovemding characteristic of a professional then. Knowledge was 

not yet specialized but generalized and repcesented a symboI of one's statu position. It was also 

deeply m k d d e d  m 'the prevailing religious Weltanschauung" (Eüiott, 1970, p. 19). At the tmie 

it was gained h m  schooling - mcreasmgly at rmiversities - m religion, classics and culture. It 

mciuded the ancient languages of Latin and Greek, w k h  had ta be studied m order to quaMy for 

admission mto a profession. Kmwledge specific to one's occupation was sparse and often more 

harmfui than helpfid (see: d i s i o n s  of 'heroic mdicnie' by Ehrenreich & English, 1973 and 

Helman, 1994)- Most knowledge was gained h m  books, not practice, as expertise m one's EieId 



became an expectation only later on, during the nineteenth century. In the case of medicine if 

and how 'medical' knowledge and practical expenences were pursued was up to the individual 

physicians. For example they could attend a private medical school or "wak the wards in one of 

the vohntary hospitals" (Elüott, 1970, p.28) for this purpose. 

In the Middle Ages, before the separation of religion and science occurred, the Church 

was the most influentid societal institution. Tt played an important role as the 'gate keeper' of 

knawledge. There was no clear distinction between the worldly and religious spheres and the 

general papulation then was largely iüiterate. Ehrenreich & English (1973) and Elliott (1970) 

discussed how the C h a h  controiled access to most types of legitimate or formai knowledge and 

education. A syrnbiotic relationship resulted fiom the maintenance of strong links between the 

officiai educationai institutions, particularly the universities, and the Churck Theology M d  a 

prominent place within ali professional curricula Even &er society becme increasingly 

secularized the Church of England remained closely involved in professional affairs. For 

example, in the case of physicians, "qualifications were denied to non-Anglicans" (p. 19) even 

after the Reformation until the time when their own independent regdatory bodies were 

established and legitimized. 

Healthcare, in addition to king practiced by the 'Iemed' profession of physicians, was 

aIso carried out by other groups of healers. In ail cuItuces 'fok' healing practices are uansrnitted 

IargeIy through the 'oral tradition'. In European societies at that time folk healers were of low 

statu as they lacked pcivileged, recognized positions and education. They consisted mainly of 

womn such as nurses and midwives who looked afier the healthcare needs of the bwer classes. 

Ebrenreich & English (1973) and Helman (1994) pomted out what m y  of the other writers, 

such as EUiott (1970), seemed to neglect: healthcare is practised widely withm informai settings 

of fanilüy and comrmmity. Then, as now, ordinary people, particularIy women, provided services 

and passed on their knowledge regarding herbal niedicmes and other healing mthods to their 

successors. However, these types of 'heaiiag' practices, then as now, remah largely undervaIued, 

are fkquently ridiculed or even outhwed, as the standards for healthcare practices are set by the 

professiodphysicians. As this particuiar p u p  is perceived to be tbe most competent, its 

services and kuowledge constitute the 'dominant discourse' (Foucault, 1982). 



Then -- even more so than now -- any knowledge other chan that of the professional status 

groups was considered to be extremely suspect by the official powers of S tate and Church The 

concurrent devaiuation of alternative knowledge and practices had far reaching impacts, 

particularly on women healers, During the Middle Ages they were no t eligible for admission to 

formai schooling and therefore they could only exercise their skills in the lay sector. Yet, if a folk 

heaIer cured a sick person, after the Iemed professionals had failed to do so, sthe was accused of 

'sorcery' and as possessing a 'pact with the devil'. "If a woman dare to cure without having 

studied she is a witch and must die ... The witch craze provided a h d y  excuse for the doctor's 

failings in everyday practice" (Ehrenreich & English, 1973, p. 19) and was a radicd strategy to 

maintain their superior status m the field. It dso had, no doubt, devastating effects on the 

transmission and expansion of alternative types of knowledge. 

Alangside the physicians, anmngst the d e  occupational healers, there e.xisted two otlier 

groups, the surgeons and the apothecaries. In pre-indusuial times surgeons had ken  denied 

access to universities and professional status, because the Church did not approve of the 

'sheddimg of blood' in any f o m  This occupational group aiso engaged in 'manuai labour' which 

was not m keeping with g e n t l e d y  criteria of the t h .  Therefore they were forced ta organize 

themselves sepmtely from the physicim, dong with the barbers and tradesmn, in the form of a 

craft guiId. Of much lower status than professions, the guilds, as Elliott (1970) descnbed them, 

were "associations of specialized workers ... autonom us, but usuaily controiied by a spedIy 

recnrited elite ... that supervised training and recruitment and exercised some controt over 

performance and practice" (p.24). Unlike their female coumerparts it seems they were well 

tolerated practicmg their uade and escaped persecution. 

The Iate 18th and early 19th centuries brought about demographic changes h u g h  

indusmaiization and urbanization, which slowly shaped the then existing societai stnicmes mto 

a capitalist systern. 'Professionai' physicians, numbering few, traditionaüy lqe Iy  serviced the 

nobility and gentry. Apothecaries and surgeons mcreasmgly Iooked after the health of the 

growing urban middIe class and the poor. There was a huge surge in demand for services withm 

these populations who, by Ieaving the countryside, were largely cut off firom tiieir traditiond foik 

healers and km. They now hed m the cities m ovemowded, unsanitary conditions. Due to rismg 



dernands for services sipochecaries and surgeons inçreasmgly gained m status. ïhey slowly begm 

to bond with the pmfessiod physicians and to work towards their eventuai mtegration with 

medicine. 

At this time, according to Foucault (1973) a sipaiticant 'change' took place in how 

medical howledge was organized, which transformed the profession. Even though, m anauity, 

medicme had k e n  taught at the patient's bdside, over time it had becorne based in philosophy 

rather than observation. After Hippocrates, medical knowledge was "organized into a systematic 

corp us... of knowledge that can be said CO be, quite titerally, blind since it has no gaze. This 

unseemg knowledge is rit the source of ausion; a medicme haunted by metaphysics ..." (p.56). 

Clinics, iis a place to study and teach about buman bodies and the? diseases, had begun to 

reappear h m  the middle of the 17th cennuy on, At this point though rhey sllU "symbolized 

rather than anaiyzed" (p.62) niedicd practice. in the Iasc few years of the 19th century a radical 

shift m l~lediiai howiedge production occumd: "It was CO be identified with the whole of 

medical expience" (p.62), as "a way of teachg and saying becam a way of lerirnmg and 

seeing" (p.64). instead of relying on theories, the 'gaze', thought to be 'pure' md unbiased, was 

now diicted at the empiriçd manifestations of diseases m bodies dead and aiive. The first 

scient& discourse concerning 'hian's behg as object of positive knowledge" (p. 197) had k e n  

created, The patient as 'subject' within this bio-medical mcdel became 'invisible', as the 'gaze' 

was directed on hisnier 'visible body' as the object that codd be probed, invaded and empiricdy 

studied. The new method consisted of ptimarily focusmg on the disease processes themselves 

that were intently observed and categorized. The base for Western medicine's successful 

approaches to 'scientification' had been laid, wMe the patient as whole person bec- a 

cokction of bctioning body systems and parts. 

In 1858 the Medical Act in Britain recognized all the existing iicensmg and educatiod 

bodies of the occupations withm the medical field. At tbat point m tinie, in medicine, "a smgle 

regdatory body had ken established, embracing the oId g d d  organizations and standing within 

the professions and the community and the state" (Eliiott, 1970, p.39). G r a d d y  a unified 

medicaI profession enierged, which hciuded physicians, surgeons and apthecaries; the 

conventional professional sûuctufes had now successfuriy nieIded with those of the trade @ds 



and the latter were thereby elevated into the ranks of the fornser. Strategically positioned m both 

the important institutions of universities and hospital, medicd professionals were able to use 

thir 'objective' knowledge, e.g. the scientSc studies of anatomy and physiology, and somewht 

iater the 'germ' theory and discoveries ofmore effective medications, to bring about inçreasmgly 

successfid cures. The impact of these developments on the female practitioners of the heahg 

occupations and other types of knowledge, who rem;lmed excluded, and the counter suategies 

they attempted is examnied when 1 discuss the role of gender. 

This type of 'new knowledge' provided doctors with progressively better means to meet 

the hedth needs of their patients. Wbat represented essentid knowkdge for professionals began 

to be obtrtiaed through a speciaiized rather than the former general education. Separate medicai 

schools linked to hospitals, as weii as universities, began to develop and now included a practice 

component. Much of the pressure for a 'specialized' education had cornie from the professional 

members themselves. The guild of apothecaries had been the first gruup to move towards 

ticencmg through the institutions that provided their education. Foilowmg their lead, to assure 

standards, a systemof registration slowly began to be used by all three groups '?O assess expert 

knowledge and ability, not simply to ratiSl membership of a status group" (Eiiiott, 1970, p.39). 

Thereby they achieved autonomous regdation of their profession u d e r  state protection. As 

g o v e m n t s  bec- mcreasmgly sedarized the Church had begun to lose sorne of its control. 

G r a d d y  the professions therefore were able ta shakt off the Church's previous hoId over their 

&airs. 

Professions as a Social C h  

The developments d i i s e d  so far began m Europe and graduaüy spread to North 

Amrica as its societies started to emerge h m  their pioneer and colonizmg past. During the 

nineteenth century the professions, previously regarded as status gmups, began to cake on the 

characteristics of a privileged social class (Cohen, 198 1; Fieidson, 197 2; Johnson, 1972; Larson, 

1977; McPherson, 1996). Weber (1958, pp.182,3) desrnid a "class situation" ultimately as 

"always a market situation..the factor that creates 'class' is unambiguously econcmic interest, 

and mdeed only those interests involved m the existence of the market". As the emerghg 



capitalist societies reorganized accordmg to market prinçiples, professions managed to avoid the 

unlimited cornpetition of the 'open market'. Instead their mcreasmgly specialized knowledge 

base allowed professionais to create and service an 'exclusive market' under monopoly-like 

conditions (Larson, 1977). Beletz (1990, p.17) stated that as 'specialized knowledge' became the 

primary distinguishing difference between professionals and non-professionals, "the spectnnn of 

influence of professionals has k e n  narrowed to expertise and competence withùi their specific 

sphere". Shudson (1977, p.215) cded modem professions "elites based on knowledge, a new 

type of aristocracy". 

n i e  feudal notion of 'noblesse oblige', the assumption that "a high social rank contèrred 

rights but also imposed duties" had laid the groundwork for medicine's eiite status (Larson, 

1977, p.223). Nursing, and other femaie occupations, were histoRcdy disadvantaged in this 

regard. As women had no independent legd status they were uniibIe to access universities. The 

former societai order, buiit on stratification in tenns of honour and of styles of life peculiar to 

status groups, was now replaced by the pursuit of economic interests which had previously k e n  

deemed to be only low status activities. According to Weber's description cited above 

professions therefore could be categorized as a class. However many of the eariier notions in 

t e m  of elevated societal positions and privüege continued to linger on. To this day the 

'classical' professions m particular are considered of %igh status'. They receive much respect 

and hoId political intluence in our society while open diicussion about pursuit of economic 

mterests still sits uncomfortably with professionalism m the eyes of m y .  The frequently voiced 

criticisms m the mdia of the high eamings of many doctors -- particularly specialists - 
especiaily amidst the recent cutbacks in heairhcare, speak of tbïs widespread unease. 

The professions mcreasmgly began to regdate their mernbership by setthg standards of 

performance. To attah conml over k i r  own &airs it had k e n  necessary to move away h m  

the Church's longstandmg stronghold over howkdge and education, which had previously 

rendered it the gatekeeper of professional niembership. In the process professionals, their 

knowledge now based m contempurary, worldly science, began to take over many fiuictions that 

were fomr ly  considered to Mong to the reah  of religion This seems to hold particularly tnie 

for the inedical profession. W~th the developments in the namal sciences 6?echnology supplanted 



religion". Patients began to view niedical treatments as the "pprime solution to [a] crisis in life" 

(Beihby & h i a b r ,  1977, p.805). This theme was &O taken up by Foucault (1982; 1973) who 

saw 'salvation' mcreasingiy as a goal to be achieved in 'tbis worid', rather than the 'next', and 

through the new science of population heaith, as will lx discussed later. 

in the formative, precapitalist period no comnlon standards for physicians had existed. 

RecogniUng the necessity to establish the superionty of their services over others, professionais 

increasbgly clrimoured for a more unified delivery. This gud made it necessary to control the 

practices of its own members. Elliott (1970) saw the establistunent of standards of practice as one 

of the major forces t h t  compelied professionais to form their own regulating associations. 

Standardization of services hd to be connected with 'stable aïteria' for evduation. To ensure 

uniforni adherence to this process, state support in the form of legislation and state-tnforced 

penalties against uniicensed practitioners had to be o btained. Smith ( 1987, p.? 17) cautions tht ,  

dong with king a guarantee of standards, the rigidly prescriid organization of professiond 

kno wledge also leads toward a ' m n o  polization of control within a dominant class". 

The principie of nieritocracy in membership selection was thereby put into effect. It gives 

the apparent impression chat evecyone's c h c e s  are equal. However, a serious flaw in this 

assumption is that university access can never be the same for aii societd mernbers. hto the early 

twentieth century it remained alnost exclusive!y resaicted to mies of the priviieged, wealthy 

classes and excluded women, as weil as men of Iower social origins. Equal access therefore 

Iargely appiied to only the goup of the akeady privileged. 'Scientific discourses' (Foucsiult, 

1982) such as genetics theory, which viewed women as iderior to men and which ais0 justified a 

type of 'social Darwinism' between d of society's mernbers, helped legitimize these 

exchtsionary processes. Today ever risimg Nition fees are bepninmg to put university education 

out of the reach of many. A lengthy education requiremeat is thought to ensure competence. At 

the same tHne it acts as a gate keepmg practice. It inmasmgly excludes no t only thuse who du 

not possess the necessary cognitive abiiities, but a h  those unable to afford the expensive 

preparation, 

In addition tbr: actual degree of diûïculty to 'leam' and achieve professional competency, 

it seems, is not always comrnensirrate with the length and intensity of the traming required 



Frequently not aii  knowIedge and skills acquired are later used in practice, t g .  a psychiatrist first 

has to becorne a medical doctor, dentists have extensive edtlcation in the naturd sciences. Yet, m 

spite of both professions being highly speciaiized m their fields, they make practicd use only of a 

portion of their vast knowledge base. The emphasis on and preoccüption with standardization 

has its own dangers. Miüerson (1964, p. 195) stated that there is a constant need '?O maintain 

large-SC& examinations, superking institutions and adjustiag syilabuses to meet changing 

needs". He feared chat these enormous tasks of bureaucratie administration, especiaily within 

large-scale associations, tdce away eneqy and resources fiom the primary purposes of the 

institutions, namely to educate. They tend to take on a Me of thcir own. Today govemments and 

employers increasmgiy pressure employees to continuously update their training. The call for 

knowledge to be standardized, particularly ia nursiag and teaching, puts these issues again in the 

forefront. 

The project of 'professionaiization' was parailelied by an expansion of services. The 

iacreasing dernand for health care had led to the inclusion of surgeons and apothecaries, 

occupations of lesser ongins, iato aa established pre-existiag professiond elite system The 

accompanyiag redefinition of professionalism became possible when its standards, previously 

based on 'gentlemady characteristics', were chaaged to mcorporate criteria of crafrm;inship and 

competency and medicd kno wledge became organized into an 'objective science with 

classifications of diseases' (Foucault, 1973). There also exists an instituüonaiïzed lnik between 

research and training. Both functions are located in the university and institutions where the 

profession is practiced, such as hospitals. Rofessionals therefore have the means to control their 

cognitive bases and memberships simultaneously, as the 'production of knowledge' and the 

'production of producers' are unified withiri. the sarrre stniçnires. These ties represeat what 

Foucault (1982, p.792) descnid as, "the form of an apparatus closed in upon itself, with its 

specitiç loci [sic], its own regulations, its hierarchical structures which are carehily dehed..a 

relative autoaomy m its functionhg ... in a @en social ensemble"- He saw large societd 

institutions as bIocks of oganized power with their dicourses represenhg "the dark, but firm 

web of our experience" (Foucault, 1973, p. 199). 

WWu their exclusive, specialized market, "professions were and are mm of eaming an 



mcome on the basis of uansacted services" (Larson, 1977, p.9). To make this exchange possible, 

"a distinct commodity had to be produced ... a market had to be created ... and the production of 

producers had to be controiled ... State protection and the attitude of the state toward education 

and monopolies were a cruciai element in the development of the professionai project" (p. 14). 

'Heaith' and 'healing' are not tangible products, but what Larson referred to as 'fictitious 

comnodities', They are not detachable fiom the rest of the person's He and hence cm not be 

produced for sale. Legal safeguards therefore need to be in place to protect vuluerable 

consumers; however, it is important to note that state involvement primdy aiso ensures that 

professionais could conduct their business uneacumbered. 

The field of health care seems CO have an unlimited pa tentid for expansion. Freidson 

(1986; 1971) descnid professions, under the cIoak of their a s m d  'mord superionty', as 

k ing  'intrinsicaiiy imperialistic', an orientation which serves theu own uiterests weU. As a 

result, m our society, ordmary life processes became increasingly 'medicdized and 

pathologized'. Particularly, as the fende body was a prime target from the start, childbearing and 

hormonal changes associated with the reproductive cycles and aging were incorporated as 

lucrative markets. The new frontier seems now to be men's reproductive system, as the record 

numbers of prescriptions for Viagra have stiown. Medicine's progress was and is M e r  fuelIed 

by its 'ideological' dimension, which is based on the value of individuai life that exists in 

Western society. Together with their hold over the naturai sciences and accompanybg 

technologies it helps ensure physicians' prideged positions. 

What is the diierence between a mere occupation and a profession? Jackson (1970) 

stated that it is less a qualitative distinction thaa a 'matter of degree'. Hence it is hard to pm 

d o m  theu salient features and th& clifferences seem rather nebulous, even arbitrary. How close 

an occupation conies to the 'ideai' of a profession seems to depend, to a large extent, ou how 

much controI over their occupationaüy related activities is exercised by its rnemhrs. It inçludes 

the ability to 'mystify' and to create a perception of moral superiority and importance. These are 

key issues leading to autonomus control over the labour process and membership. Historicdy 

they becanre well developed within the mdical profession but have not been achieved m 

nursiag. Effectively then as now professionalization perpetuates elite structures. The difference is 



that these new membership criteria claimed to be based on the 'scientific discourses' (Foucauit, 

1982; 1980) of mritocracy and harural selection', whereas in the Middle Ages membership had 

k e n  a 'birth right' . 
Medicine's advantage clearly was solidifieci by its specirilization w i t h  universities. 

Through the licensing system fitness for nuembership was estabiished. Jackson (1970, p. 10) 

pointed out that, m order to preserve exclusiveness, "the craft and the ideoIogy and l e d g  that 

go with fa profession] must be guarded from the uninitiated", making an elenient of 

'mystification' necessq in medicine's case, "the application of science to al1 areas of life 

constantly ctisuiged the cognitive bases" (Beletz, 1990, p. 17), dways producing "new 

kno wledge". Because new knowledge in particuhr is restric ted and controiled within exclusive 

educationd inçtitutions by a privüeged few, rnonopoly is greatly facilitated md mystification is 

continuously reinforced. Therefore it is hatd for the uniaitiated to monitor a profession h m  the 

outside (Jobason, 1972; Lason, 1977). There is another important reason why external control 

was difkult CO achieve, particdarly in medicine's case. Consumers are often fnghtened by their 

experiences of illness that make them seek rnedical services. Lacking the necessary, speciaiized 

knowledge t k y  are in a disadmtaged, vulnerable positioa Therefore they are more wilüng to 

offer "uncritical acceptance" of medicd authority (larson, 1977, p.22). Public support tends to 

go to those practitioners who not necessarily are, but 'appear', more effective than others. 

Achievement of the public's trust and recognition seem CO tie key to professiondimion. 

Davies (1995, p.133), as well as Johnson (1972, p.33) and, more recently Johnson and Webber 

(2001)' iisted four main factors dut they considered 'essentidsr of professionalisa They 

represent a blend of the older critena with the ones that had emerged later: 

1) A hi& degree of generaIized and systematic knowledge, which was increasmgly 

obtained by a iengthy university education (excbive knowledge). 

2) A stated primary orientation to community ratiier than seif-mterest (dcruism). 

3) A high d e p e  of seif-conml by profssionals over their practice (autonomy). 

4) A systern of rewards both honocary and monetary (mtrnisic and exabsic). 

Each of these characteristics will be further exploreci in the next section, in which 1 compare 

professionalization withm medicine and nursing. Téey represent effective Iandmarks c i d  by 



medicme to M d  its current pIace m society. Nursmg, on the other hand, was only partidy 

successful in th& achievement. 

Professionalism in Medicine and Nursing: Cornparison and Critique 

Exclusive knowledge 

A cognitive base that could be claimed as one's 'own' was one of the key strategic factors 

m the organizationai effort of professionaikation. During the 19th century, as exclusive 

knowledge and a specialized market emerged, the medicd profession had successfully 

reorganized. With state support physicians were able to hold on to their customary power, status, 

resources and important mfiuence on the public. The end effect was that ''these characteristics 

favour a 'seiiers' market', controiied by producers, based on the negotiation of cognitive 

exclusiveness" (Larson, 1977, p.25). Specialization had k e n  achieved by rnedicine when it mide 

the transition h m  statu group to priviieged social class. Since heaIth care then as now was 

delivered by many types of heaiers, on formai and iaformai levels, medicai praccitioners had been 

successful "to clearly establish the superiority of one kind of service with regards to cornpethg 

products" (Larson, 1977, p. 14). 

Having a hold over the natural sciences and accompanying positivist technologies 

through their ties with the institutions of both universities and public hospitals played an 

important ro1e in physicians' domination of the heaith care arena These institutions grew m 

tandem and worked together. Once credibility of surgeons and apothecaries was officiaiiy 

estabiished the 'expanded' medical profession catered to the rich, mcludmg the uban tniddIe 

class, while the 'lesser' occupations, such as midwives and nurses, or even so-calied 'subnurses' 

served the poor (hhley, 1997; Witz, 1992). B y associahg with elite clienteles the medicai 

practitioners' status was M e r  enhanced, while their less respected coumerpans' Iower statu 

got equafly reinforced. Nurses failed to create their own 'speciaiked market situations', Their 

knowIedge base and practice were diffused rather than focused (Davies, 1995). At the tiine 

medicine successfuny adopted higher education as a means to acquUe and uansmit 'expert 

knowledge', establishg their own 'regime of truth'. Nurses, as members of a f e d e  occupation 

hi, on the other hand, been denied access to formai educarion, They therehre had little chice 



but to con- to rely on naturaI abilities, 'character traits' and apprenticeship trainmg. Ttaey 

ended up becoming support personnel to the d e  dominated profession of medicine without a 

f o d y  recognized knowledge base of their own. 

Atniistic orientation 

Pro fessing an altniistic orientation allowed pro fessionak to claim 'rnoral superiority ' and 

to dismedit accusations of 'imperialism' in the name of self interests directed against them (see 

Freidson 1986; 197 1 .) Paradoxicdiy, a clai .  of altniisrn simultaneously serves and protects the 

practitioner's own mterests weii, as it coafers prideged social status with speciai rights and 

rewards. Professional btitutions, autonomusly reguiated, oversee their own &airs, ostensibly 

to ensure the best interests of the popuiations they serve. To prevent abuse professional seif 

control is to be safegwded by a code of ethics, which becornes internaiized by practitioners in 

the process of socialization and monitored through the voluntq association with other 

professional members. Through ongoing interactions with pers  individuals acquire the n o m  

and values of the group. These mchanisms are deemd necessary and effective to prevent the 

potentiai exploitation of the vulnerable groups they serve. 

Members are recniited, selected and socialized mto their professionai roles under strict 

regdations of their conduct. Theù own mternal structures thereby becone hierarchies of prestige, 

nieasured m peer esteem, and mahtaiued through techuiques of control (gate-keeping), 

sucveiuance (peer evaluations and reviews) and reproduction of labour (education and tes*). 

The common overaii goal is to provide services to others. Beiïaby & Oniabor (1977, p.2911, 

however, discussed professionalization as "a strateey adopted by an occupation to achieve 

collective upward mbility within the statu hierarchy of the wider society". The ideological 

notion of a 'calling' to perfonn an al&tic service cm also be a powerfui element of social 

conml exerted by the group that defines it over its own members. It tends to mate  conformity 

arnongst practitioners and to identifj peopie with their work roles, hence Iargely constructs their 

professionai image. 

The 'calling' concept serves thereby the miportant function of furthering the 

correspondence "between the pubk s tem typed expectations ... and the aspects and behaviours 



of the role players" (Larson, 1977, p.229), which certainiy applies to both nursing and medicine. 

Miilerson (1964, p.9) stated that 9 0  achieve professional status, the occupation must be 

subjectively and objectively recognized as a profession". A universal perception of the necessity 

and superiority of the services is therefore a crucial requirernent. There lies however an inherent 

peril insofar as public t m t  m a group's good wili couId be seen as sufficient guarantee for its 

moral integrity. As Larson (1977, p.243) pointed out, the danger is that ultimately power and 

pnviiege c m  become "automatic warrants of supenor coqetence". Altnii~m has served the 

rmdical professionals well, f i d e r  enhancing t ' eu  status. The same c m  hardly be said for 

nursmg. Although nurses largely thmk of themselves as 'professionals' others do not recognize 

them as such Society, knowing iittk about their work, perceives nurses as working under the 

physicians' directions, following doctors* or&rs. Theu 'ferninine qualities* render seüiess 

dedication and self sacrifice more or less ;in automatic expectation (Adkins & Lw, 1999; 

Baioes, Evans & Neysmith, 199 1; Stewart, 1999). However, these qualities seem to be attnbuted 

more to their fernale nature, than 'moral superiority'- 

Autonomy 

The professional associations were organwd and operated by the occupational members 

themselves, with little outside interference in th& affkirs, but with 'state' protection in the form 

of laws. This trend had first stmed m Britain and was taken up in North America, as the United 

States and Canada began to organize theÏÏ civil societies. Thus professional men remained part of 

a niling elite. Once the cornpetition, which at the tirne included midwives and nurses, was 

efictively digated, medicine was able to develop its monopoly. As nrentioned before, medical 

dominance was partiy made posslbb through celiance on and incorporation of nurses' labour mto 

the medical work organization (Davies, 1995). Many of nursing's difncuities, which prevented 

nurses h m  achievhg fidi professional stanis, amse h m  their mabiüty to control their o m  

practices mdependently. This iack of autonomy led mto their subordmation to the niedical 

professionals and hospital administrators. As a 'paraniedical occupation' they began to exist in 

the shadows of these gtoups. Nurses kaa ie  the 'physician's ha&' (Ashley, 1976; 1997). 

Professionals, as the keepers of pri'vileged knowiedge, cm act as "agents of power by 



spreading the technocratic legitimation of domination and inequaüty" (Larson, 1977, p.224) 

which, m nini, ' tnaximises the self-govemance conceded to experts" (p.235). Johnson (1972) 

and Larson (1977) M e r  discussed social controi, as it is exercised by professions within their 

own memberships, where peer defined standards detennine what members deem acceptable or 

unacceptable, and what counts as 'excelience'. Training' happens through "hierarchicd 

observation, normaüzjng judgernent ad their combination in a procedure that is speciik to it, the 

examination" (Foucault, 1979, p. 170). Paradoxicdy, as mentioued above, exclusionary practices 

tend to protect the professionals more than their cliem. Specialization requires 'inside 

knowledge' to establish the 'rules' and monitor adherence and suitability to thern; outside 

interference is therefore effectively thwmed. Nursing kno w ledge was never perceived as 

specialized but largely as based in natural abilities. Nurses were and stiii are viewed as 

paramedicd staff. Workmg under the direction of physicians they use, to a large extent, the sarne 

knowledge base to carry out their work. Perceived as dependent on physicians and administrators 

they were largely externally replated by these groups - a legacy they are stil uying to shake off, 

as will be discussed later. 

Systems of rewards, then and now 

in earlier times professionals h d  k e n  'paid so they may work'. Concurrent with the 

other changes however, they increasmgly began to receive 'fee-for-service', which literaiiy 

means they were now paid for their work. Recent ph show chat about haif of the Canadian 

physicians support at least pamal privatization of health c m ,  which would lead toward an 

American style open cornpetition. These developments seem to indicate that an ideological shift 

h m  the noble 'calling' towards capitalist entrepreneurship is contmuously taking place. At the 

sa= time the physicians' traditionai status largely persists. Their rewards, m terms of money and 

privileges, contiuue to be widely regarded as weU-deserved symbols for work achievement. 

However, with mcreasmg consumer awareness and imprecedented access to specialized, 

previously mystifïed knowledge via the mternet, as weii as a devoivenient of responsïbility for 

health towards individuais themseives, physicians today are beginnmg to lose some of their 

elevated status. 



As discussed earlier, the notion of a 'work-ethic' in the f om of an 'aitruistic ideology' 

arose out of the ideals of professionalism and rraftsmanship (Elliott, 1970). 'Intrinsic' rewards 

were to be found m the work itself, a conditim likened to a 'vocaion or calling' which had to 

fulfill a c'civikbg function" (Larson, 1977, p.63), menning it had to Unprove the lives of others. 

'intrinsic rewards' contrat with the less prestigious bourgeois entrepreneurid ideai based on 

extriasic rewards, such as capital accumulation or sometimes saivation (see Weber, 1976). 

However, in the new capitalist societies, where muey and possessions became the status 

symbols, physicians had successfuiiy made the trmfomtion towards extrinsic rewards. Today 

'exerinsic' rewards, particularly monetary ones, are openly taking on greater importance, as 

physicians' recent strike actions and the ongoing negotiations around fees have shown. There are, 

it seems, some strong contradictions emerging in medicme around what counts as 

professionalism at this t h .  Nurses, on the other hand, to this day are expected to get satisfaction 

through self sacrinces and unselfistmess; discussing the topic of monetary rewards still sits 

uncomfortably with many of them in my expience. Yet they tao are changing their views as 

their ment job actions have shown (Fletcher, 2000a;b). 

Freidson, m his own earlier writmgs, maintaiued t b t  professionalization could becorne a 

potentiaily emancipatory coumerforce to the ever-increasmg 'manageriai control' and 

'rationalization' that organizes social Me (see Freidson, 197 1). More recently, however, Beiiaby 

& On'babor (1977, p.392) reported a generd trend with*professions, mcludmg medicme, 

toward 'proletarianization', whereby an "occupation is suipped of real ownership and its means 

of production and subordmated to capital". This view w s  is supported by Derber (1983), 

Larson (1977) and Mills (1956). In developed countries like England, Canada and the United 

States even doctors experience increasgig pressures to work for salaries in hospitds and other 

health centres which are often prïvatized, such as Heaith Management ûrganizations (HMOs). 

An ever larger 'bureaucratization' subordinates them as employees to institutionai empbyers, 

whose facilities and equipnients they use, as opposed to their customary, mdependently owned 

practices. Many physicians in the United States work for HMOs, which are profit drïven, and 

largely owned by private insurance companies. Despite a 'confiict of mterest' some doctors are 

also share hdders of these organizations. In the United States a two-tiered healthcare system with 



a state and a pnvate sector has always existed. In Ontario the King's Health Centre, which 

recently becam defunct, was an example of a simdarly organized institution, catering mostly to 

patients with private insurers as 'third-party payers' (Fuller, 1998, p.243). England too has now 

created a two-tiered health care system. Its main difference to that of the United States lies in the 

size of its private sector. In the United States the largest sector of heaith care operations is 

privatized, whereas in Britain the majority continues to be nui by the state. 

increasing outside control, directed at phy sicians' professional autonomy, is dso 

beginning to emerge. The recent attempts in several Canadian provinces, like Ontario and British 

Columbia, to geographicaiiy restrict k i t  tHrie practising doctors to rural or remote Northem 

areas are an example of this trend. So far these attempts have failed, as physicians fou@ back 

and won. They were less successful in protecting other areas oFtheir work. Despite their protests, 

nurse practitioners are now taking over some of the fimctions that had k e n  traditionaiiy 

performed by medicine. Overall it seems that the privileged social ciass of professionai 

physicians, whkh had arisen fiom pre-capitaüst institutions, then passed through a phase of 

specialized markets, is now headed toward uitegation mto the generd capitalist market system 

based m privatïzation md competitiou. At the srune rime, Iosiug some of their statu m@t drive 

physicians toward a more egalitarian position with other hedthcare providers, such as nurses 

(Fuller, 1998). 

The next section will focus on nursbg and the roIe gender played m its development, 

Even though low statu maIe occupations, surgeons and barbers, achieved acceptance mto the 

prestigious medical profession, the female heaiers had been unable to do so. Hence it seems that 

gender played a decidmg d e  m their occupational development. 

The Role of Gender: Nuisiag as a Ferninine Prof&onal Project 

Smce antiquity, religious institutions, as weii as the military, relegated care of the sick to 

rrien and worrien, ofien to match the gender of the cared for (Davis & Bartfay, 2201; Hamilton, 

1996). In earlier Christianity nuns and mnks pIayed an important role m nursing, even though 

saivation of the sou1 probably took precedence over other healthconcem at that tinÊ. This was 

m keeping with the lack of specialized aiedical knowIedge and an other-worldly orientation then. 



The 'gaze', splittiug body and mind, had not k e n  conceptualized yet and religion governed 

people's livzs mto the most mtimate details, Medicine, right fiom the start, was considered one 

of the full professions and as such historically male-domizilited and privileged. In contrat nursmg 

developed into, and largely remaius, a 'femaie' occupation. Women, as 'non-persons', did not 

have legal status of their own when the mvements toward standardization and member 

registration began. Unlike physicians nurses therefore were unable to achieve autonomous 

conml over their own affairs. 

As a consequence sorne authors view the role of gender as the most important 

determinhg factor in achieving professional status (Addey, 1976; Cohen, 198 1; Davies, 1995; 

Ehrenreich & English, 1973; Marks & Beatty, 1972; McPherson, 1996; Witz, 1992). Their 

d y s e s  are b d t  on the assumption that we live m a 'gendered world'. When using tbis type of 

framework, 1 believe it is important to make a distinction between red women and men on the 

one b d ,  and 'masculinity' and 'femininity' on the 0 t h  Davies (1995, p.21) suggests that these 

latter concepts are "cultural codes or representations of gender and, that gender ...p ervades our 

earliest experiences and shapes our sense of identity". It thereby structures how we relate to each 

other, not ody withm our personal lives, but Étlso m the public arena of work and politics. 

Simiiarly Comell(l987) sees 'gender' as an 'organizing principle' in society, yet he stresses that 

the global and local organizational patterns ofien difTer. Heap ( 1999) descnis the evolution of 

the 'Science of House keeping' in the Faculty of Household Science, into the 'Science of 

Numtion and Dietetics', at the University of Toronto h the first part of the 20th cenniry. It 

started out as a 'female project', nanual to women. Over t h e  it developed tiom relative 

hvisibility as a woman's turf mto 'hod science m biobgy and chemistry', which led to an influx 

of nren mto the field. It thereby becanue mcreasingly rnacufinized, ledmg to the eventual closure 

of the Faculty of Household Science as a separate department in the late 1970s. Acker (1999b) 

wams that focusing on women to the exclusion of mn, in areas such as teaching, will lead to a 

distorted picture. And Neste1 (2000) shows m her exploration of the recent resurrection of 

rnidwifery as a respectable discipline m Ontario, how the focus on gender issues h m  a 'white 

femEiist perspective' by its proponents led to 'bliodaess' towards other mequities, pamcuiarly 

regdmg etbaicity, race and ciass. 



Witz (1992) discusses the nineteenthcentury niedical professional project in terms of a 

"male project and a formof patriarchai exclusion" (p.80). Medicine's success, she States, was 

iargely d e  possible with the help of the ''pauiarchai state as institutionaiized male power. .. 
even though non-market domestic care was overwhelmingly provided by women". The result 

was a 'masculinization' of the emerging professions, from which che fernale 'healing' 

occupations were officialiy excluded (Ehrenreich & English, 1973; Witz, 1992). As they 

remained shut out, and sometirnes even prevented h m  legally pursuing their iivelihoods, groups 

of female practitioners began to aspire towards their own professional status. In response to the 

'male' professions, the histocicaiiy less prestigious and mare folkbased occupations of midwifery 

and nursing underwent a systematic 'feminization'. in turn they started to exclude male 

practitioners and thereby became 'naturaiized' as 'femaie occupations' (Davis & Bartfay, 200 1). 

At the same time other groups of women coneinued CO fight for and eventuaily began to achieve 

inclusion mto the male professions. However, frequently the price they paid was to adopt 'male 

standards' and many began to distance themeives tiom, and in tum to oppress, other womn in 

the lower status female occupations they worked with (Ehrenreich & Engiish, 1973). Others 

began with typically ' f e d e '  interests, such as 'househdd economics', descnïd above and 

developed over the years as a recognized and important academic subject recognized by both 

genders (Heap, 1999). 

Nursing is often cIass%ed as a serni-profession. in contrast to professions, semi- 

professions are "occupations which are located witfiin bureaucraties and in which women 

predominate" (Witz, 1992, p.0). They are characterized by more extemal control and thought to 

have a less exclusive howledge base. GaskeU (1983) maintains that, although female 

occupations are generaily viewed as needmg less training and fewer cognitive abilities, ''jobs m 

which women predominate require as much formai sçhooling and as muçh 'cognitive 

coqiexity' as the jobs m w k h  men predombte" (p.13). Hence she sees the issue not as a lack 

of women's skiils but as a Iack of reward hr and recognition oftheir skilis. Heap (1999) makes a 

simiiar argument. Because facuIty and students in household economics originally were female 

they lacked the same recognition awarded to maIe dominated deparrments. Considering the 

historical as well as current situation this argmmt seems to hold aie for nursiug and secretarial 



work, largely deemed to arise from natural femaie quaiities. Teaching is often included here. 

However this issue is more complex as there are relatively more men m teaching, particularly in 

the higher grades (Acker, 1999b). The activities of the 'female' diipünes also mostly take place 

out of the public view. To make their work more visible Davies (1995) concludes that a 

distinction needs to be made between care giving as the unpaid caring performed by women in 

the home, and 'care work' as the professionai caring performed in the public arena This is also 

a .  issue chat contemporary nurse theorists are aware of, as they are forrnalizing nursing as a 

science and an art through the development of nursing's own distinct body of knowledge. 

For the reasons discussed before nurses were more ükely to treat the poor, whereas the 

medical profession too k care of nobility and the rick In addition nursing had lost its 

respectability even more with the advent of Pro testmuitism This retigious organization had no 

equivalent to monasteries and convents -- its believers viewed illness as resulting €rom a Iack of 

divine grace -- hence as an embarassment. in the secularized Protestant societies, tending the sick 

and dyi~g outside the home was therefore perfomed by lay people of low statu -- mainly 

women with often doubtful 'mord' reputations (Hamilton, 1996). Marks and Beatty (1972) 

discussed some of the d e s  that hospitals had Mposed m the middle of the 19th cennuy on their 

nursmg staff. They forbade dninkenness, quarreling or brawling and decreed that 'ho dirt, rags, 

or bones may be thrown kom the windows" (p. 159). The poor quaiity of nursing at that time 

largely expIains Nightingale's preoccupation with the 'moral character' of her nurses, as she tned 

to rehabilitate the occupation to beconie a respectable vocation. In societies that rernained 

Catholic c m  of the sick and destitue continued to be Iargely practiced by religious orders and 

never reached the same low points. Eventuaüy som of the protestant religious organizations 

became involved m nursmg's rehabilitation, Iike the St. John's Houe in London m 1848 (Marks 

& Beatty, 1972). 

Around the middle of the nineteenth century, after an unsuccessful atternpt to join the 

male niedical professions, some nurses began to launch k i r  own 'female professional project' 

(Witz, 1992). They thereby amied for licensmg and regktration. Under the leadership of 

Bedford-Fenwick m England, during the latter halfof the nineteenth century, a group of nurses 

tried on their own to become mdependent professionaIs, snnilar to doctors. However, another 



nursing leader at the time, Fiorence Nightingale, had very different ideas about what activities 

she considered appropriate for wornen. Of high social statu herself, and in keepmg with the 

proper image of a 'lady' m Victorian society, she perceived women to be dependent on men and 

m need of their protection. in her mind female respectability was mcompatiile with the role of 

autonomous professionai and gender equality. Accordmg to Marks and Beatty (1972) she was 

indifferent to 'the rights and wrongs' of her own sex. However she 'Tek a burniug anger at 

needless suffering" (p.161). They cited her maintainhg that 'hursing should not be a profession, 

it should be a calling" (p. 174)' emphasizing altruism over autonomy, even though both 

characteristics were typical of the classicd professions. She was therefore opposed to the 

'registration tnovement' which aimed for independent nursing practice, as she understood 

nursing as a learned occupation 'naturally' suited to women. 

A Nightingale nurse 'kmbodied the very spirit of fernininity as dehed by sexist 

Victorian society" (Ehrenreich & English, 1973, p.37). 'Good character' was ernphasized over 

abilities and skilis, cnteria the medical profession h d  shed by then in favour of its specific body 

of knowledge and cornpetence. Supervised by mtrons, who themselves were members of the 

middle classes, the mainiy working class women who comprised the nursing workforce were 

taught Victorian societai values and were required to iive by them Hence Nightingale's ideas 

about rehabilitating the nursing occupation resembled more a project of social reform of nurses 

than professionalization as it was sought d e r b y  Bedford-Fenwick and her foilowers. At the 

same tirne she organized nursmg as a hietarchicai system simüar to the müitary model, m which 

the practicing bedside nurses lemed docility and had to foUow the orders of the matron, as well 

as those of the male physiciam and adminisuators (Cohen, 198 1; Fak-Rafael, 1996). 

It seems that many influences h m  that tmie hger  on to this &y, especially the 

hierarchicai structure of the occupation. UItimateIy Nightingale's vision predominated in how 

nursmg was rehabiiitated mto an organization suitable for women. RespectabiIity was achieved at 

the cost of decision making and autonomous conml in professional matters. "By entering the 

male and physician dombated institution of the hospitai, nurses and nursing fonned an aliiance 

with the medical system"(Cohen, 198 1, p.6). Derber (1983, p.318) describes this amangenient as 

a Taustian Pact" and a f o m  of 'Cdeobgid pro1etarianization"- Fteidson (1971, p.802) observes 



that 'hursing became a subordmate part of the division of labour within [the ùierarchy ofj the 

medical profession", by largely carrying out the work which its own practitioners considered 

undesirable. Thereby it becarne a 'paramedical' occupation, subordinated to medicine. Freidson 

M e r  states that, in the societal context of the tmie, nurses' collective aspirations for 

professionalism '%ar a definite relation to and are in many ways vitiated by their subordmate 

position in this divisiou of la bour... Nurses, as handmaidens, gained statu, wùich coincided with 

the social status of womn at the tirne, subordinated CO 'male' doctors and hospitai 

administrators" (p. 807). 

It is easy to critique in hindsight.Yet, what appears to us now as obvious discrimination 

had a very different meaning theu As women at that th did not possess civil rights they were 

legaiiy dependent on men. Unable to negotiate for themselves, they had to work, behind the 

scenes, through 'male power' -- husbands, htlzers, brothers, and Eriends (Witz, 1992). Cohen 

( 198 1) states that Nightingale achieved her own goals through manipulating po werfd men, while 

she remained in the background. Bedford-Fenwick tao used this strategy. Since professions were 

origmally defhed m the framework of ' d e '  professionalism, Cohen (198 1) states, the 

'masculine' carne to mean professional knowledge and coqetence, whereas the 'ferninine' 

values, such as numirance, were seen as 'unprofessionai'. Reason was, and continues to bel 

valued over emotionor what is associated with it. Even though the slune standards that applied to 

the male professions also appiied to the femaie occupations, in many respects they produced very 

dif'ferent results. Like her 'male' professional counterpms hari in the kginning, Nightingale 

envisioued nursing as based on 'altniism' and 'intrinsic rewards', "a dedicated calling, a h  to 

religion with little importance attached to status and [extemal] rew ard" (Witz, 1992, p. 13 1). 1 

h d  it mteresting that the notion of 'calling' for male prokssionals resulted m an elevated social 

status based on b r a i  supenority'. For femaies however, associated with what society at the 

tmie held as 'womanly vimies', 'calhg' resuited in expectations of subservience and invisibility. 

This division, attnbuted to malelfemale characteristics, exemplifies the impact the consavct of 

'gender' has, as a 'dividmg practice' (FoucauIt, 1982), which wüi he discussed in the next 

chapter. 

Accordmg to Ashiey (1997) nurses îhe1115elves have historicaily viewed self sacrifice for 



and support of, not ody patients, but &O other groups m the healthcare fieid as 'moraily right'. 

'T'kir economic exploitation and theu subservient mle have been universally accepted. 

Institutions and Iaws kept them in h i r  powerless position" (p.40), due CO the view of women and 

family beld by the dominant bourgeoisie m Victorian society. Stum (1993) descnïs  "me 

wommhood" as based on four cardiozil virnies: piety, purity, subrnission of self and domesticity. 

In keeping with this picture "the nurse was exxpeted to be utterly pure, self sacrificing and good" 

(p.20). The physicim, as the visible, knowledgeable, professional authority, waç often Xkened to 

the 'farher'. The nurse, working behind che scenes, caring for and nurturing doctors as wefl as 

patients, repsented the 'mother'. Their dependent chiid, m need of 'cure' -- based on 

authoritative knowledge -- and ' c m '  -- based on womaniy qualities -- was the patier?t. The 

'hospital family' reflected the ideai of the Victorian fmdy, a view on which our health crire 

system became established (Ehrenreich & English, 1973). 

Ia Victorian Englaud che voluntary (publicly b d e d )  hospitals "provided the institutional 

skll  for the mdernization and refom of aursing" (Witz, 1992, p.137). This arrangerrient with 

its on-the-jobtraining produced a "symbiotic ~Iationstiip between hospitals and nursing labour" 

(p. 166). Apprenticing nurses worked Iargely for f?ee which led to widespread exploitation, a 

practice that panicularly in the British system persisted ta this day, as Davies (1995) reports. 

Nurses fuactioned under the authority and leadership of the medicd professionals, carrying out 

their orders. Reverby (1987) idenùnes the silencmg of the femaie voice in a world increasmgiy 

dominaced by rational mide values as the reason for nurses' difficult position. Parado?cicaüy they 

were expected -- but not respected fiir doing it - to work from the vaiues of a femniine identity. 

Physicians and hospitai administrators tùrther expanded on Nightingale's assumpuons about 

femniine qunlities. They ugued successfuIly that, due to 'naturai' wornanly v h e s ,  a good nurse 

was ?mm, not W. Yet they ignored the other side of Nightingaie's position that nursmg was 

also a leamed discipline. She herselfbad never greatiy eiabotated oa  this issue, as she lefi the 

nmning of the St. Thomas Scbol of NUTSÜI~, once it was established, maidy in the hands of the 

hst  matton, Mrs. Wardmpr. The resuit was that "nurses were to be trained while physicians 

were CO be educated" (Doering, 1992, p.28). This arrangement aiso helped maintain the sharp 

division and hierarchy anmngst the by now University 'educated' physicians and hospital 



'&aine& nurses. 

It cornes as no surprise that, dong with Nightingale, hospital administrators were the 

main opponents to the 'registration' rnovement of nurses. When registration Cinaily came about 

m the early twentieth cenhuy nurses, unlike their medical counterparts, were unable to obtain the 

same degree of institutional control. The state could annul or modq  any rules since women were 

at that tirne still 'non-persons' without legd status on their own for roughIy another ten years. In 

the countries discussed here they achieved legal status around the 1930s. In England, thanks to 

Nightingale's legacy, the schools of nursing had k e n  endowed. Nurse educators in that country 

were therefore able to maintain same degree of autonomy and conml at least over their 

curriculum. In North Amenca however, where endowed schools were lacking, hospital 

employers, not the members of the occupation themselves, remained the gatekeepers for 'the 

production of producers as well as the production of knowledge', as they provided and controiied 

nurses' apprenticeship training. Due to the legacy of nineteenth century 'science' women were 

thought to be ernotional and incapable of reason. Male supenision was thereby ideologicdiy 

justified- According to Ashley (1997, p. 124): T h e  Iogic has been that because nurses were 

women Iimitations and boudaries had to be placed on their behaviour and actio ns... our laws 

reflect more about our roles as women than ... professionais", an iilusuation of how the persona1 

is ktricately mteawaied with the public image. The various discourses about gender were 

ultimately responsble for the mability of nurses, and other f e d e  occupations, to main 

autonomous professionai status equai to the maIe professions. 

Ashley (1997; 1976) ctaims that, until the Depression, North American nurses had Little 

choice but to work in private practice. As hospitais on this continent were mostly staffed with 

unpaid students versus the paid labour of trained graduates, there were few institutional jobs for 

them after trainmg. McPherson (1996) and Wagner (1980) however see pnvate practice as much 

more desirabIe than institutional employnient. They report that, untike theu British counterparts, 

who worked m a much mre institutionaiized system, graduate North American nurses had 

remained largely independent. McPherson (1996, p. 14) k e n s  the eventual employrnent by 

hospitais, mto which nurses were forced by the increasing ~titutionaihation of health care, to 

"driving the peasantry of the Iand in the 18th and 19th centmies", She, dong with Benaby and 



Onibor  (1977), maintanis that North American nurses who fonnerly were "independent 

producers" thereby became more like "skiRed workers or tradesmen" md hence, like these 

groups, increasingly 'pro!c:arianized' and subject to institutional bureaucratization, Today iyhere 

is a new resurgence of entrepreneurialism (Hamilton, 1996) as many nurses, disenchanted with 

how they have been treated within the institutions, are trying to establish their own independent 

practices. At the university where 1 teach there is a new credit course regardhg how nurses c m  

set up th& own practice. 

Nightingale had created the nursing occupation after the hierarchiçal mode1 of refigious 

orders and the military. in light of its history this organization of labour must have seerned 

' na tud  at the t h e .  The matron presided over and controiied the tank-and-file bedside nurses. 

Wlthin their own professionai projects nurses used the same exclusionary and controhg 

strategies as their male counterparts, hhley (1997) and McPherson (1996) diicuss how, due to 

this legacy, many practices in nursmg effectively discri-ated against those of lower status, 

wornen (and m u )  of different racial, ethnic and sometimes class ongins. in Ontario Stuart 

(1999) descnis  the division in perceived status between public health nurses and those 

employed m hospitals, which translated mto much more autonomous practice of the former. 

Whïie hospitai nurses received 'hands-on training', pubiic health nurses were educated within the 

University of Toronto through a one-year certitiçate progrm. in Canada to this day (see Hardili, 

1993) there are smng hierarchicai formations in institutions with white Canadian born nurses as 

a f e d e  elite and representatives of other races / ethnicities mainly occupying the lower end 

jobs. In midwifery (Nestel, 2000), which recently became a university-educated professional 

disciplnie m Ontario, there exists an rilmost to tai exclusion of anybody other than white Canadian 

borne woma In the next section 1 will look at contemporary nursmg that had arisen out of this 

historical context. 



Nursing Toàap 

Occupationai identities are transmitted in various ways through corriplex power 

mechanisms based in assumptions, traditions, values and beliefs. Conne11 (1987), as weil as 

Davies (1993, see these mechanisms as deeply embedded in the 'gendered' organization of our 

societies, where the 'rmsculine' and the 'ferninine' are constnicted ia b i n q  opposition and 

treated as mutuaUy exciusive. Tbe image of the nurse as the 'self-denying mother' who went to 

the first worId war for k r  country was exploited by various groups, such as "the Canadian Red 

Cross, the emerghg welfare state, and contemporary nursing leaders, who di had reilsons to 

enhance thLs imagery to fuaher their own go&" (Stuart, 1999, p. 17 1). She became the powerfid 

figure who wouid Save rhe world from barbarism However, Stuart founci that besides this 

romanticized, patriotic version there wsls another side: It mvolved adventure, o v e 1  and a good 

time, perhaps even an dtemative to the constraints of miuriage for sorne, Many nurses obtained 

esteenied public heaith nurse positions after the war was over. Today the image of the nurse stiil 

harks back to the vision of the ferninine held at the cime o f  the Nightmgale re fom.  Nursbg 

continues to be widely perceived, even by sorne of its own leaders, as based on f e d e  'character 

uaits' (Chafey, Rhea, Shannon & Spencer, 1998) rather than on h o  wledge and responsibiIity. 

Kalisch & Kalisch (1987) conducted snidies of the public's view of nurses in the 1980s. The 

authors found that the mani ideoIogicaI idea m the case of nursing remahed the 'natural', 

gendered division of labour, which casts nursing as 'femmine' work. They maintain t h ,  "the 

image of bedside care re& the cohesive elemnt in the nurse's identity and it appears rooted 

m the conception of nursing as a seEf-subordmating, giving, numrring, quhtessentiaüy femniine 

activity with the powerfd residual appeal of the self-sacrificing angei" (p.3). 

Aber and Hawkms (1992) perfornred a content andysis of advertisements appearing m 

health carejournaIs. They found nurses were mstly poarayed as passive f e d e  'sex objects and 

handmaidens', whereas doctors were aImost always shown as male and active 'serious 

professionals'. Porter, Porter, and Lower (1989) recomniend empowerbg nurses and improving 

comrmznication to enhance nurses' self perceptions. MacPhail(199 1, p.60) States that "although 

the image of nurses and nursing may be changing to overcome the 'sex object' image that still 

exists m the mass nredia, the chlinge for nurses is to change both the mternal and externa1 



images of nursing to promote the 'careerist' image". She too betieves that ody nurses themselves 

can do it, Curtin (1996, p,322), on the other hand, clairns that "the real problem isn't that nurses 

are portrayed as sex objects, but rather that nurses are portrayed as norhing but sex objects". Both 

authors refer to television shows in which nurses are usually shown as 'mindless bimbos' who 

never do anythuig but fürt and look pretty. They help1essIy panick m emergencies, and usudy 

their onIy action is to seek the heIp of a doctor. Physicians too, she feels, are portrayed as sex 

objects, yet they, unlike the nurses, are also competent and act autonomously. in recent years 

nurses' images in some of the shows are now improving. M e r  much Io bbying of the media by 

various nursing groups, 'ER' and 'Chicago Hope' depict nurses as competenr and decisive, yet 

stiü subordinate to physicim. 

Davies (1995, pp. 60,dl) m;ùntah that the seeming 'autonomy' of physiciûns in reality 

"tums out to require considerable work by others and without this work it cannot be 

sustained ... Nursing is the activity ... chat enables medicme to present itself as isculind rational 

and to gain power and privilege of so doing". The submissive and supportive role of nursing 

shoring up medicd practice continues to this day, yet remains largely unrecognized for what it is. 

Mi& (1956) discussed white-coiiar ah, the secretaries in his tirne who, like 'shecroppers' 

who have no part of ownership in the land, worked for male bosses and propped them up. They 

did what was necessary that facilitated their bosses to succeed. in the process they seerned to 

substitute their careers for 'mariage'. Mills compared their climbing the stairs to the office to 

climbïng the stairs of a nunnery, as they dedicated their iives to facilitate their bosses' careers. 

Bellaby and ûriiabor (1977, p.8 15) ascrii the pubiic's perception of nurses to the 

''social organization of labour" within institutions. Nurses are seen as 'Hinctionary" rather than 

professionais. In hospitais they perform a series of tasks 'hot the totaI care processn- In addition 

their 'pretensions to professionalism are undermnied by their mability to close nurshg to 

untrahed recniits". The mechanism that leads to the erosion of boundaries - or prevents kir 

establishment in the fist  place - seems to be the easy breakdown of nurses' work kto 

speciaiized tasks. While some types of specialization remit m an mcrease in status ( e g  heart 

surgeons, neuroIogists, nurse practitioners, ciinical nurse specialists), speciaiization in tasks, 

rated as 'technical performance', has Ied to deskihg for nurses. The différence is that 



'professional qeciaiization' is based on an exclusive knowledge base which, within our 

technocratie society, usuaily consists of m m  lcind of 'scientific' technoiogy. Specialization of 

tasks however which cm easily be lemed, facilitates 'proIetarianization' and 'deskilling', when 

it is beiieved that these discreet actions cm be perfonned successfdiy and much cheaper by 

minimally trahixi workers. ThÊreby work gets " a s d a t e d  to the bmad worIang class under 

capitalist labour conml" (Derber, 1983, p.333, from an exclusive market into the open market, 

Ashley (1997) discusses the devaluation of nurses' work as it persisted thrrughout the 

twentieth century. She too believes it to be rooted in nurses' mability, unlike their rnedicai 

coumerpans, to create specialized markets. From the start "the open m k e t  concept applied in 

nursinp where 'sutmurses' were giving c m  to the poor, hence were encouraged to compete for 

jobs" (p.228). Sutmurses, as minimaIly traiued hospitai employees, seemed to be the 'unregulated 

workers' of the the. During Worid War II Registered Practicd Nurses (RPNs; at the time they 

were caiied Registered Nursing Assistants, RNAs) were introduced as d e d  for nurses rose 

over supply, The RNAs received trainmg that was a shortened version of an W ' s  and focused 

more on technical performance, less on the underlying theoreticd rationaies. RNA were 

required to work under the guidance of an RN, extending the hierarchy. One of the min 

mechanisms of today' s resmcturing is once more the further 'deskilling' of nurses' work, which 

led to massive Iay-offs, increased work-Ioads, and repiacement of nurses by lower-skilled 

workers, thereby producing even m e r  stratification of nurshg jobs. 

Like KaIisch and Kalisch, more recentiy, Gordon (1997) too atmiutes to media 

stereotypes the fxt that patients go through hospitals, 'seemingly without the benefits of nursing 

cm'. Physicians, she claims, are Iargely credited not only with 'aü of the curing but a h  for 

much of th caring'. They are seen as responsibie for successes and failures wiihm the heaIth care 

system, while nurses continue to remain mostly invisible. Examining s o n  of the underlying 

reasons responsible for these persistent stem-typicai portrayais Gordon draws attention to the 

hard-news coverage of heaith care in the media Newscasts are o v e r w h e ~ l y  dorninated by the 

daily reports on niedicd research hd'nigs, whereas nursing research is seIdom nientioned. When 

kdthexperts' are publiciy quoted, they are a h s t  always physicians or policy anaiysts, rarely 

nurses. Even iay-offs m nursing are t r i d k d  and demi m terms of labour disputes rather 



than issues affecting health care serioiisly. She concludes that, whereas physicians are seen as 

professionals, nurses and tùeir work are usually not appreciated ni a proiessiond sense by the 

public. Like m Nightingale's tirne they are perceived as isdical support personnel, who 

characteristicaliy possess nurturing qualities. It seems the configuration of players has not 

chringed significady since the time when modem heaIth care began to be organized 

As long as hospitais provided the training, emplo yers and doctors detemined its content 

and standards, the 'cognitive baset. Many nursing leaders fought for control over nursing 

education smce the beginnings of the modern discipline. in 1929 Mary Adelaide Nutting, an early 

nursing leader in the United States, expressed the wish to place SchooIs of Nursing m n g  the 

"professional scbols of the universities". She believed that "university education wauld 

strengthen, energize and enrich [nursmg], to detiver it fromsome of the benumbing effects of 

conthuous routine" (cited in Church, 1990, p.6). Another early leader and nurse theorist, 

Virginia Heuderson, is well hown for expressing a strong dislike for the 'army-style' training 

employed withnl the hospitai nursing schools m the early twentieth century. Yet ody  in the 

seventies was nurçinp education traasferred out of hospitais into community coileges and 

universities in North h r i c a  on a larger scale. In Britain this process stmed even later. The 

ongoing push for the baccaiaureate as entry to practice has fïnaily ppayed OR. After all these years, 

m C d  at least, it fmally became legisiated alniost universalIy. 

Nurse theorists have long recogked the difficulties nursing experienced due to its Iack 

of distinction from other health care occupations, particularly medicine. Generally it was argued 

that nursing practice consists of 'independent', as weil as 'dependent' fumions in which nurses 

collaborate with the rriedicai professioa By separating the independent fiom the dependent 

actions nursing scholars uy to iden@ the concepts and activities unique to nursing. Thereby 

they are ai* to delkate  a ditinguished domain of nursing practice. Additionaiiy, m an 

attempt to promte a mire egalitarian s t a t u  amongst the parties concerned, the '&pendent1 

functions have recently b e n  renamed as 'mterdependent'. These masures wuld be seen as 

attempts to develop a 'counter discuurse', nusing's own 'regmies of truth'. In their dependent / 

mterdependent capacity, nurses contmue to bUow the physician's orders- This mle is the mire 

visible one and has, for the most part, shaped public perception. Tt was the main focus of 



education until now. Its educationai material, based m the bio-medicai model, was often taught 

by physicians in earlier times. Today nursing cmicula are still mainiy structured around the 

medicai specialties. The independent nursing function emanates from 'nursing science', which is 

about humans as holistic bemgs. Recognizing the Iimitations of the bio-medical mode1 m issues 

of 'caring', they are trying to put the 'subject' of the patient back into the 'objectivised body', 

that had becorne invisible to the medical 'gaze' (Foucault, 1973). Nursmg's focus is therefore not 

on the classification of disease but on the patient's experience of iIlness, In their independent role 

nurses are concerned with the nurse-person relationship with patients, that promotes their 

healing. Currently nursing scholars are uying ro build up this 'body of knowledge' to increase 

nursing's autonomy and efficiency. 

Newmsin (1990) discusses the two aspects of nursing as "professional nursing and its 

technicai counterpart''. She descnis the technical roIe as "perfoctnance of repetitive tasks 

prescnid by and under the surveillance of a [recoaed] professionai authority" (p.49), usuaiiy 

the physician. Sandelowski (1991) explores in a btoricai study how acts involving technology 

were controiied by medicine, such as temperature and bIood pressure. Nurses would obtain and 

record the numbers, whiie physiciaus interpreted the readmgs. With many tests and neatments 

nurses were responsible for settmg up and d i i t l i n g  equipment and the before and after care of 

patients, while physicians would perform the acnid procedure with the nurses assisting. These 

practices continue until today, especiaily m the case of new procedures. Assisting in this type of 

work too requires specific knowiedge and judgrriient In the c a x  of nusing, which deah with the 

complexities of people's lives and heaith States, it is also very important, The systematic process, 

the performance guidelines, the place and time at which the mterdependent tasks get camed out, 

are ail determined officidly by a professional or institutional aurhority other than nursmg. These 

issues wiil be discussed m more details m comection with the 'restnicturing discourses'. 

Historically and today, 'visible' hospita1 nursnig was and is rnainiy comprised of this type of 

work (Gordon, 1998). Newman further explains that occupations performhg fiinctions under 

someone else's authority are easïiy perceived as replaceable by others. 

Since the 1950s nursmg scholars devetoped theories to guide nursmg practice. Men, 

Kerr and Jensen (199 1) see it as a priority issue to be deait with. Fawcett, Watson, Neuman, 



Hmton Waker, and Fitzpamck (200 1) t a k  about integration of theory, mquiry and evidence to 

develop nursing's body of knowledge. The eariier theonsts relied on natural science-based 

models, similar to medicine's bio-rnedicai model, as they too focused d y  on health probiems. 

However, they always also uied to encornpass patients as whole persons with mdividuai 

responses to the manifestations of disease. in order to enhance and expand the distinct knowledge 

base for nursmg Newman (1986)' as weii as Watson (1985)' Benner (1984), Leininger (1981) 

and Parse (1981; 1992). c d  for different paradigms of nursing practice with a person-onented 

rather than a disease-oriented focus. Their theories are based primarily in hurnanism, 

e.ristentialism and phenomenology versus the natural sciences. These paradigms emphasize the 

relationcd process of 'mutuality' and 'partnership' with clients, to distinguish nursmg fiorn the 

'expert' parternaiistic approach of conventionai medicine. They are distinct frameworks that 

express nursing's uniqueness through its primary concern with the 'whole' person and serve as 

the groundwork for an mdependent 'cognitive base' (Fawcett et al, 2001)' as nurses are trying to 

put the 'subject' back into the discourse on health. As this approach deiineates nursmg fiom 

medicine, with a distmct body of knowledge relevant ethicai theories and an authentic nursmg 

culture should follow. Nurses thereby create their own 'regimes of tmth', features of 

professionalism chat have been identified as previously l achg  m nursmg. 

Leininger (198 1) and Watson (1985) theorize caring as king the 'essence of nursing '. 

Benner (1984) discusses caring in more empiricrtl terms, as it is Lived and expressed through the 

nurse's actions and largely acquired through pracucai experience. Their conceptualizations of 

'caring' provide theoreucal underpmnings that attempt to express nursmg's uniqueness. 

Noddings (1990, p.406) applaudes the 'carmg' theorists: "In affirming caring as the centrai 

concept m nursing ... its smggle is inspiring to aii  feminists engaged m the examination of 

professionalism". Parse (198 1; 1992) conceptuaiizes nursmg as focused on the patient / person 

and his/her perspective of health and quality of He. Clients clarify their own rneiinmg and vision 

of hedth, while nurses skilfùiiy, and without imposing their own views orjudgrrients, guide them 

as they move towards its realization. The 'subject' is thereby remtegrated into hisher healing. 

Withni these frameworks the patients, even though they need nredical and nursmg c m ,  

are seen as îhe 'experts' of theù own lives (not the disease itself), hence are respecteci as parmers 



in dl decision-making. Due to each individual's uniqueaess n o m  c m  not express the whole of 

health as seen from this perspective. Parse's theoq is the basis for 'patient-foçused care' (Spee, 

Chua, & Nose, 2001). It is currentiy behg mtroduced, as part of the restrucnrrlag process, to 

nurses at a major acute care, teachmg hospitd as well as a long-tenncare facility in Toronto. in 

the last few years Watson's and Benner's theories have also been dopted by several institutions 

in the city as bases for their 'caring' phüosophies. In the bureaucratie healthcare institutions these 

philosophies can be located m the discourse of 'quaiity management systems' which was recently 

introduced mto industrial production as weii as pubk sector areas, including hospitais. The aim 

is to bring about continuous irnproverrient in products and services. 

in everyday life, however, the mjority of nurses continue to practice from what they c d  

'common sense' -- maidy based in the medicd science mode1, which they were taught during 

theu training. The perception of its superioriry largely persists. W e  nursing theuries are k i n g  

devebped and mtroduced into curricuIa and work places, it seems that educaiion and practics 

themselves are slow to change. The occupation in m y  way s seems to remain mired in the 

subordinate image of nursing. Mtruism towards the clients served is appropriately one of the 

unquestioned expectations in which the occupation is based. Ho wever, Ashley encourages nurses 

to question the 'moral righmess' of ixmg self-sacrificing and supportive of ocher groups m the 

hedthcare fieId, 'Their [nurses'] economk exploitation and subservient role have been 

universally accepted" (Ashley, 1997, p.40) thereby keepmg nurses m their present Iow-statu 

position. Obedience to superiors continues widely to be taught as an unquestioned Wnie in 

nursing's educationai system. 

In ihe socidization of new practitioners the kst hierarchy - and this applies to ail 

occupations - is created due to the knowledge difemtial between teachers and students and sets 

the tone for future htra-occupational relationships. This hierarchical ranking seems especially 

pronounced m nunhg, perhaps due to its mots ni the military and retigious convrnts and later 

the Nitingale mdeL As Beleiz (1990) and McGregor (1996) elaborate, students are expected 

to be subordmate to the teachers' pater expertise, a system h t  £iiters d o m  into the workplace 

and produces acceptance of an krarchical order within the occupation itseIf, determinhg and 

heiping to ensure accepted standards. Through this niechanism the stam quo tends to k 



reproduced, favouring confomity over creativity: a necessary feature to preserve standards, yet 

also sufling novel ideas whichcould lead towards an expansion of knowledge. 

Buiiough and Bullough ( 1984) explain nursmg's persisting intra-occupational division as 

a consequence of past educational practices. As nurses, und recently, did no t have their own 

graduate programs any nurse who desired furrher education had to obtain it at non-nursing 

institutions, such as Teachers Coilege in the United States or the Ontario Institute for Studies in 

Education 1 University of Toronto in Canada. Thereby education outside of the occupation 

removed these nurses tiom the bedside. Yet, upon graduation, they took on positions of 

supervising and educating bedside nurses. Many of these eiite nurses had done little actual 

practice during their careers, as they might have mved straight through their educatioa M e r  

graduation they were expected to lead and teach nurses in work to which they had little 

connection. Buiiough and Builough (1984) believe that m y  nurse educators &O uncrïtically 

transfered teaching mdalities b r u  grade school to nursmg education without modification, as 

they were familiar with this style. Some of these strategies undoubtedly were better suited to 

teach children than adults. They led to a prescriptive approach to teaching, versus one centred on 

problemsolving and critical thinking. Thereby they helped produce the docile nurse who foiiowed 

orders unquestioningly. Bedside nursing, on the other hand, remained at a basic level without 

opporhmities for acquiring and creating an expanded kno wledgebase that could be of practical 

value to its practitioners. Despite many nursing leaders now king educated m graduate nursing 

schoois, prescriptive protocois are still used today. In my opinion they represent barriers to 

nurses' creativity in providing more imghative nursing care. They also have a 'dumbing dom'  

effect, as nurses' knowledge, often acquired h u g h  experience, is underutilized. The lack of 

muruai understandmg amongst nursing elite and rank-and-& nurses might be attributed partly to 

these hierarchical practices, 

Cohen (198 1, p. 140) demis  some of the contradictory educational practices in nursing 

schools chat are stil l  gomg on. Student nurses are told, 'you are responsi'ble and must be perfkr; 

you are autonomus, yet follow orders and policies and make no trouble". She cites Group and 

Roberts who, m 1974, pleaded for nursmg '?O fiee itseif h m  riie 'ghost of the Crimea' [the 

demand for traditionai obedience and subservience tbat began with Nightingale] ... Subsenrience 
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and professionaüsai are amithetical" (cited m Cohen, 198 1, p.141). Cohen (198 1, p. 16û) 

proposed altering the educational system to eiiminate enforced dependency and the stifiing of 

resistance as "a step in the direction of effective socialization" toward professionalisrn A few 

years Iater Watson & Bevis (1989, p. 101) explored some of the inherent tensions within nursing 

curriculum framworks. They found that "criticai thinking, analysis, judgment, integration and 

synthesis" are mteliecruai goals; yet "socialization happens largely in the traditionai medicai 

paradigm", where nurses foUow orders. They observe that school issues, particularly in diploma 

programs, remiim mainiy 'technical'. ïhese subjects deal largely with the best means to create a 

certain set of behaviours, versus "practicd, [as] the creation of conditions for criticai retlection 

and argumentation". As an alternative they propose the 'caring curriculum* (Bevis & Watson, 

1989), which is now beginning to transform s o m  of the educationd approaches to nursmg in 

institutions like Georgian CoUege in Barrie andYork University in Toronto. Their mode1 

promtes a 'lemer-centre8 approach to teachg, with an emphasis on critical thinking and 

reflective practice. However, in most other educational institutions little has changed. 

MacPhail(199 1) sees educational strategies as important in buiIding up nurses' intemal 

images of themselves. McGregor (1996) recently examhed educational practices within a 

cornrminity coliege located m Southem Ontario. In her groundbreahg study she focused 

parti&ly on how 'failure' is socidy consmcted. She found that education continues to be 

aimed toward deveiopment of the 'ideai, stylized nurse' and that "subordination is sustained by 

ehe medicai profession, the health care system and right-wing social policy" (p.339). During the 

educational process the students' confidence gets u n d e h e d ,  their individuality and creativity 

suppressed. limefore, she concludes that, "confidence building rather than information 

building should be the main goal of education. in order to change the system nurses need to 

Ieam how to 'transform', rather than 'conform' and "tto break out of the dedication-domination 

dance" (p.340). The individuai and collective perils that are inherent m this 'dance' need to be 
I 

understood as problematic and changes need to be dùected towards the structures and institutions 

that support it, Cricical thinking was not part of the schooi's program at the tinu= of the study. She 

too sees Iiïratory possibilities in Bevis and Watson's 'caring cunicuïum'. 

SimiiarIy Baneb (1997, p.4) calls for "transforrning the [nursing] disciplnie mto a 
1 



leamhg process m which students are centrai participants in creating meaning and in discovering 

and articuiating the practice of professional nursmg". Bedard and Duquette (1998) examined the 

notion of 'professional selfconcept' as an important factor of nurses' abilities to adapt to changes, 

as weU as in the maintenance of their health in the workplace. They too identifj strntegies of a 

supportive, caring environmnt in educational institutions and workplaces as positive impacts on 

nurses' seif esteem. They, iike McGregor, cal1 for studies of the relation of self-concept to 

professionai empowemnt. Sorrie of my own data yield information on this issue which will be 

discussed later. Alie and Hales (1998) tak about the importance of increased professionai 

awareness, includimg nursiag's historical mots, and anaiysis of politicai issues tiom a criticai or 

ferninist perspective. These subjects, they reason, should be included in nursing cunicuia, instead 

of placmg heavy emphasis on tasks and procedures alone. They too cite problem-based learning, 

. an aspect of the 'caring cunicuium', as a vital component. 

Besides the educational system another important 'sociaiizing agent' is the practice 

setting, to which nursing students are exposed during their schoohg and whiçh they enter after 

graduation. Donner (1986) found 'the clinicaI experience' and the work settmgs to be even more 

mcial for the professional attitudes m n g s t  nurses than the educationai (presumably classroom) 

experiences. It is in the practice settings that nurses apply their knowledge and meet the public 

and the nurses m the field. She therefore asks educators to pciy close attention to the choice of 

settmgs and the students' learnbg in them. Kitson (1996, p. 1652) States: "Nursing needs to 

demonstrate its cornmitment through lnnovative schemes that h g  together its essentiai 

ingredients: empowering, enabbg and educating people to take control of their lives", which 

shouid start with the practitioners themseives. Many of these scholars draw attention to the 

persistant intra-occupationai, as weU as mtra-educational hierarchies, which aim for conaoI of 

practicing nurses. 

So far, the traditional approaches of top-dom regdation have failed to bring about public 

recognition of the value of nursing, nor have they halted the erosion of nurses' jobs. 1 believe that 

the caii for standardizatîon of entry to practice, the 'one-site-iits-all' approach and the 

accompanying mcreasing centraiization of prokssional regulation perhaps need closer 

eXBmiLlSltioa In light of nursing's wide variety of practices, dBerent forms and degrees of 



'expertise' are required, no t all necessarily needmg a baccalaureate prepararion. 1 reckon it would 

be better to regdate these jobs h m  the inside than letting outside forces, such as administration, 

continue to substitute nurses with unregutated warkers. Sawicki (1990) points out that a cd to 

uniformity often arises from disagreements and intra-occupational tensions within the group 

itself, as divided factions struggle for leadership. And Nestel's (2000) exploration of the 

reinstatement of midwifery vividly demonstrates the dangers of one faction (white femniists) 

championing their cause, no rnatter how weil-intentioned, leading to exclusion of other groups 

that couid make equaiiy valuable contriiutions, How weii is a multi-cultural population served 

when almost di rnidwives are of white North American background? 

The question how nus& should k s t  proceed in its quest for greater autonomy over its 

own destmy continues to be hotly debated It seems there is an almost universal agreement 

amongst nursing scholars on the need to free nursing from the control of other professionais, 

partidarly physicians and administrators. Professionalism is an avenue through whiçh 

occupations historically gained autonomy. in a previous section traditionai professioniilism, 

which had grown out of a paternalistic model, was examined and the professiondizations of 

medicme and nursmg were compared. in this next section 1 wiil discuss the suitability of the 

traditiond mode1 for nursing and look at some aitemative views on what a 'oew' professionaiism 

could look me. 

Nursing and ProfesEionalism: Altemative Views 

Cohen (1981) expIores the statu of nursing's pmfessionalization. She dehes a 

profession ris a "collective, kId  together by a cornmon ideoIogy, a common style of work. a 

shared mystique and usudy a technical lanpage" (p. 11). She believes that nursing possesses 

many of the necessary characteristics of a profession, particularly dtniism. However the 

foIiowing factors are idenUtied by her as remaiuing obstacIes to professionalization m nursing: 1) 

a lack of theory, 2) a iack of recognition by society, 3) a lack of shared ethi4 codes, and 4) a 

lack of a s h e d  culture. Nming, she clirnns, Iargely uses others' knowledge, m d y  mdicine's 

and psychology's, mcluding the ethics of these professions. Due CO being subrdinated CO ohrs '  

authority and c-g out their work, niasing culture too is shaped thmu@ these professiond 
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groups. Church (1990, p.5) cals this practice the ''mis-alliance with the medical ideology and 

disease orientation with 'cure' as its goal". Nurses tkreby collaborate in the subordination of 

cheir own professional issues to medicme's donimace. In the process nursing issues are seen as 

unimportant. The pubüc, unaware of nursmg work, does not perceive it as separate Tom 

medicine. Even nurses themselves seem to masure their success and worth in how closely tkir 

job resembles the medical modeL The high status that nurse practitioners huld witfün the generai 

nming population is an example. Valentine (1992) and Robertson (1984) identfy the often 

resulting open devaluation by nurses of nursing and each other as 'CI ppressed group behaviour'. 

Many others, includhg professional bodies Like the Registered Nurses' Association of 

Ontario (RNAO) and the Canadiaa Nurses Association (CNA), blarne the Iack of a standard 

education for entry into practice until now as the mnin bmkr to o b t u g  a mnopoly over the 

knowledge base and the work itself. Aydetotte (1990, p. 10) advocates for building a "strong 

professiunal association" as "one of the major catalysts in the mowment of an occupation toward 

achieving proksional status". Even tho@ the Coiiege of Nurses of Ontario (CNO) hss its own 

'ethical code', it had k e n  very generai in the pst without zicknowiedging nusing's specific 

areas of concenz Recently the CNO has begun to d e h e  the coqetencies and professional 

practice guidelines mre  clearly as they specificdy apply to nursing. Lambert and Lambert 

(1989) see nursmg as an evolving profession chat SU needs work in areas such as clarifyhg 

nursing's uniqwness and image and a sense of community amongst nurses. lohnsan and Webkr 

(2001, p.220) state: "Nursmg haî made sigdicant scrides to position itself m higher eduwtion, 

expand the body of nursing knowiedge, pmkipate m educational program and mcrease the 

autonomy of practicmg nurses. Although mst  nurses are effective and committed carepivers, 

they do not met full professionai status and remah professionaIs by kensure onIy". They 

believe that nursmg contiuues to Iag bebehmd m th numbers of nurses prepared at the graduate 

level and th& abilities to hic  their knowledge mire cIosety to nursing theory. 

In general nursmg leaders seem to agree that achieving full professional status is the mute 

toward autonomus practice. However, with regard to w h t  professionaiism is, and how to 

achieve it, conflicting opinions exkt  Many nlrrsing scholars seem to embrace traditional 

pmfessioaalism uncriticaly. %y fail to rewgnize and question the contradictions and tensions 



between self-serving irnperisilistic and aitniistic goals, that were discussed eariier as inherent in 

professional elitism. The resultmg etbicai questionsldilemmas are overlooked as the concept of 

professionalism is treated as reifïed and unproblematic. How it is understood and dispIayed by 

the classical professions, continues widely to be seen as the gold stmdard. For example, in 

recognition of the pwer  and influence of eiite strata in society, Beletz (1990, p.21) advocates 

b t  nurses should ''market [nursmg's] service for the weaithy". After aii, this was an effective 

strategy employed by medicine in the past. The issue of medicine's substantive monetary rewards 

seerns to be a masure of success in her view. 

Moloney's (1992) writings are another typicd example of an adherence to unquestioned 

views and vahes. in her book Professionalization of nursing she discusses nursing and medicine 

in relation CO where they are located on "the occupation-profession continuum" (p. 19), which is 

mdeiied after the 'ideal type' of the classicai profession. She emphasizes the necessity for 

nursing CO mach full professional status by foilowing the medical example. The biggest obstacle 

to its aciievement, she c l a b ,  are the nurses' own attitudes. A mjonty of them, she feels, show 

a Iack of commimmitment to the goal of professionalization, hence these nurses are dismissed by her 

as 'uninvolveci' and 'undeserving'. Moloney pays iittie attention to historical and present societd 

contexts and the multitude of factors that play a role m th& issue; nor does she perceive the 

concept of pro fessionalism itself as problematic, SeemingIy out of touch with nurses' reality she 

b l m s  the nurses' apathy as the main reason that nursmg has no t attained professional status so 

Far. 

Others act as ifnursing were already a fuli profession. Hamilton (1996, p.26) claims that 

%usmg mets  a l i  12 criteria of a full profession. It is a proud and extraordmdy satistjiing 

profession with a rich history and a challenging future". Her 12 criteria include spcitics such as 

competence, cornmitnient and prestige in addition to the other traditionai markers mentioued 

earlier. In the University where I teach it seems to be a taken-for-ganted assumptioa The 

handbook of the School of Nursmg (Ryerson University, 2000K001, p.7) States : "Nwsing is a 

humanitarian caring profession, guided by ethical and Iegal standards and accountable for the 

advocacy of clients, peers and the discipline itself'. h addition two of the ten program outcornes 

contain sentences further alldmg to professionalism: studentl 'pmtices nursing within 



legai, ethicai and professional guidelines" and [the student] "is m active participant in her/hïs 

professionai development" (p.7). The second assumption is therefore that the curriculum 

facilitates professionai development of students as future practitioners. Yet 'professionalism' is 

nowhere defined or explained. By treating professionalism as a 'given' it is left open to 

individuai mterpretations or accepted 'as is'. 

By building on taken-for-pted assumptions criticai examination of 'professionaiism' is 

not encouraged, The implications of societai changes in fom of rising consumer awareness, the 

generai rmvement within the population toward seifresponsibility and the impact of these 

factors on professionai practice are thereby &O mostly overiooked. Not enough attention seerns 

to be paid in nursing to the fact that traditionai professionalism is now king questioned by some 

of the schoiars of the social sciences and that mo&ls of a 'new professioaalism' based on 

feminist vaiues @avies, 1995) are emerging. Displayhg a more insightful vision White & Begun 

(1996, p.79) hop for nurses to emerge as leaders, %ho m y  best guide the cotai care of the 

patient". Rather than striving to keep the status quo they caii for responsiveness to the changing 

needs of society, more flexibllity, which shouid start with more tolerance towards their own 

coileagues, and more 'tneasurable contributions" (p.85) within the heaith care system, in other 

worcis to becon more 'visible'. Curtin (1996) seems to agree. She too encourages nurses to 

make their contniutions to patients' recovery better known, and to becorne stronger team ptayers 

withm the systern 

As discussed before, 'exclusive knowledge', as it was developed by the classicai 

professions, served to mystif) and thereby greatly M e r  the professionais' own interests. As 

they became its priviieged 'gatekeepers', a monopoly was established. Disciplines create the 

d e s  for their work, which is sanctioned by their 'veridical discourses'. Barrett (199 1) descnks 

the 'auth' that is thereby constructed, not as a property of the discourse itself but a "property of 

the referent of the diowse". It authorizes the professionais' work, and crin becorne an automatic 

warranty for its worth. Thereby, she claims, professionais are setting apart their own membership 

from the rest of the population. To ensute that aiï their mmbers are adhering to the 'uuth' is 

enforced by 'discursive policing'. 'Wtb its own limits each discipline recognizes uue and false 

propositions ... Science was institutionalized as power and the 'win to mth' is a key dnnension of 



that historical process" (Bamtt, 199 1, p. 143). As a result gate-keeping strategies are employed in 

the hm of surveillance of and coatrol over its own members, by enforcing the statu quo, which 

aiways comes at the cost of innovative ideas. Faik-Rafael(1996) too critiques the traditionai 

unquestioaed acceptance of 'pro fessionalism' according to the 'received h o  wledge' structured 

within 'male n o m ' ,  that mainsueam nursmg stiil coatiaues to be after: "If you can't k a t  them 

j ob  them" (p. 12), seems to be theu attitude. Thereby the status quo is effectively reinforced and 

perpetuated. She too proposes that nurses kgin by vaiumg and supporting each other and by 

practicing 'empowered caring' which is baxd on respect for o h r s  and self. It aches from the 

elemeats of streagth, assertiveaess and mutual support. 

Maay of the criticai views expressed m the literature are based in ferninist vaiues. 

Etirenreich & English (1973) see aursing issues as insepamble h m  feminist issues. They 

disapprove of the mode of access to 'male' professions histoncally by soae groups of womea, 

who fou@ for and eventually gûined acceptance. Unfomately once there, many compiied with 

the existiag standards and became 'one of the boys', actmg themse1ves as 'oppressors'. To these 

authors "professionalism is - by detinition - elitist and exclusive, sexist, racist and classist ... 

Wonien who sought f o d  rriedicai training were too ready to accept the professioaaüsm that 

went with it.. They made their gains in status - but only un the backs of their less prideged 

sisters - midwives, nurses aad Iay heaiers" (p.42). The authors feel that thereby they became 

traitors to their own geader. Other exiunples of oppression of their own members are discussed 

by Robertson (1984) and VaIentine (1992). They d e m i  how aursing leaders, particularly those 

m management positions, tend to side with hospital adrnmistration against their own staff. 

Davies (1995) critiques professions as embrricing the ideah of mastery, objectivity and 

enrotional distance and the assumptions of universal values, which are aot compatiile with 

nursing. She argues that "nursing's Iong-terni project may therefore be aot to beconie a 

profession m the present sense of this term, but to challenge the geadered basis of the concept" 

(p.61). She recommends to envision nursmg as a 'aew' profession with the focus on "sustained 

eacounte rs...more holistic and less hiemhical and anilti-tasking skills sonie of which require 

considerable trainmg and others not" @avies, 1995, p.90). F&r she exhorts us to make a clear 

distinction between 'care-giving', th unpaid caring tbat is done at hom and 'care work' or 



professionai care, which is based in a body of fomialized knowledge. This distinction is 

necessary to escape the notion of caring bemg 'naturai' to womn and to "diilodge the gendered 

model of profession" (p. 149). In her view, a nurse practicing ethicaiiy should be "neicher thr: 

master/possessur of knowledge nor the user of experience but a reflective user of experience and 

aperrise [sic]" (p. 150). For Davies the traditional model of privileged knowledge carries too 

much 'old baggage'; she believes that in rnany aspects it is "antithetical to what nurses wish to 

do" (p. 152). A 'new' professionalism should include the values of community and engagement 

versus competition amongst the members. Instead of the distant, autonomous 'expert' d e  of the 

past it should be based in an egaütmian interdependency with other professionals as weU as the 

public served 

Along the sanie ideas Ashley (1997, p. 190) too encourages reconceptuaüzation of 

professionalism h m  a more h u m a n i t a  perspective to ''establish a community of stiaring and 

caring", which seems t d y  compatiile with nursmg values and shodd start with the practiuoners 

themselves. She draws on feminists iike Virginia Woolf, who long wamed of the uncritical 

acceptance of male professional values and raised the question of why women wodd wmt to 

enter mate professions or becorne iike male professionals, "possessive, jeaious of any 

infiingemnt of their rights, and highiy combative if anyone d a m  dispute hem" (Woolf, 1938, 

p.66). New perspectives suitable for nmmg might aiso be giimpsed h m  the ferninist works of 

Mary DaIy (1990) and A d r i e ~ e  Rich (1986), m whiçh they proclaÏm that femniism is dewted to 

the presemtion of life and health and a hanibonious eco-system - issues that are much in the 

foreground today. 

In a ment  public presentation m Toronto (RNAO conference, April2, 1998) that 1 

attended Suzanne Gordon, a joumaiist, and Doris Greenspun, a nurse scholar and executive 

director of the RNAO, nursbg's professionai body, were the keynote speakers. They bth q e d  

nurses to "get rid of the image of the angei", which aiiows for nurses' exploitation by other 

groups m the health care system Both speakers encouraged coalition buïidbg with 'patients' and 

other nurses, an uphoIding of an etbics of 'humanistic caring' and better information of the 

public about nurses' work. Simüarly, mregards to 'restnicnnmg', Matùlews (1998)- like 

McGregor (1996) whose work was discussed earlier, calls for gettmg rid of the "good 
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uuquestioning nurse" irnage. In practical terms, Matttiews (1998, p.7) States, nurses need to think 

about and clearly articulate what they can offer, "that an anegulated worker can not". They can 

no longer fiord to sit back and wait for everything bemg h d e d  down to them, "or it iiterally 

wiil be handed down to them -- our future will be decided by sonieone else ... and nursing 

disappears into the sunset". Her warnings are echoed by Mitcheil and Cody (1999) who express 

similar coucenu around the need for a distinctive identity for nursing. They too fear that, if we 

cm not lem to demonstrate our value, we wüi be entirely replaced by unreguiated workers and 

technicians, such as 'physicim assistants'. 

Summary 

in this chapter i have attempted to trace nursing's undervalued position within the 

healthcare hierarchy to the histoncai contexts in which it took shape, particularly in relation to 

rriedicine. 1 have also pomted out chat hangmg on to the predominant view of professionalism by 

crying to ernulate physcicians creates dficdties for nurses. It prevents them h m  envisioning 

new ways more compatible with nursing values based in humrtnism nther than sotely in naturd 

sciences. There is a common perception that nurses' 'lack of power' withm the context of 

womn's position m society prevented them h m  becoming autonornous professionah in the 

past They are predomniantly portrayed as vuinerable 'victims' who were taken advancage of by 

thc mre 'powerful' pmkssional p u p s  m the healthcare system, such as physicians and hospicai 

administrators and somtimes their own nursing elite. Today the prevailing counter strategy of 

many nursmg leaders remains to achieve fulI 'professionai status' for nurses, thereby trying to 

'elevate' them to ùie Ievel of the other more powerful professions. Yet their uniqueuesses and 

dfirences are thereby ignore& AIso, as we have seen, physicians were abIe CO strategicaIIy 

position themselves as 'experts' of health and to produce a powerful history of 'mith' (see 

Foucault, 1973: The birth of the clinic) that is hard to chdenge. 

S o m  cotmter discourses for definhg and creating nursmg's own distinct knowledge base 

have been developed by a number of nurse theorists over the las  f%y years. This knowledge is 

slowly seeping hto and beginnü~g to p*de nursing practice and education. A baccaIaureate 

d e p  will be the required entry to practice Ievel by 2005. Less success can be reported in the 



area of autonomy, as there is no universally recognized ' r e m  of truth' that would give nursmg 

fuII professionai status. At the political level nursing's professionai and regulating bodies are 

begimhg to play a larger d e .  Recentiy the professional nursing association of Ontario (RNAO) 

has becorne more mvolved m politics and poiicy formation. Thete are closer ties with the 

mniistry of heaith, as some of their leaders -- such as the chief nursmg officers, Judy Shamian at 

the federal and Kathleen McMïüan at the provincial level - are now consulting about health care 

issues. But alone, this strategy is not enough The leadership's interests and world views are often 

of a different nature than the rank-and-fle's. Practicing nurses too need CO d e  themselves and 

their concerns heard, for change to occur that is nieanin@ at the level of care delivery. Despite 

some improvernents, everyday nursing practice is stiii regdated h m  outside the discipline by 

hospital administrators and even physin'ans to a large extent, as we wiil see. Nurses were 

helpless in the face of lay-offs during the recent cutbacks. They and their unions were 

unsuccessful in protecting thei. jobs h m  bemg deskiled and downioded to unskiUed labour. 

The Coilege of Nurses of Ontario (CNO), unable to take a strong stand for their rnembers, even 

p r e m i d  that nurses be accountable as RNs when working in Iower job categories and for much 

less pay, seemingly playing mto the hands of those respom'ble for exploiting nurses. 

Traditional professionalism, as it w d i  displayed by the classical professions, remains 

the unquestioned ideal of many nursmg leaders, despite its problematic aspects. In the meantirne, 

as di the attention is directed on this utopian goai, the needs and everyday realities of practicing 

nurses remain largely uniaiown. As frontline workers continue to be excluded tlom the decision 

makmg process, the resuiting mtra-occupational tensions between the rank-and file nurses and 

hir leadership furthet weaken nursmg's strategic positions and worklife conditions deteriorate. 

Nursing's conmbutions to healthcare remain Wely undervaiued and undenitilized, exploited by 

other societai groups not only to thek own, but also to tbe pubüc's Ioss. The extemal constraints 

imposed on theru, their mtrasccupatïond disrmity and their own perceptions of their work are m 

the! way of societal recognition of nurses' wnmbunons and the protection of their jobs. This 

position also precludes the critical exaniination of the issue of professionalisrn itseif and 

nursing's oppressive practices within their own ranks, 

1 believe we need to carefdly e x a h  and (re)-define what nursing is about and h m  



chere to idencify how we want to shape the profession. One of the key issues in an occupation's 

stanis and ability to act is 'power'. Others are self concept and public perception. 1 have chosen 

Foucault's thoughts on power and subjectiviq as conceptuai hmwork for rhis project, as I 

believe his ideas to be the most hovative and practical for exarnining societd reretationships and 

their dynamics. He aIso worked h m  th assumption that, to be effective at Iocai sites, change 

needs to happen at local levels and should corrie from the mside, which is congruent with my 

own views. The foIowing chripter outlines Foucault's ideas h m  which my concepnid 

m w o r k  is derived and h m  which rny data wiIZ be analyzed. It ends with a section un the 

current 'dominant' discourses behind restructuring, coming out of 'mageriai  science'. 



Intmduction 

In this chapter 1 wiii discuss the study's conceptual framework, which is based m 

FoucauItls ideas on power and subjectivity. It pided the design and later the analysis and 

interpretation of the data 1 chose Foucault's concep tudkations of power / resistance and 

subjectivity because they m focused on the Iocd level in the everyday world where power 

strategies take effect. Power works within and through the relationships of individuais with each 

other, which are dways inherently unequai and unstabIe. It is put mto action through the 'micro- 

practices' they engage in. In my study 1 am examining the effects of restructuring on the work 

cind lives of nurses, as they are perceived at the point of impact and m which the nurses, as active 

phyers, aiso participate. Exploring restructuring tiom the local level by beginning at the bedside, 

1 hope that its rriechanisms and the disourses behind it can be made visible, raising the 

awareness of nurses about how they açtively participate in them. Thereby other possibilities 

might be envisioned for bringmg about changes to improve the quaiity of worklife for nurses and 

quality of care for patients. 

The R e p d v e  Hypothesis Modd 

Most conventional theorists discuss power as sornething that is possessed by some groups 

and lacked by others. The reasons for the dîerentiation range h m  one's positions m economic 

terms -- the haves and have nots -- to bemg perceived as possessing or lacking important 

knowledge, such as professionais and the subordinates who work for them. Concepts Like class or 

gender are the core around which the theones tend to be orgauked and through which groups m 

society are ranked. Depending on their position groups are perceived as either powerful or 

powerless, either wantiag to maintain the status quo or to overthrow it. Power is seen as an 

instnrment of oppression and therefore invested m authoritative societai structures, like schoois, 

the rnilitary, the state. It is mnolithic and works h m  the top down, even though it might meet 

'resistance' at the 'micro' leveL Witbm this b w o r k  there is a reaiity that can be discovered, a 



m t h  about the workings of power that can be found. Change can be brought about by reshaping 

society's structures and its organizational systems, either at the macto- or micro-levels: an 

utopian goal l a chg  effective strategies to deal with the situation m the meantirne (Sawicki, 

1988). 

Foucault discussed and critiqued the conventional bmary framework for the analysis of 

po wer relations as 'the repressive hypo thesis mdei' (Foucault, 1990). Po wer m this sense has 

largely a prohibitive function; as the 'cm' m the realization of outcornes as one desires them, it 

works through the ability to say 'no' to others, thereby diiecting their agencies; in Conneil's 

words: 'Relations of power function as a social structure, as a pattern of constraint on social 

practice" (1987, p. 107). Within the 'repressive hypothesis mdel' the investigation of 

institutionai power relations starts with the organizational structure. One examines how power is 

possessed or Iacked by the people occupying the various positions. The factors that do not fit in 

tend to get ignore4 even though they have, or might have led toward important strategies for 

change. For example in nursing's history an anaiysis dong clriss, race and gender lines, like the 

one used by s o n  of the authors in the previous chapter, leaves out the doctors and 

administrators who supported nurses. As it portrays them priroanly as passive, 'powerless 

victims', it also leaves out or downplays the ways power worked productively for nurses, how 

they werelare able to rmbilize discourses, expertise, as weil as different f o m  of resistançe that 

were and continue to be practiced by nurses. After ail, despite the factors which maintaiu nurses' 

oppression, many changes for the better have been brought about. Nursing education, for 

example, moved out of hospitals and mto the post-secondary education system; yet the 

hancimaiden image of the nurse persists, suggesting more complex forces at play. From a binary 

perspective of power such contradictions are hard to explain. They are dii5cuIt to fit into the 

eitherlor positions that mriny of the 'grand k r i e s '  of ciass and gender adopt 

Foucault believed tbat celying on such overarching h w o r k s  is no t the rmst productive 

way to examine power differentials. He warned that an ïiIusion of 'false contniuities' rnight be 

created by a mode of analysis wbeteby aii aspects of the development of social institutions tend 

to be viewed as a hear progression of identifiable cause and effect relationships m a 

systematicly coherent mannec He believed that chance often pIays a major part m what happens. 



As Diamond and Quinby (1990, p.xiiii state, 'Foucault warns against the seduction of totalking 

theory, which appears to resolve aü differences through unified and cohesive explanation". In a 

similar vem Rolfe (2f ûû) encourages us to show 'incredulity' towards the 'meta-narratives' -- to 

question their 'authority as uuch games' (p.44). One such authoritative discourse in healthcare, 

and a driving force behhd restructuring, is the 'managed car& perspective, based In rnauagerial 

science. It wiii be discussed in the last section of the chapter. However, in addition to change 

kom the inside at the Iacai level, the feasibility of concerted action at the coilective plane to 

avoid ineffective frzpentation should not be diiounted entirely. 

PowertResistance from a Foucauldian Perspective 

To overcome the limitations of the traditional views of power Foucault caiied for an 

expansion and redefinition of this concept. He provides us with a guidance for inque and 

rnethod, rather than a 'theory' of power. He beiieved there are aiways many modes of power at 

work simultaneously. Modem f o m  of power are oiten neutral and productive forces rather than 

solely adversarial ones. Unlike 'sovereign power' modern power's main miechanisrn is not 

imposition from above; it nmstly works from below, starting with the micro-relationships 

behveen peopIe and 'techniques of the self', which enable its workings. Martin (1988, p.6) 

explains: "It is induced in the body and produced in every social interaction- It is not exercised 

negatively fimm the outside, though negation and repression may be one of its effects." It 

pernieates individuals and everything they Say and do. Foucault therefore suggested to mvestigûte 

how power works h m  the inside, h m  people's self perceptions, encompassing ail aspects of 

their relationships in their coqlexities, not ody the opposiaonal ones. These practices produce 

heterogeneous effects, yet always within the historical context of a material world, as Foucault 

(1980, p. 188) explamed: 

The notion of repression is quite inadequate for capturirrg what is preciseIy the 
productive aspect of power. .. It is not built up out of 'wiiis' (individuai or 
collective) ... it is constnicted and functions on the basis of ... myriad issues, mynad 
effects of power. That is not to say that it is independent or could be made sense 
of outside of economic processes and the relations of production. 

Foucault stated that we need a &rem perspective, somthing iike of a 'new economy of 



power'. Consisting of a 'myriad issues and effects' this economy is located within and depends 

on aii the other social processes and conte-, past and present, which make its workmgs 

possible. Exploration of any issue therefore best begins with 

... the ascendmg analysis of power, startmg ... from its infjnitesimril niechanisms, 
which each have their O wn history, their own trajectory, their own techniques and 
tactics, and then see how these mchanisms of power have k e n  - and continue to 
be -- invested, coloniseci, utilised, involuted, tramformeci, diiplaced, etc., by ever 
more general mechanisms and by forms of gIobal domination (Foucault, 1980, 
p.99). 

Power thus circulates freely within societies and is exercised from "innumerable pomts, m the 

mterplay of non-egalitarian social relationships" (p. 119). Power is therefore aiways relationai; it 

is expressed m 'strategic games' which are played according to an 'assembly of des ' .  Although 

power is neither possessed by persons, nor constructed by them at wül, nor imposed from above, 

everybody always partakes m it. It "exist only when it is put into action" (Foucault, 1982, p.788). 

From its origins in everyday practices its rriechanisms extend into and impact on the Iarger 

societal and global issues. 

To explore issues of po wer fiom this perspective the first question is no t: "who is 

powerful?" As Barrett (199 1, p. 136) explained, for Foucault, 'lhe who of power can only be 

studied with the how". One does not start with the Ïnstitutionalized systems. Instead, one asks, 

how does power work and by what niech;inisms? What strategies do the participatmg 'players' 

use m their 'games'? What 'assembly of rules' do they foiiow? Far beyond solely power's 

oppressive effects one looks for its productive aspects, "..+the procedures which aiiow the effects 

of power to circulate in a mauner at once contmuous, unintempted, adapted and mdividualized 

tbroughout the social body ... it [power] mduces pleasure, forms knowledge, produces discourse" 

(Foucault, 1980, p. 119). Therefore FoucauIt suggests one be@s by mvestigatmg, at the local 

IeveL 'how power works'. It needs to be retnembered b t  present context and its historicai 

inceptions impact on the niechanisms of power. Therefore the mechanimu should be examhed 

and their relationships to societal discourses traced, as t k y  express the aims of the political 

apparatuses at play. For Foucault tbere are no sin@ mastemrind programmen, no headquarters 



where power emanates h m ,  ody various 'blocks of power' and 'agents' w b  practice withgi 

them. Relationships amongst players are constructed as they take up positions wichh competmg 

discourses. They ofcenproduce unexpected resuIts, that no one in particular desired. Due to the 

multiple factors at work creating n m u s  possiiilities, the outcomes of these relationships can 

be much Iess predicted and contmUed than conventional thought systems of the cause-effect 

pmdigm wouid have us believe. The results are CO-çreated to a Iarge extent by chance and often 

take unexpected nims. Thetefore som,  Wre Hoy (cited iuSpivak, 1993, p.27), go as faras 

saying: 'Foucault thmks of power as intentioaality without a subject ...". 

For Foucault, how power works is closely associated with 'knowtedge' md 'pleasure' 

and their production. It goes hand m hand with 'tmth' . Truth here is no t seen as absolute but 

btead is always attached to power and contingent on it, theretore negotiated between 

participants: 

Each society has its reg& of truth, its 'geneml politics of trutti' : that is the types 
of discourses that it accepts and d e s  function as me: the mchanisms md 
instances whicb enable one to distniguish tnie u d  faIse statemeats, the means by 
whiçh each is sanctioned; the techniques and procedures accorded value m the 
acquisition of truth., the status of chose which are c h g e d  with saying what counts 
as m e  (Foucauk, 1980, p. 13 1). 

Truth is hegemonic howledge that circulates m the form of 'veridical discourses'+ By forming 

'regimes of tmth', these discourses represent the 'organized and oganimig pfactices' of power. 

in other words the 'politicd economy of power' largely operates in the h m  of a 'political 

economy of truth' and circulates m the h m  of discourses of 'science'. By speakaig the tmth in 

the language of science one exercises power. 'Truth is linked m a circdar relation with system 

of power which produce and sustain it, and to effeccts of power which it induces and which 

extends it" (Foucault, 1980, p.133). Its workings can be seen m our worship of and reliance on 

'sçientific' research, which pervades our technology baseci, rational society. Media 

representauons show our h e s  to be organized and evaluated amund 'research tindhgs'. Our 

productions and wnsirrnptions are based on these veridid discourses and justifiai by them. The 

'scientinc discourses' historically and today W g e  the niedical professionals. Tbey becam 



mtegral to and were themselves constituted as experts within the scientification of medicine that 

began in the late 18th cenniry (Foucault, 1973). As professionals they justiiïed their 'high status' 

by clairhg the rnonopoly on knowledge about diseases and their cure, positioning themselves as 

the referents of ùiis discourse. ïheii assertions then were invested in and colonized people's 

bodies as, during the last few centuries, people's iives began to organize around individual and 

population health, as 1 will discuss later. Hospitals and educationai institutions represent the 

'organized systems of power' m which the 'scientific tniths' were produced, invested and 

sustained. The high statu and class positions they conferred on the tnedicai practitioners, in tum, 

facilitated their autonomous professional regulation with little outside interference. in ri circular 

fashion the production and effects of power reinforced each 0 t h  and continue to do so, enabling 

professionals to hold on to their elevated status. 

To understand the inmcate workmgs of power and to develop effective strategies for 

resistance Foucault suggested that we examine the 'discourses' integrai to the processes at work. 

in this mode the distriiution of power in its complexities, as it is particular to a given social 

orgmkation, can be revealed. Foucauit explained: 

It is m diourse  that powet and knowledge are jomed together ...[ m] a multipiicity 
of discursive elements that cm corne into play in various strategies. It is this 
dism%ution that we mut reconsmct with the things said and those conceaied, the 
enunciations required and those forbidden, that it comprises; with the variant and 
diierent effects accordhg to who is speaking, bis position of power, the 
institutionai context m which he happens to be situated.. (Foucault, 1980, p. 100). 

The analysis does not end with the establishment of power distribution For Foucault ai l  

discourses have the potential to be "boboth, an instrument and efict  of power ... but a h  a poht of 

resistame. Discourse transmjts and produces power; it remforces it, but &O u a d e r - e s  and 

exposes it---makes it possiile to thwart it" (p. 101). Therefore once the workings are understood, 

di£ferent players, regardless of their position w i t b  the hierarchy, can use the 'discursive 

elenients' to their own advantage, mfusmg them with difietent rrieanhgs. By deveIopmg a 

'counter' or 'reverse' discourse one c m  bring about change m relationships of power fkom 'the 

inside', This xmans using the same words but reorganized to be congnient with one's own 



perspective. 

Within the 'social network' the discourses of truth regulate the 'relations of power' m 

which ali of us are aiways aiready situated and fiom which we can not escape. They are played 

out in the myriad of what Foucault caiis, 'capillary relationships*, rneaning people's everyday 

encounters and practices with each other. Capillaries are the smallest microscopie bloodvessels 

m the body. The bigger bloodvessels, resembhg the branches and twigs of a tree, merely 

transport blood h m  the heart through ever srnaller arteries, or carry the blood back to the heart 

withh ever larger veins. Between these two systems capillaries exist everywhere m the body as 

the functioning units. It is at this level where the important life sustainhg processes take place, 

where the actual exchanges occur that ensure the survivai and pedormance of the organism 

Numents are delivered and waste products taken away. Similarly Foucault believed chat power, 

as an ubiquitous force, traverses society. It gets mduced at the local level of individuals' bodies 

in the fonnof their beiiefs and values which determine conduct. That is where its effects are 

uitimately plzyed out. It is the site where we can observe and explore the relationships m which 

everyday practices take place. They can also be clianged at this level effectively through localized 

resistance. 

This fom of power rnanifests itseifwhen it is put mto action It represents itself as 

"action upon the actions of others" (Foucault, 1982, p.789), actual as weii as po tential. This 

nieans tbat power has the capacity to direct the conduct of the participating parmers. Societal 

activities are regulated by poiicies and mies. Adherence to them is reinforced by various 

niechanisms of 'surveillance and contrai'. Each relationship, by necessity, is based on power 

differentials, such as those between hospital administrator and nurse, teacher and student. Each 

entaiis expectations of behaviours, congruent with each partuer's statu. The resulthg ciifferences 

in each participant's position produce cornplex effects, an "ensemble of actions, which mduce 

other actions and foliow h m  other actions" (Foucauit, 1980, p.217). The partners 'know their 

places'. These reiationships m the naditional views on power are conceptualized as 'fixe& and 

regdateci m institutions and miposed h m  above. For Foucault, however, they are 'unstable 

mbiie hrce relatiouships' that &est themselves locaiiy everywhere in various forms. The 

emphasis is not on 'capacities' but on the 'fieedom' of the mors withh these relationships to 



act, to d e  choices; in fact liberty is the essentiai precondition for power; therein 

simuItaneously Lies its ever present instability. 

As these relationships are forever unstable, they even may be reversed at any moment as 

their context changes. An example would be the teacher / student reiationship. A teacher is in a 

more powerfd position m regards to (usuaiiy) having more howledge about the topic taught, 

h a h g  the advantage of judging the student's work and king authorized to p d e  it. Students too 

have recouse to strategies which they can utilize, such as the officiai appeai process for a grade 

they consider unfair. However, institutionai appeals are quite cumbersome and tirne consuming, 

as they depend on other persons and committees king involved. Frequently easier, and more 

effective, are more anarcbistic 'acts of resistance'. For example, students can give teachers 

unthttering feedback like poor evaluations regarding course material and teaching ability. They 

can dm passively resist by withholding their participation and enthusiasrn for the subject taught. 

They thereby can affect the teacher's sense of cornpetence and seif-esteem F i d y ,  m a difierem 

context and with a different topic the student rnight have gceater knowledge and kcome the 

teacher to the teacher, who then becoms the student. With the knowledge of and working within 

the dominant discourses at play, the appropriate strategies can be found through which these 

reIatioaships and their apparently inherent power differentials can be challenged or reversed. 

Manifest in actions, systems of power relationships can be seen as the product of what 

Foucault calls a constant 'agonism of strategies' :..."a relatioaship which is at the same time 

reciprocai incitation and struggle, less as a face-to-face confrontation which paralyzes both sides, 

but a permanent provocation" (Foucauit, 1982, p.790). The texm 'agonism' is ofien used m 

relation to chemical agents or rmiscles. Chemicai agents can reinforce effects of each other, 

Medications are often prescrid together, as they increase certain, desired outcomes. in the 

context of muscle function, agonism refers to muscles working together as a group to bring about 

specific movemnts. in order to effect necessary adjusanents there is a constant change m the 

force of contraction of individuai muscles, always intemiQing in sorne of them, and diminishing 

in others. Because the changes are so minute, they are h d y  noticeable. Agonism, m this sense, 

essentiaiiy descriis a synergy, a coIlaboration to bring about various types and degrees of 

motion, always m support of rhe mude goup that monientdy prevaïis. With the c o m n  goal 



of acertain Inovement there occurs a constant shifting m balance and strength amongst the 

muscles that work together. Sirnilady m all relationships there are continuous manifestations of 

slight shifts in power balances. They appear as various degrees of unstable, subtle domination, 

yet overall produce a coiiaborative effect. Even though in agonistic practices there might be some 

minor points of contention, in general the forces all puii in the same direction. in reference to the 

medical profession, as we have seen, its practitioners' achievenrent of 'autonornous' self 

reg ulation became possible through their agonistic practices, m earlier times with the Church 

and later the State. Through legislation and administrative support the professional rights and 

obligations, the due process of meritocratic seIection procedures were ensured and monitored 

within the institutions of education and practice, such as the university and the hospitals. AU 

parties mvolved also benefitted, reinforcing each other's positions. Where these agonistic 

strategies could not be exercised, as was the case for female occupations, professionalization was 

not achieved. 

Sornetimes a more forcefid open confrontation occurs and becomes visible at the 'points 

of resistance' . Foucault referred to this phenornenon as an 'antagonism of strategies'. For 

chernical interactions, like medications, it means they counteract each O ther through their 

opposing effects. in relation to motion it refers to the actions of one group of muscles and its 

amagonistic other, a group that brings about opposing movements. Here the direction of force 

may opedy and abruptly change. The two muscle groups have now opposite goals. The balance 

of power will shii? m favour of the p u p  of muscles which is able to muster the p a t e r  force. 

The abrupt change m the direction of the mvenient makes the opposmg action visible. Bedford- 

Fenwick's resistance to the traditional role of women in society and the 'registration movenuent' 

she led for female occupationai groups is an exampIe of 'antagonisrns of strategies': her goals 

were at odds with the state, society and Nightingale. However both nuechanisms, agonism as weii 

as antagonism, Vary more or less ody in the degree they change and act on the relationships; one 

can tum easily mto the other at any th: fOr example registration was eventuaüy obtaiaed, dong 

with other changes. For Foucault power is always m s t  eady mvestigated at the 'Iocal levei' and 

particularly at the 'points of resistance'- It becomes most apparent when it neais to 'flex its 

muscle' and resistance is its 'raison d'etre'. Wtthout resistance or at lem its possibility there is 



no need fôr power. An Bnportant point here is that both mechanisms, the agonisms and the 

antagonisms presuppose. a 'free play' of mteractions, to aliow the relationships concemed 

potentially to be reversed at any moment. 

Power's unstable modes of domination have to be disthguished fiom complete 

domination, The latter is not seen as a 'power relationship' in the Foucaddian sense, which 

aiways supposes a 'freedomof the actors to act'. Complete domination 'suspends power' smce 

resistance is no longer possible. in reference to muscles it can be compared to complete paralysis. 

in this situation there is no longer a possibility for reversai. Muscles are 'tiozen' in their 

positions. Neither an intensification of movement nor resistance are possible; the u d  'free 

play' is suspended. Although complete domination of the otlier is w b t  power aims for, once 

achieved it negates its own existence. It takes away the freedom of the 'actors to ace', which is 

the necessary prerequisite for power in the Foucaddiau sense. 

Power then is seen as a force acting m relationships between parniers, inherently imbued 

with possiiilides for change and resistance. Ail relationships are also always embedded in a 

whole network of other power relationships. They are forever affected by eve ryhg  mund 

them, the heighbouring practices'. Davidson (1997) and Veyne (199'7) compare Foucault's 

networks of power to semiotics: in language d words are connected to and take their meanhg 

h m  other words. Language consists of suings of 'signifTersl and 'signifieds7, words infuseri 

with rneanings, that defhe, and m turn are defmed by each orher. Language therefore represents a 

process that is forever dynamic. As soon as a rrreaning is established, its 'telationship to the 

present, the reference to present reality, to a being - are aiways deferred" (Derrida, 1981, p.29). 

It is this constaut production and shüüng of meanings that is represeated m and througti 

language. Similarly power relationships always aii affect each other and are each other7s context. 

The shifts m power differentials are constantly taking place and happen simultaneoudy at many 

Ievek Usually they consist of a 'seamiess' tightiy knit arrangement of relationships, m which 

societies are organized ïhese 'blocks of power7 m v e  together sirmiltaneousIy as the 'mith' and 

w b  can speak it shifts. Over time p r o f e s s i o ~  had m-pted h m  status p u p  to socid 

class. Changes such as who couId be incIuded, educational requirenients, systems of rewards, 

gate keepmg practices and knowIedge production took pIace during this process. These shifts 



happeneci as countries were experiencing the loss of the Church's hegemonic statu, the 

emergence of civil societies, scientific discoveries, the rising capitalism and its demographic 

changes - constituting the network of power relations that m u d y  affected each other. 

Despite the tightiy mterwoven societal network of relationships that are perceived to be 

shifting comtantly and mostiy in unisan, it also happens that occasionally an empty space is 

created. To increase one's participation and influence Foucault (1982) suggested there is a 

process of whereby groups or individuals 'squeeze into the spaces of freedom' that open up, as 

' chce '  events change the configurations of these relationships: for example the State f led the 

void when the Church began to lose sorne of its power. Charice events play a sigdicant role m 

Foucault's conceptuaüzations, mtroducing 1 explainhg the 'discontinuities' we often discover, 

the unexpected which renders ail predictive rnodels 1 explmations so inadequate. It is also 

important to remember that power smtegies are always what FoucauIt caüs 'exceptional'. They 

each represent one possi%ility within a whole field of poss1Ibilities. The same scenario can be 

played many different ways, hence there are always opporrunities for change. That is why there 

are aiways surprises, 'exceptions to the d e ' ,  things that do not 'fit' into the overall schem. 

Foucault (1982, p.780) stated that power relations can best be identified and examined by 

%king the f o m  of resistance against different forms of power as a starting pomt ... Power thus 

concepnialized is more empirical, more directly related to our present situation". These 

oppositions are what Foucault t e m  'anti-authority struggles'. As imniediate, local smiggIes they 

are usudy unorganized. They are expressed in acts of mostly anarcbistic defiance to authority, 

such as non-cornpliance with treatments imposed by authoritarian healthcare professionals or 

mdividuai acts of sabotage. 'Tk aim of these smiggles is the power effects as sucb..the medical 

profession is not criticized primarily because it is a profit making concem but because it 

exercises an unconmileci power over people's bodies, theu heaIth, and their Life and death" 

(Foucault, 1982, p.780). The stniggIes therefore are aIways directed against the techniques of 

'objectivization' , which are perceived by individuals as hnns of exploitation, domination or 

subjetion of themselves, a form of power, ''Am categorizes the individual, marks him by bis 

own indkiduality, attaches him to his own identity, imposes a new Iaw of truth on him which be 

must recognize and which O thers have to recognize m him.-"(p.78 1). Of these three techniques 



exploitation is thought of mostly in the economic sense as the right of others to the appropriation 

of one's material gains, without return of fair rewards. Domination could be related to categorïes 

such as gender, ethnic origin or social status, signifjing priviiege and control of one societal 

p u p  over others on the grounds of its inherent superiority. Lastly subjection concem "the 

submission of subjectivity" (p-782), such as how patients feel they are perceived and treated by 

healthcare professionals. Usually di three types of objectivizations are mixed together and go 

hand in hand. Foucault beiieved that m recent t h s  subjection is the leadhg technique. 

Therefore, he suggests, subjectivity and power need to be examhed together. 

Beginnmg with acts of resistance at their local level where they occur, and the counter 

strategies they provoke in tum, should lead us to understand the power relations they are trying to 

diilodge. Resistance as a 'chetnical catalyst' brings to light the power relations, hence helps 

locate their position, k i r  application and methods used ... " m e  process] consists of analysmg 

power relations through the antagonism of strategies" Iocaily, because "resistance is usudiy 

directed agabit the immediate, ratber than the chief enemy", who is ofien unknown For 

Foucauit (1980, p.133)' the problem is not "changing people's consciousnesses -- or what's in 

their heads - but the politicai, economiç, institutionai regime of the production of tnith". The 

question is which are the forces that make it possible for sornething to be regarded as a 'truth' in 

the fist place? He suggested we need to detach the power of tmth from "the forms of social, 

ewnomic and cuitural hegemony, withm which it operates at the present time" (p. 133) and d e  

it visiile. Therefore we need to examine what counts as tmth and why. We have to try to expose 

the system itselfrather than 6ndimg the fault with individuals for faihg to adapt to it or 

correcting it. An example would be nursing leadership blaming staffnurses for not actmg 

'professionally' and therefore sçapegoating them for nursmg's mability to obtain professional 

status. A more productive strategy is to examine the diourses of professionaiization within their 

bistoncal and current contexts, in otder to discover what the nurses' resistance is diirected 

aganist Subsequently one c m  work fbr change h m  within by reshapmg the elements of 

professionalization to tit nursmg's vaiues. 



Subjectivity as Government of Self 

Govemment is the major complex fonn of power that traverses society. In Foucault's 

(199 1) terms it is more than the institution of the state itself. It is 'the conduct of conduct'. As 

Martin (1987, p.6) States, for Foucault '%he state is not the origh but an overali strategy and 

effect", hence not a site where power simply resides. Government is made up of multiple centres 

and rnechanisrns. It is about people's relations with wealth and resources. However, it also deals 

with their customs, their thinking and acting, as weii as managenient of misfortunes like 

epidemics and death, "the complexity of men and things" (Foucault, 199 1, p.9 1). Dispersed 

broadly everywhere at di levels of society it is exercised at multiple sites. As the 'art of 

govemnt1 ,  which basicaiiy rneans knowing ways m which this activity rnight be cmied out, it 

was deployed histoncaliy m the form of three major mechanisms: Frst as the 'selfgoveniment' 

which is connected with moral conduct. Then there was the governing of the economy and lastly 

the general niling of the state. With the advent of capitalism the latter two became merged: the 

economy was inuoduced mto the general ninning of the state "...for the common weifare of a.. 
this then presupposes a form of surveiilance and contrul as attentive as that of the head of the 

famiy over his household and goods" (p.92), a fom of govemment that became embodied m the 

patriarchd welfare state. 

Veyne (1997) elaborates on Foucault's thoughts on govenunent. He discusses how the act 

of 'governing' was historicaliy conceptualized in difFerent ways and reflected in the dominant 

discourses of the tmies. How one g o w m  wilI result from how one perceives oneseifas 

'govemor', the act of 'governing' and the 'gowrned'. in turn the 'governed' wili perceive of 

thernselves in ways that correspond to the same discourses by which they are reguiated -- an 

baicate cohesive network of cùçular reinforcenient. Earlier societies had relied rnaiuly on 

biahnght to bring forward thek ruiers and 'naturai order' was the template for niling. 

Sovereignty, the resulting mode of government, declared tbe cormrion weIfare of aIi as its goai. 

Subjects had to obey laws and respect the estabiished societai hikrarchies, which c o n f o d  to 

the order miposed by God unto nature and [men]. Sovereignty was an end m itself; its aim was to 

ensure people lived within the God decreed, naniral laws. Power m this context equailed 

sovereipty, which had been conferred supernanirany and became embodied by ùie 'king'. The 



elite leaders' duty was to exert authoritarian conml by force and puniçhrnent through the5 

enforcement agencies, such as the king's army, onto the popuiace. With the changes that 

occuned m the industrial societies, Foucault maintaineci, this h m o f  govemmeat based on 

juridicai power' of divine justice, and iirplosed on the govemed 'hm the outside', bec- 

increasingly inadquate and unwieldy to maintain. A modern politicai econorny arose out of the 

complex, multiple relations between populations, temtory and wealth. 

Govemnient over time developed into a complex fom of power resultinp in "a series of 

govemmeatal apparatuses and a whole complex of savoirs" (Foucault, 199 1, p. 103). Thereby 

earlier, more sovereign, state fonns bec- g r addy  transformed into the administrative, 

bureaucratie state as societies bec- 'governmentrtlized'. 'Govenimentality' was dehed by 

Fouciiult ris ''the to tdity of practices by which one c m  constitue, define, organize, 

instnimentake the strategies which individuals in tbeir liberty cm have in regards to each 0 t h ' '  

(Foucault, 1988, p. 19). In this context the mdividuai is portrayed as a 'he '  agent with rights and 

responsibilities. At the sanie the, congruent with the welfare state, s/he is also a 'memkr of the 

flock needing to be govemed' by a weli-meaning guardian. Governrnent's effect on the mernbers 

of the population therefore had to beconie 'individualizing' as weii as 'totalizing'. 

Endividuaiization hinges on 'the goverment of seif' and appears as the individuals' own 

responsibiüties. It mcludes the ethicd rationalization of their He conduct, the 'moral' regdacion 

in minute details of their everyday activities and their identities. The overd regdation of society 

as the aggregate 'economic pastorate' is achieved through the 'totaiizing' surveilIances of the 

'administrative state' - m Foucauidii ternis the 'police' in a broad sense -- which prescribes our 

activities m every detail. 

Foucault, as Gordon (1991) explains, saw goveniment as an activity or practice. 'Art of 

goveninient' is therefore concerned with "techniques of power or of power / kuowkdge designed 

to obsme, rnonitor, shape and control tb behaviour of mdividuais, situateci within ri range of 

societd institutions, such as the schuol the &tory and the prison" (p.4). Society thereby 

becoms a network of ' odpesen t  subjugating power'. The specific strateaes conceiveci and 

employed arouud the population's balth, and the mie of the 'health professionals', will be 

further discussed under the hieadnig of 'disciplines and pastoral power'. For now 1 will focus on 



the genral formations of mdividuals' subjectivities. 

Foucault contended that hetworks of subjugatgig power' needed to rely heady on 'seff 

govenunent' of individu&, as opposed to e x t e d  policing and Iaw enforcement. Of course the 

latter f o m  also continue to exist concurrently, Iess through the application of physicai force, but 

mostly through the 'totalizing' practices of extemai administration. Self regdation is a very 

indirect and insidious form of go-~enirment: the governeci hdividuals become self policing. 

Surveillance and conuol are exened h m  the inside by themselves and over themselves. In order 

to appropciately 'seifregdate' however, they need k t  to be 'reguiated'. They need to 'lem', 

within a given society, what are the acceptable choices and behaviours. As was discussed m the 

last chapter societal relationships, many of which were previously prescnid by the Churcb, 

h m  the 17th century on had beconie increasingiy secuiarized. They becarne "progressively 

govenimentalized ..., elaborated, rationalized and centralized in the form of or under the auspices 

of state institutions" (Foucauit, 1982, p.793). The 'state', in that sense, works as a strategy 

through and withh the multitude of societal institutions, 

Foucauit's 'govenrmentality', as an 'bdividualizmg' and 'to talizmg' force, represents the 

mechanisrns deployed to shape mdividuaIs mto conformist, productive citizens. Govenimentality 

acts as the major strategy and represents the modern matrix of certain types of mdividualization, 

mto which people are mtepted under the condition "that chis individuaiity wouid be shaped in s 

new f o m  and submitted to a set of very specific patterns" (Foucault, 1982, p.783). Individwdities 

are 'reconstructed' through what Foucault caiis 'modes of objectivisations'. However, tfiere are 

always many different mechanisms at work that produce heterogenous effects in how they 

regulate people's conduct and 'ivay[s] of behaving within a field of posshiiities" (p.789). Due to 

ïnnu113erable forces at play sÎmultaneously, many of them unrecognized and obscureci, the 

outco~zies can never be predicted Societal btittttions, such as education or the media, sente as 

the vehicles for the aansformation of mdïuais into sauctictioned categories: the 'ideal mocher', 

the 'suEcessfuI entrepreneur', the 'professionaI phpician', or the 'good nurse'. The 'nonnalizmg 

discourses shape these specific categories to fit within a @en historical contes and the kw' 

ind~dualities are 'recognized' by th& cornmin character traits. Yet there are differences m how 

they are taken up at the local level and aansfonned in unexpected ways - the productive h m  



of power. As aIi diiourses always articulate with al1 neighbouring practices, past md present, 

shifts m manhg -- what counts as acceptable -- are also ongomg. The mord views of women 

during Victorian tirnes cenaidy differ h m  today's standards, yet some of theü influences 

prsist. 

To obtain a hew individuality' the 'body' of individuals needs to be disciplined in order 

to achieve 'the opptimization of its capabiiities, the extortion of its forces, the paraiiel increase of 

its usefulness and its docility, its mteption mto systems of efficient and economic controls" 

(Foucault, 1980, p. 135). As it works m and through everyday institutions, such as families and 

scbols, "disciphe 'maices' mdividuals. It is the specüïc technique of a power that regards 

individuais bo th as objects and instruments of its exercise ... it is a modest, suspicious po wer 

which functions as a calculated, but permanent economy" (Foucauit, 1979, p. 170). At the same 

tirrie there is also a 'totalizing force' of classification at work. As a rnember of a category one is 

recognized by others and treated and 'administered' m a certain way, at the cost of mdividual 

dEerences. One becornes thereby part of a genre: a nurse, is a nurse, is a nurse... The required 

mediation of self understandmg is achieved by extemd authorities such as teachers or texts. 

Subjectivities are fonned, are stigmatized and are normalized by disciplinary masures. They are 

stnicnired h u g h  "active self forming subjectincation" of individuals as players of "truch 

games" (Bail, 1990, p.4). Foucault diiussed ''truth gams" as an "ensemble of d e s  for the 

production of the truth or procedures lediug to a certain result", representing the dominant 

diiourses. Subjectivity and power are closely connected, as power is exercised by "Who plays, 

who says the truth, how is it said and why" (Foucauit, 1994, p. 16). in this process teachers, 

themselves previously 'diiplined' by the educational and professionai institutions that shaped 

their own individuaiities, exercise power by conveying to students what represents appropriate 

and inappropriate ways of conduct. The categones mto which individuai snrdents are pIaced 

h u g h  the nieantremnt of then conducts, m turn, detennine how they are perceived and 

adnmiistered. A 'good' student is expected to be successful, a 'bad' student to f a ,  the mutuai 

expectations created wiii impact on the student-teacher reiationship-Yet, the effects of tbese 

technologies are never predictable - they dways contain heterogeneous and unanticipatecl 

elements, as power is a 'productive' force. 



Foucault (1982) rnaintained that there are three modes through which the 

'objectivisations' of individuais are CM out in ou -  societies. AU tbree seem heavily 

interrelated They deal with the (re-)formation of identities of individuals. One of the ~m&s is 

based on the 'scienti6c' inquiries, the veridicd discourses, that mvestigate human bemgs as 

objects. For example the human 'body' and how it functions is studied thrmgh the biobgical 

sciences as a 'machine', separate h m  the mind. The 'minci', on the o k  hand is examined 

thruugh psychology; a mind-body dualisrn is created. The 'labouring subject' is andyzed thruugh 

economic theories. Within the systems of the muitipIe scientific discourses in circuIation 

different aspects of individuals are interpreted and reconsmcted. 

Criteria are used to rate people's bebviours and disciplinq practices shape them 

towards 'nomLalization'. Thereby khaviom can be enplahed, predicted and controüed to an 

extent within the logic of a particular theoretical b w o r k  Consider for example the 19th 

century genetic theorks that portrayed woolen as inferior to ma These theories 'explained the 

reasons' for women's subordmation and differences as bio logically de t ede i l .  They 'predicted' 

the undesirable effects such as mtértility, weakness and illness that would result, if women 

shouid engage m education cind other behaviours unsuitable to their nature. Most women, 

acceptiug the 'truth' of these discourses, reconstructed their own identities accotdmgly as fiail 

and vulnerable matures. In order to avoid the undesirable consequences they exhïibited the 

appropriate selfcontroIs. The genetics theories provided the scientific justification for the 

exclusion of womn h m  universities and professions and their subordmation to rm. The 

discourse was also 'productive' m the sense that it encouraged the development of a whoIe range 

of 'wornaniy virnies' , including the VictoRan conceptuaüzations of wonien as guardians of 

family iind mrality, or saviours fiam barbariSm of wars (Stuart, 1999). It also shaped nursing as 

a supportive and nurturing activity, which helps patients to &ai with their We crises and 

physicians to appear as autonomous, comptent professionals @avies, 1995). Student nurses' 

unpaid toilings and graduate nurses' underpaid dedication, dong with poor working conditions, 

f d t a t  the developments of hospitais and hestlthare. Tbeir low-cos labour made possible 

benefits for the public, as weil as excesses of other sacietai groups, such as physicians and 

hospitai administraton. 



For Foucault (1982) another made of 'objectivization' is represented by the 'dividing 

practices' which also rely on the 'normalking' discourses. By distinguishing ktween 'normal' 

and 'abnomial' &y anow us to see mdividuals as separated 'inside themselves', such as king 

tom by conflicting desires resdting m mdecisiveness and ambivalence, a struggle of one's 

conscience. Ultimately the rnanifesting behaviour c m  then be designated either as 'adaptive' or 

'maldadaptive'. Soine extreme examples here that Foucault matioaed are split / multipIe 

personaliues, such as manifested in the JekyU and Hyde phenomenon. hdividuals are aIso 

comparai / separated between 'seif and other', and thereby IabeUed as either 'rnad' or 'sane', 

'good' or 'bad'. These bmary categorizations, dong with the veridicd scientific discourses, 

d o w  the distinction between tmth and falsehood. They detine humans against others as what 

they are not, according to their differences. Members of society know what to expect h m  and 

how to respond to each other. As patients, accordmg to specific criteria, we are either diagnosed 

as sick or hedthy. If sick, we take on the 'sick d e ' .  If healthy we are expected to work and to 

'act normal'. Every one 'knows' what women and men can do and how they ought to relate to 

each 0 t h  in acceptable ways. One of the dangers of the dividing practices is an 

oversimplification of issues; complexities, the many m-betweens, the multiplicity of forces at 

pIay ail get glossed over in the process. As aii things need to 'fit in' and are s u b m d  under one 

of the opposing cztegories the detaiied nuances get lost. For example, people cm be 'chronicdy 

iil', as dehed by their medical diagnoses, yet feel 'healthy'. And geader issues are much more 

blurred and cornplex than cm be explained simply by laklling them either as masculine or 

ferninine. 

The 1s t  mode of objectivkation Foucault spoke of is about "the way a human bemg nuns 

himself mto a subject" (Foucault, 1982, p.778). Like the first two modes that deal with passive 

strate@ of objectifkation that go umioticed, resistance too can surface without awareness. 

However, this mode also icludes what happens when we becorne aware of ourselves consciously 

and d e l i t e l y  chose to behave m situations. Our mtentionai choices are triggered by a 

recognition of others' attempts to imphge on the values that are attacheci to the images we hoki 

of ourseIves, our 'self-styling' practices. Here is where we can refuse the imposition of categories 

in which we do not want to 'fit', hence where the previously discussed 'points of reJistanceY are 



found- B d  (1990, p.4) refers to this mode as "active self formhg subjectiflcntion*'. We. as 

members of discursively inmiid categories such as inen' or 'womn', 'patients' or 'nurses', 

consciously choose how we do not want to be. As we decide between possibilities of behaviours 

and characteristics, we h o m e  active agents willing to take risks for our chosen 'tmths' we want 

to live by. ûur 'seifforming subjectification' occurs within the 'field of possibilities' constimted 

through d the discourses that btoricaily preceded and constnrcted the social we Iive in, and 

that wc ourselves are aware of. Amongst the potentiiils knawn to us we are acceptmg and 

rejecting aspects of our identities. 

This nmde seems to be the most in t r igue  one, where some conscious transformatioo cm 

occur. Foucault stressed not ody the 'discontmuities' of histury, but also allows for some 

'agency' of individu* in the face of the objectivizing forces that consti~te their subjectivities. It 

is through this mode that our personal differences are shaped despite our comrnon categories, e-g. 

as nurses, as women. This is why, despite common experiences, we are not cookie cutter copies 

of each other. Here is where we choose to intemake certain ways of king as opposed to others, 

where we, as women, as nurses, kcom aware of ourseIves in certain ways and therefore cm 

c b g e  ourselves. It is never a total and transparent self awareness, as the HHumanists had 

assumed - no God's eye view -- as this wouid lx impossible. Due to ttie complexitie-s of the 

social networks and discourses we are mvolved in, and which impact on how we understand 

ourselves, niany facets of our identities remab forever unknown. Foucault stated that ' 'r~ybe the 

target nowadays is not to diover what we me but to refuse what we are" (1982, p.785). 

Similarly Sawicki (1988, p.186), pointed out that, "the ppurpose of such consciousness raising 

wouid not be to tell us who we a, but rather to fke us fromcertain ways of understanding 

ourçelves ... to teU us who we do not have to be and to tefi us how we came to think of ourselves 

in the way we do". 

It is at these points thac we cm actively shape the parts of our self perceptions thac we 

have bemm aware of beil hooks (1989) discussed 'taking back' as an example of acts of 

defiance that she and other black wonren writers employd TaIknig back, '?O speak when one 

was not spoken to was a courageous act - an act of risk and daring" (p.13). Pmidmmt and 

ridicule were its çonsequence. Yet, she e x p h ,  ihe act of speech was hr colonized wonien "the 



expression of our movement hmobject to subject - the liberated voice" (p-16), an example of 

the productive forces of power on these wonren's selfperceptions. Nightingale's belief that 

womn need male protection and guidance was ' n o d  for her tirne. Yet even then it was not 

universaüy accepted by dl. Resistance arose in the fom of a women's movement toward 

achievbg equality with I E ~ .  The participants m this movement had become aware of how they 

had been 'objectivised' and refused aspects of who they had become 'constituted' to be. They 

recoaceived of themselves m diierent ways, yet necessarily within the constraints of w b t  was 

hown CO t'hem at the the ,  the 'field of possibilities'. 

At what point does recognition take place, when do we move from 'object to subject'? 

For Foucault ( 1982) we become aware of direpancies between how we want to be and what is 

expected of us by others. Ail reality is always nediateci by discourses. As was pointed out in the 

last section, resistance arises in the face of recognition of three practices: exploitation, 

domination and subjection. Foucauit (1982, p.78 1) stated tiirit resistance emerges when peopIe 

ask: '%ho are we. ..a refusal of the abstractions of economic and ideological state vioknce, which 

ignore who one is mdividuaüy and a refusai of the scientific or administrative inquisition which 

determines who one i f .  Veyne (1997) explains subjection as a consciousness that develops 

about modes of 'objectivization' by others that until now were taken for granted. It foiiows the 

realization about how one has been rendered mto and identified as an 'object', a category, 

ignoring who one is as a 'person'. in other words, peopie begh to question what is accepted as 

m e  and just and who is privileged to say it and impose it on others; they also question the 

rriechanisms by which this 'truth' is imposed. 

To mcrease understandmg and awareness societal relationships are uaced to their 

historical beginnings m institutions, not by looking h r  'unintempted continuities', a history of 

linear propress, as the ' p d  theories' have attempted, but through a 'genealogy'. Barrett (1993, 

p.133) States that ''genealo~ seeks to estabüsh not the anticipatory power of meaning but the 

hazardous play of domiuations". One does not go looking for a m a i n  mth but rather is open to 

siltptises one might fînd. Veyne (1997, p. 173) d e m i s  genealogy as a "Iistoricai analysis of 

'natnrai' objects ... a brin& to light of the practice or discourse in question" within their local, 

histoncal contexts, and expiainmg themuon the bais of a i l  the neighbouring practices in which 



they are anchored" (p. 18 1). For example, workmg through 'male power' was an effective 

strategy for womn in Victorian times. Instead of categorizing them fkom our present perspective 

as passive victims of d e  domination, f e d e  figures, k e  Bedford-Fenwick and Nightmgde, 

cm instead be viewed as active master manipulators. Within the historical concext of their times 

they used effective anarchistic strategies of resistance against male domination, by the means 

known and avdable to them. 

Disciplines and Pastoral Power 

in the literature on professionalism, as discussed earlier, the state had k e n  descriid 

largely as an 'entity' and 'professions' as having developed under its patronage. in modem times, 

for Foucault, govenunent is dismiuted amonest, and operates through, 'diffuse societal 

institutions' and their 'discourses of uuth' specifk to the historicai contexts. in this 

conceptualization the 'professionai disciplines' themselves, as organized 'institutions', represent 

parts of the governing 'state' apparatus. Professionals, due to their positions, are seen as agents 

of social conuoi. As regdators of the population's conduct they themselves first have to be 

shaped mto effective instruments in order to perform the needed 'hierarctiical observatioo'. To 

ensure cheir citizens' productivity modern societies became increasingly concerned about the 

heaith of ttieir populations (Foucault, 1973). 

While sovereign forms of power were exercised by controlling and limiting life, even 

imposing death, 'modern' forms of power were exercised by and enhanced through optiri-iizing 

health and Me. The vitaIity and health of the popuIation -- a concept launched with modernity -- 
as an essential resource became an important target and domain of social regdation and 

intervention. Foucault (1990; 1973) d e s c n i  how, h m  the 17th century on, politicai power 

increitsmgiy dealt with 'bio-politics as the task of admtnistering life'. Popdations were viewed as 

needmg regdation 'for their own good' and the health of individuais became an iqmrtant matter 

of and for goveniment EmpIoyees of institutions iike the educatiod system and public health 

held strategic positions and possessed expertise and knowiedge related to heaith of populations 

and individuais. They began to performmauy of the necessary 'policing' functions. These 

masures, irnpleniented through d e s  and policies and enforced through the authorities of these 



admiaistrative apparatuses, aiiowed for the effective integration of populations mto the changing 

economic systems. M u g h  regulation of their conduct people's lives were directed, at the sanie 

tirne, m individuahed ways, deploying a 'power over We'. The goal was to ensure healthy, 

disciplined populations needed to f om a productive workforce. A historicai shift in governing 

hrid occurred. 

Foucault (1990, p. 139) discussed how the strategies of this 'power over He' were 

organized around two poles: The first pole centred on the individual, ''the body as a machine: its 

disciplining, the optïmization of its capabilities, the extonion of its forces, the parallel increases 

of its usefulness and its docility ... [through] procedures of power tliat characterized the 

disciplines: rn anatomo-politics of the human body". The second pole revolved around the 

regulation of growth and the weifare of the 'species body', society as a whole, "propagation, 

birtbs and mortality, Ne expectations ... effected through an entire series of interventions and 

regdatory controls: a bio-politics of the population". Cioveniment began to centre around and 

jus te  itself with the thenie of 'reason of the state', thereby becoming 'rationaiized' and 

'govemrnentalized'. The state science of 'statistics' becarne the major vehicle that determined the 

necessary regulations. 'Individualizing and totaiizing' strategies of self-replation were organized 

within the 'normalizing discourses', which were discussed above as arismg out of the 'scientif?ç 

enquiries' and 'dividmg practices'. Accordmg to Foucault this process was achieved through 

three strategies which constituted an inuicate, cornplex form of power: 'The Christian pastorai, 

the diplornatic military techniques and lastly the police" (Foucault, 199 1, p. 104). The traditional 

tactics of the latter two were refomed and blended in new ways. The goal of these strategies was 

the achievernent of higher standards of 'heaith' for populations and coincided with the mterests 

of the state in a productive workforce. The resuiting concem for the 'cornmon good' was a new 

notion at the tirne. 

Foucault discussed the stcategies health professionals employed m order to promote 

health, as 'tecbaiques of pastoral power'. This type of power is oriented towards salvation. It 

refers to the well-maning attentiveness paid by the 'good shepherd' to the flock. in Chnstianity 

orïgÎnally pastoral power had ken concerned with salvation m the next wotld. It empIoyed 

confession, a bugstanding practitx of the Cathofiç Church, as its major technique. Coafession 



"implies a knowledge of conscience and an ability to direct it,.. it is linked CO the production of 

truth, the truth of the mdividuai himself' (Foucault, 1982, p.783). Its purpose is for humam to 

reco_pize themselves in certain ways. They thereby compare themselves CO societal txpectations 

to learn how they should be and what they need to do m order to achieve salvation. Accordmg ro 

Foucault, this ancient Christian instimtion needed to becorne secularized and madified. Salvation 

was now no longer a goal for the hext world' but one to be achieved in this world It began to 

take on different rneanings, such as "heaith. weiibeing ... security, protection against 

accidents,.,we ody have to think of the role of rnedicine and its welfare function assured for a 

long time by the Catholic and Protestant churches" (p.784). 

'Pastoral power' aiso demands a willingness to 'self sacrifice' on part of the shepherd for 

the flock (the cailing). Therefore the budding professions had to be concemed with the 

diiipliaing of their own members, as was required for this project. To ensure and mediate the 

necessary seif-regulation of individu* there "emerged certain personnages, institutions, f o m  

of knowledge: public hygiene, inspectors, social workers, psychologists ... Medicine has played 

the role of the common denominator" (Foucault, 1980, p.62). Acting as instruments of 

'interventions and controis', health 'professionals' as the 'police' used the suategies of 

'confession' or 'uuth teiüng' with the population. In ment  times these techniques were 

mtegrated most O bviously m the dornain of psychiatry and psychoIogy. However, more or iess, 

they are used by aii  types of 'health professionals', such as physicians, nurses, sociai workers and 

even diet counseliors m weight loss programs, to which their customary assessrnent fonns and 

interviews attest. Patients need to 'cooperate' by teiüng the 'tnith' about themselves, m order to 

be directed towards proper seif-styling and self-regdation. Individuais are observed, urged, and if 

necessary consuained by official 'personages' (and cenainiy nurses take part in these processes) 

for h i r  own good. It is a weii monitored mechanism aiming for the individuals' adjustnrent to 

societai expectations and an increase m productivity. This outconie is h u g h t  ribout within the 

organized and legaüy sanctioned power relations between health care workers and the 

population, incIuding coercive rneasures. Examples are forceful conhement of m n t d y  di 

petsons against their wiü and compulsory treatnients of people and their contacts with certain 

mféctious diseases, such as tuberculosis, for the ' pa te r  good'. 



Of course, m order to 'govern' effectively, the individualities of the practitioners, as weli 

as their supervisors and professionai leaders who represent the discipiines, need themselves first 

to be shaped into the personages of 'good shepherds'. Their professional identities are achieved 

throua '6hierarchicai observation and normalizing judgment and their combination that is 

specific to it, the examination" (Foucault, 1979, p. l7O), the very mechanisms that are emplo yed 

by educational and professional bodies. Thereby the discipiines can be regarded as one of the 

mechanisms through whkh the necessary 'micro physics of power' are exercised. Goodson and 

Dowbiggh (1990) discuss how the "professionalization of kno wledge mto ngidly defined 

disciplines" (p. 105) that took place results in a specifiç 'inode of disciplining self, body, 

emtions, intellect, behstviours" (p. 106). Within their 'regulating practices' disciplines exercise 

mticuious conuol in the form of domination of the 'docile bodies' of their own practitioners, 

who in tum direct the conduct of the public they serve. 'Practices' thereby shape the 

' professionais' as well as their 'clients' (Chambon, 1999). Usmg mono polistic strixegies, these 

institutions continue to legitimize and sanction their produced knowledge through resource 

allocation, status distniution, career prospects and mechanisms of 'policing', as we have seen in 

the previous chapters. 

The 'regimes of tmth' around health facilitate the regulation of a whole network of 

Bisututional prxtices and relationships representing the mechanisms of complex 'hierarchical 

observations', such as the heaithcare system in general and its organized institutions m particuiar 

(Foucault, 1973). For the purpose of this thesis I wanted to go beyond analysis and to focus on 

how nurses can actively help bring about change. Therefore 1 had to believe that nurses are 

capable of 'active self formation', by practicing accordmg to ethicai standards. Some of 

Foucault's hter thoughts proved helpN, as he too seemed to look for answers about what guides 

'human agency'. "Ethics is the deliberate f om taken by liberty". It begins with "care for self', 

one "fi6 oneselfout with truths" (Foucault, 1988, p.5) and foiiows them -- it dso always 

mvolves ' c m  of others'. Self-awareness is a necessary condition m order for liberty to dow for 

refkctive, delherate practice, which is different h m  'moral regulation' by forces h m  outside 

the individual Ethics however is not imiversally the sarrie; it is always confked wi th  the 

thou@ system of the historical context and guides social conduct (Foucault, 1986; Rose, 2000). 



In this sense it is also an act of resistance, as it means the "&limate practice of liberty". Through 

etbical conduct we use our strategicaüy advantaged positions in a non-oppressive mamer. 

Suategies should be as open as possible to d o w  for power reversais. Ethics, the 'deliberate 

practice of self, "allow[s] these games of power to be played with a minimum of domination" 

(Foucault, 1988, p.18). 

Critique and Expansion of Foucault's Ideas 

Using Foucauit's ideas on professioaalism and power as my conceptual fiamework will 

allow, 1 believe, for a new perspective and analysis of the coqlexities of the issues involved. 

h tead  of overarching conceptuaiïzations of power, as something held by dominant groups over 

the rnarginalized, the instances of resistance at the locd level ttütt I hope to discover will be the 

stzirting point. 

A potential dficuity with this framework be the Iack of strrttegies of coilecuve 

resistance, a common critique of Foucauit's approach 1s it eaough to have multiple unconnected 

sites where change occurs sporadicaily at local Ievels? Or wiii the 'regimes of truth' which 

operate m society just continue to go on at the global level, w M e  token concessions are d e  

here and there, yet overaii nothmg changes? By cautionhg us about the dangers in the fotever 

lurking possïbilities of new 'totaîizing practices' of domination (Diamoud & Quinby, 1990), does 

Foucauit hereby render organized po liticd action effectively mipossible? 

Sawicki (1988) perceives the Foucauidian analysis of power as fittÏng and usefui for 

womn's issues, especially since its focus on specifics allows for the politicization of the 

'personal' domain. The 'consciousness raismg' that becomes possible through learning h m  the 

diierences within the groups, and the use of this knowledge to enrich one's politics promises to 

be a productive rnethod to achieve political goals. However, in addition to locd resistance, 

Sawicki also advocates for concerteci action. Therefore she encourages the 'ferninist commimity' 

to tind new ways towards unity amongst theniselves, somewhere "between a mralistic 

dogmatism and a libertariau pluralism" (p. 178). Like Foucault she is wary of the totalizing 

dangers of essentialism and the fiequently negative impacts of 'identity politics' as expresseci m 

Richard Sennett's critiques: "...an aü or nothmg contest of personai legitimacy. .. powerlessness 



cornes tiom the very attempts to define a collective identity btead of &fining the common 

mterests of a diverse group of pople" (cited m Sawicki, 1980, p. 187). The result is that many 

large scaie 'identity politics' get mired in "intemai stniggles over who realIy bebngs to the 

community" (p. 187)' thereby distracthg attention fiom the reai issues at hand. The exclusion of 

working nurses, by the self-proclaimeci elite of nursing's leaders, fiom takmg part in designing 

professionai goals is an example of such an intemal disagreement as to who has the necessary 

and appropriate 'knowledge'. It cm also be seen as an instance of claims to knowkdge by these 

leaders coincidimg with claims to their location and identity as automatic warrants for their ability 

to 'speak the mth'. 

Sawicki concludes chat diversities, far fkom leading to division, provide opportunities for 

a new, more egiilitarian unity: ''Perhaps the least dangerous way to discover whether and how 

specific practices are enslaving or liberating us is not to silence and exclude clifferences but 

racher use them to divers@ and renegotiate the arena of radical political smggle" (p. 190). 1 too 

believe that, in addition to the local stniggles, uniting around common mterests and using our 

diversities as ri rich pool of resources outside of traditionai hierarchies will ailow nurses CO 

become more effective players in the heaIth care arena One such common interest, 1 beiieve, 

needing input from di practitioners -- not only the regulating body that currently tries to impose 

it on ail - should be a reconceptualization of professionaiism as an ethical, seif-ceflective 

praccice within nursing's own 'reg& of truth' (Ashley, 1997; Davies, 1995). It should be 

centred around the question: How cm we as nurses play our own power relationships in which 

we hold 'strategicaiiy advantaged positions' vis a vis our patients and other workers with a 

'minimum of domination' (Foucault, 1988)? 

Awareness c m  lead toward ethical, l e s  oppressed / oppressive possibilities for nurses' 

partîcipation in societai power relations. I hope to show that a gap needs to be fiIIed and a mre 

criticai look at socialization and professionalism, as they are currentiy viewed in nursmg, is 

caüed for. Practising nurses' ideas need to be considered and incorporated m institutional 

policies. I believe that mcreased knowledge of power's mechanisms and the processes of identity 

formation wiii help nurses to recognize how they themselves participate m their construction, 

w i t h  th context of existing power relations. This recognition shouid o p  new possr'bilities 



about how they codd and want to 'm themselves mto subjects'. Envisioning how these 

relationships could be different fiom what they are, seems to be the fist step in constnicting new 

and better strategies and glimpsmg alternative possibilities, eventuaiiy bringiag about desirable 

changes for nursmg and health care. 

Managerial Science as Veridical Discourse 

In this section 1 talk abu t  contemporary discourses of restructuring and how they shape / 

are shsiped by govenimentd strategies and mvade local practices. As noted above, Foucault 

viewed govemntaiity as the major complex force that traverses society, as the 'conduct of 

conduct' of society's niembers. He referred m;unly to the weifare state, which was predorninant 

for the most part of the last century, during his own life tirne. He saw governiag of societies m 

recent times mcreasingly reliant on 'self regdation' of individuals. Selfregdation was induced 

through benevolent patemalism as 'professional disciplinesy guided peo pIe to achieve weii-bemg. 

Lately, however, it seems a chaage is taking piace, as govemntai  rhetorics becorne 

iucreasmgly neo-lira1 and bent on 'market oriented' strategies of governing (Greenspun, 2000; 

Gustafson, 2000). With the shifi to market mechanisms more emphasis is now placed on 

mdividual responsibility for the population's conduct. Peterson and Lupton (1996, p. 10) discuss 

how the neo-iiiral critiques of 'weIf;uism' have iumasingIy found favour in the developed 

countries. 'The emphasis on mdividd and collective entrepreneurialism in heaith and welfare, 

and the devolution of responsibility for healthciire and other sociai services to 'communities' 

have received widespread endorsenient across the poüticai spectnua..". The diiourses of 

traditional bio-politics compete or merge with global discourses which centre around 'deficit 

reduction' and down sizing of 'big goveninient', a focus which changes how 'society as a whole' 

is govemed. Thereby 'national' diiourses seem to get replaced by 'gobai' ones. Concurrently 

there is an increasing trend toward privatization, which now invades aii areas of public life, 

hcludmg the health care field 

The new veridical discourses are based m manageriai science as 'solution1 for the 'high 

cost problems' of sacietal institutions, such as the Wth c m  sector (Gueilec, 2001). Greenspun 

(2000) maintains that current strategies are derived h m  'scienüfïc management' t h r i e s  of the 



past, Fordism and pst-Fordism, corporate cuiture of globalization and Japanese m a g e m n t  

techniques. The keywords are: "efficiency, cost-effectiveness, eli-ation of duplication, 

flexiiility, clear processes etc. Of particuiar importance to kan production and flexible 

speciaIization is the multi-skihg of workers. Indeed, these keywords of pst-Fordist approaches 

serve as the mtellectual g r o d m g  and discourse for the new business paradigm m hospitd 

management" (p.28). Societal problems today are to be solved through greater efficiency and 

tietter 'management' of resources, l e d i  to cost- and deficit-reduction The patriarchal w e k e  

state had concerned itseif with 'hedth for aiî'. The main expectation of the 'professionah' 

involved was to guide people as a 'flock' m the m e r  of 'good shepherds'. Today the mjor 

interest is the bottom k e .  Institutions are becorring 'lean and mean', as market mechanisms 

rather than the w e h e  state are relied on to achieve p a t e r  prosperity. They are expected to 

bring about new afnuence through economic seif-adjustments, as the resuiting mckle-dom 

effects create the just right numbers of jobs, paying the just right wages. This hm of 

government does not necessady mean paying attention to environmental and future concerns to 

ensure long-tenn weii-king and prosperity, but is mostly focused on immediate economic gains. 

the bottom line. It requires new technologies of the self, "self-stee~g mechanisms" (Rose, 3000, 

p.3 17) by the players involved, particularly the patients. 

in the wake of these changes widespread 'deskilling' of nurses' wori. has been 

iqh-nenced. Frequently, nurses have been replaced with less qualified and therefore less 

expensive labour. Picard (2000) States that 51% of nurses have k e n  pushed into part-time 

positions. A flenible work force, convenient and cheaper for the erriployer, was created, as staff 

can be cded m or cancelled 'jus-in-cime' (Gustafson, 2000). The rdti-skilied generic workers 

who have taken over many hniier nursmg tasks represent an exaniple of how industrial midels 

of organitation, origiualiy designed for manufacturing of goods, are now applied to reguiate 

social services such as health are. These services are measured ni units of t h ,  to be bought and 

sold Gustafion (2000) discusses the consequences of viewing the t h  it takes to provide &se 

seNices as the main comnmodity. To prevent wasted resources the widespread Casualization of 

healthcare workers, mostIy women, was nitroduceci, allowing for fiexiiility of c a b g  them in or 

cancebg them on short notice: "By providing just-in-tirm heaith care, the institution saves 



mney on full-the wages and benefits. However, just-in-time health care sacrifices the quality of 

care and the quality of women's personal and professional iives" (Gustafson, 2000, p.20}. An 

exampIe of tjm as commidity is the concept of patient care units (PCUs) that are used to 

determine workloads. This tool relies on translating tasks into numrical units of the tk it takes 

to cary them out. Nursing hous needed get calcuiated accordingly and staffing is deterimned. 

What the tool can not masure, however, are ali the mteractions chat occur between nurses and 

their patients. Due to the uniqueness of patients and the situations they are in, what is needed to 

provide 'caring' can not easily be standardiied or predicted, hence remaius invisible. The cliaical 

approach nurses use to give good care is often in confiict with the cost-efficiency requirernents. 

Nursing care is increasingly hard to do, as it gets lost in the flurry of tasks. If it happens it is more 

or less a by-product while the prescriid chores are performed, as 'caring W only measured in 

tasks' (Baines, Evans, & Neysmith, 1991; Peterson & Lupton, 1996). 

With fewer senices provided a more active participation of subjects m their 'governing' 

is necessary to actiieve health. There is now an emphasis on individuais' own responsibilities for 

their welI-king, be it in regards to economics or health, as cuts to aii social seMces are made. It 

seems that cost-effectiveness is increasmgly brought about at the expense ofquality- Healthcare 

rzieanwi.de is in decline. Fulier (1998, pp.718) States: "Healthcare that would serve the needs of 

Canadians is king replaced by those services thrit wül enhance profits of corporate mvestors in 

the health mdustry". In her eyes, this developrzient in North America is Iqely  a consequence of 

the fiee trade agreement. She discusses how 'outsourcing' is a cornmon practice m the hospitai 

sector today. It includes services like dietary, diagnostics and laundry. The increasing reliance by 

hospitais on city-wide agencies to provide nurses for them cm also be considered as outsourcgig 

of nursing services. Many of these agencies are now outbiddmg each 0th m hospitaIs and 

particuiariy in homecare, to supply nurses and other healthcare workers. This competition has 

kept wages m the commullity weii below the hospitd-based salaries. As nurses were Ioshg their 

jobs and few fuii-MY: positions remaineci, new graduates m partidar were forced to take any 

job that was offered to themduhg the past k w  years. However now there is a shonage of 

nurses. It could be expected that the resuitiag competition to hire heaIthcare workers now 

backfire m favour of nurses - perhaps creatmg 'new spaces of fieedom'? 



The managed care discourse that guided the restructuring of the system is also a discourse 

of mcreasmg consumer 'choice'. It s ~ t a n e o u s l y  reconstitutes citizens as capable of and 

responsible for exercisiug 'regulated kedom'. Bodies are stiil viewed as machines frorn the 

perspective of the discourse of the bio-nmedicai mdek but their maintenance now is becoming 

increasmgly the responsiiility of the do-it-yourselfers -- the individuais, who own these bodies, 

and their respective fandies and communities - versus the welfare state. To jusfi poLiticai 

agendas and to bring about solutions, it seems that management discourses are now reorgnnizing 

and, at times, even supersedimg the traditionai scientfi discourses of bio-politics, as today's 

salvation is to be found m deficit reduction and profits. It may weil be that within the restructured 

system the m s t  important 'professional' is no longer the physician -- although medicme's 

knowledge is stiU considered very important for the commn good -- but the efficient manager 

who, by steering a healthcare institution out of debt, becoms the contemporary hem. Previously 

patients had k e n  coddled by benevolent experts. It seems an approach of tough love is now used 

increasingly m an attempt to create the 'docile bodies' that are more w i h g  to shoulder the costs 

for their own we11-king and less demanding of services thm in the past. They are thereby 

becombg 'the patient-as-expert': Individuais now bave to assume kedom, responsibility and 

risic (Peterson & Lupton, 1996), their subjectivities, how they reIate to themseIves, need to be 

reshaped. 

Therefore 1 believe it is important CO Look more closeIy how these new discourses int'use 

and colonize practices at the locai levels. Understanding their workmgs and what strategies are 

used to mduce them can point the way to thwart them h m  within. As managerial science tries to 

reconceptualize healthcare, for these changes to o c a r  the subjectivities of the players at the local 

Ievel need to be reshaped. As discussed in the pvious section, professionals, as the 'instnrnients 

of hierafchical observations' and 'regdators of the population's conduct', always need 

tkmselves first to be reguiated (Veyne, 1997). They need to accept their own roles to cary out 

h i r  new functions. Agonisms of strategies at a11 levels are necessary for niccessfùi 

implenientation on the hrge d e ,  to bring about the wel-nmnitored adjusrment of the 

populations to the current societal expectatbns. HeaIth care workers, in the past, were expected 

to carry out their parti& occupations, in part at Ieast for aimiistic reasons. It was a 'caüiug' to 
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help others, correspondmg to their self styling. Nurses m particuiar were socialized to further the 

weil-king of others, often to the extent of seif-sacrifice. To practice effectively within the new 

mode it is necessary 'to fit themselves out with the new truths' (Foucault, 1988) of the 

restructured system. Unwiiimgness to accept these new truths wiii resuit m resistance - 'anti- 

authority suuggles' -- at the worksites. Simola, Heikkinen and Siivonen (1998, p.67)' basmg 

the5 anaiysis on Foucault's ideas, discuss this process as a "technique of self', the 'hiorai 

teleology, a mode of ethical fulfillnient". As an exûmple they reviewed historicd variations 

mmduced kto the educationai system over the Iast century. To what extent teaching practices 

changed each thne depended on the teachers' wîllingness to (re)constitute themselves as 

"subjects of knowledge and knowing subjects" within the new dicourses. 

Within the tough love approach of the managerial discourses there seems no room for 

nurses as criring individuals, who might 'spoii' patients. What is required of them is their 

expertise in efficient task onented care provision, to get patients out of the system as mon as 

possibk. These desùed goals wüi be reflected in how the everyday practices at the institutional 

levels are reorganized. We need to also keep m mind that di discourses always articulate and 

compte with dl the other discourses and practices, past and present. They d o w  individu* to 

the extent of th& awareness to choose in how they turn themselves mto subjects, as prrtctices are 

always negotiated amongst participants. As the processes are imposmg new restrictions 

simuitaneoudy they also mate  new possibiiities. The diversities among individuals and 

professional groups exist because they adopt, within 'the field of possibilities', certain 'veridicai 

discourses' and reject others. Thereby they co-constnict their subjectivities and use agencies, 

which makes ail social processes so hard to predict. 

Various strategies are used to regulate conduct. Smith (1990% 1990b, 1987) discusses 

texts as 'objectined knowledge' and 'active agents' of social organization. Printed texts have the 

ability to reach a wide variety of extra-local sites and to standardïue and un@ practices - a 

pper ty  chat is tmwndously intensifieci through computerizatioa As public doçuments texts 

regdate and organize 'concerted' actions of mdrviduais at many different localities. However, it 

has to be reniembered that they are tbe work of individuais or groups and developed at a m c  

place and pomt in t i m ,  m respome to a historical situation. Through widespfead application they 



beconu: naturaiized and tùllill an ideoIogical function. in regards to heaIth care issues, one of the 

p u p s  helpmg to produce the tex& m healthcare is the current advisory body of the Heaith 

Services Resuucnrring Commission (HSRC). It is an '"independent body operating at amfs- 

Iength from the goverrinrent. Its mle is to make decisions on restructuring and to advise the 

EuiSiister of HeaIth on restnicturing aspects of Ontario's balth services system" (Mem Toronto 

Resuucturing Report, July 1997, p. 1). in the conclusion (Appendix GIS) of this Iengthy 

docurrient we I e m  that: the naethadolojg for identification of costs and swings used an approach 

"consistent with indusay prrtctices and rriethodologies cumntly m placey' and t h t  it developed 

advice for the Minister of Heaith "on the expenses and savings estimates associated with HSRC 

Directions and Recommndations". Even though it concerns itself with the institutions that are 

responsible for population health, throughout the wliole document there is no attempt to disguise 

its ovewheimingly economiç focus. 

h attempts to reshape identities withm the 'restrucniring' discourses new utles and job 

descriptions are recently mpping up m the nursing litennue, as well ris in the 'restructureci' 

institutions. Campbell (1992), usmg Smith's institutionai ethnography approach to examine dis 

phenornenon, States: "ln Canada, m the 1990s. a business metaphor aiiows health care officiais CO 

apply conventional management solutions, borrowed h m  busmess, to kalth care problems" (p. 

763). W~thin this contemporary discourse nurses and other employees m the sector rn no longer 

seen as mere 'are providers' but increasingly as 'managers of cm'. Wood, Bailey & Tilkemeier 

(1992), agree: 'patient care' is no longer what gets done. lnstead it is 'case rnanagerneat' and 

more recendy 'outconies managenient'. 'Best practices', as 'discourses of truth', are chosen 

according to criteria deemed desirable by the institutions of employmnt and t h  becoau: the 

new standard for all employees. 

Althou& managed care a p a c h e s  are applied in di areas of heaIthwe, they are m s t  

StringentIy and easily put m piace m hospitais with the5 alteady existing hierarchicd 

buteaucracy. Lamb, Deber, Nayhr and Hastings (1991, p.4). after reviewing tbe relemt 

literature, found two stated o d  goais of mimageci care: cost wntainmnt riad quaüty of c m .  

Whereas m s t  of the mamged we hterature hcuses on cost containnient, which is seen as th 

primary *tus for its developnt, the writings on 'case mmgemnt' ofm have a greater 



'quality of care focus'. A range of its topics may include continuity of c m ,  coordination of care, 

technical quality of care, prevention of illness and promotion of heaith, enhanced access to care 

and enhanced use of the multi-discipünary team. However, aii strategies employed include an 

aspect of 'down-sizing', in the form of demands for the coordimation of a nurnber of services and 

the 'targetmg' of appropriate resources. As aiiocation of resources is involved, aii masures of 

cost containnient also dways relate simuItmeously to issues of quaiity of care. The coordination 

of care at the local Ievel therefore is faced with the chdienge of how to integrate tinancing 

mechanisms, appropriate utilization management and high quality service delivery, It foUows that 

how the coordination is camied out depends on how 'high quality service' is envisioned ami 

prioritized, To ensure quaiity of care -- accodmg to the criteria seIected - m m;inaged care 

systems provisions are made m terms of "stmcturai, process and outcome indicators or targets ... 
Staff and providers are screened to ensure competence" (Lamb et al, 199 1, p.32). What gets 

emphasized and focused on may either be centred primarily on the weU-king of clients or on 

cost containment, which wîll be reflected in the processes chosen. Also with increasing 

computerization ongoing evaluation, checkmg and accouuting provides a built-in auditmg 

process. 

As stated above, m most managed care systems cost containment seems to be the over- 

ridmg factor. A survey of 663 hospital chief executive officers reveaied that nursmg care was 

ranked by patients, out of 10 factors, as the most important (Prescott, 1993). However Huston 

(1996) reviewed a number of surveys of hospital administrators. Tbe data showed that 

a ~ s t r a t o r s  would cut staff More limiting capital improvements or resmctiug research and 

development. These tindmgs mdicate that views of consunrers md administrators are at odds. 

Prescott and Huston further found that between 1980 and 1989 mre  health care services were 

produceci with l e s  labour. Even though durhg that time period savings were gained by reducing 

the nirmber of healrhcare workers, tbere were also mcreasmg costs mcmd through 

intensification of the ItY?dical semMces that were pro- More. high tech equipnient was used, 

mire tests and expensive ueamients were ordered îheir data suggest that procedures and tests 

were responsii for hcreasing costs in health care, not human caring provideci by health care 

workers, which is wmminly tainted as the main cuiprit h r  rishg budgets by managenients. 



To contain health care costs another suateey is utilization management borrowed h m  

scientific management. Its application hvolves masures to mfluence the behaviours of users 

andior care providers to ensure that care is appropriate and canied out m a timely and cost 

efficient manner. 'The orgauization of care delivery is achieved through d e s  and @delines, as 

weU as feedback and education (Lamb et al, 199 1, p. 11). "In theory rnanaged care controls costs 

by providing health-care services efficiently and controlling utilization to ensure that it is 

appropriate" (p.27). As 'production efficiency' is the main goal, cost containment is frequently 

achieved by "substitution of less expensive inputs wbiie s till achieving satisfactory outcomes" 

(pp.28,29), be it in the form of lower paid workers or mchines. Overaü the nurnbers of heaith 

care workers, especiaüy nurses, to provide humau caring have steadiiy declined, a trend that 

accelerated within the last few years. 

Instruments are developed to monitor the process and to ensure efficiency. They descni  

expectations and prescrii detailed tasks and behaviours for ail concemed, heaithcare providers 

and patients. Some of the strategies used to enforce them may be incentives, others detenents. At 

the central position of the lierarchical observation is the case manager who functions mauily as a 

coordinator of care not as actual provider. A comprehensive background in hedth care is 

therefore not always seen as a necessary prerequisite for a case manager; but a knowledge of 

management strategies is (Davies, 1995). "in theory managed care c o n t ~ ~ l s  costs by pmviding 

hedth care services efficiently and controhg utilization to ensure that it is appropriate" (Lamb 

et al, 199 1, p.27). The role of the 'case manager' is to weight need, benefit and cost, to corne up 

with the most appropriate service. The desired outcome is 'production efficiency'. This goal 

recently is accomplished maidy by hirHig non-traditional providers for less pay. Another strategy 

-- much M e r  to implemnt, yet pmbably much more effective -- is pmactively to prevent 

problems or complications. This is where nurses with their knowledge background could direct 

their energy, thereby simuitaneousiy promotmg the patients' quaiity of life. it is the d e  of ttie 

policy makers to determine tbe overaii ùeneiits to society, usuaüy m economic t e m ,  when 

promitmg particular forms of heaith care. 

One of the insuunients to achieve the desimi outconres at the bedside used mcreasingly 

m institutional practice is the 'care me'. It is a tool that clearly prescni  what needs to get 



done, by whom and wbea Goode (1995) diussed how it was mtroduced to reduce costs and 

improve efficiency outcomes of care. It thereby seems to encotupass ail the goals of managed 

care. The major interventions for the key heaithcare providers, such as physicians and nurses, are 

'laid out m regards to timing, sequencing and length and structured around intermediate goals 

and outcoaie criteria" (p.338). Patients too get a copy of the care map, so they know what is 

expected of them Their williogness to become active collaborators is needed for their effective 

sdfgoveniment. The case managers, who are often but not aiways nurses, occupy an eIevated 

position. They coordinate the care provided by monitoring the patients' progess and making sure 

that dl participants stay on the care map and meet outcomes. They also educate participants 

regardhg use of the map and analyze process and outcome variances. Their position dows them 

to exercise surveillance and conuol over aii to ensure that efficient delivery of care and desired 

outcomes are achieved. They therefore play a central part as 'police' m this process. 

The care map, as a new management tool, possesses statistical features to provide 

CO ntinuous quaiity assurance; increasing computerization of data m;tkes the constant monitoring 

of aü participants a potentiai reality. Built into care maps it is, once again, the documentation of 

events and performance that gets assessed. Documents are much more convenient to mes s  and 

evaluate than reiiance on diict data, such as patients'own accounts of the care they received. 

However these processes construct a picture that oflen does not correspond to the lived 

experience of the clients and practitioners but speaks a 'textual reality' that articulates with the 

overaii organizational management system. gi- the appeûrance of eficiency. 

The major risk that arises h m  the managed care discourse is that of underse~cing 

clients (GueUec, 2001). Due to economic incentives the public's utilization of services mi@ be 

autailed, smce an bherent tension exists for the healthcare workers mvolved between Ioyaity to 

pdents and their best mterests, on the one hand, and loyalty to the organizationai objective on 

the o W -  Guided by the desire for efficiency, the most cost-effective practice, such as the 

shortest length of stay, mi& becom the desired standard to be achieved, to the exclusion of 

other criteria. This is a particular danger when the case manager does not have the broad 

background m haith care necessary to recognize what is Ïrxq~~~ant and what can be let go. S m  

(1998)' a managmnt consultant, d e m i s  hospitals as 'commodities' within rrianaped cm. He 



advocates for vigorous marketing strategies In today's coqxtitive heaIthcare environment. 

Advercising one's particdar 'W of health care w k h  couid include alternative aiedicine, 

supportmg one's successes with 'proofs', and keepkg costs low are suategies he recommends. 

Lamb et ai (199 1) wam that dong with entrepreneurialism, the emphasiis rnight SM too 

far towards marketing and enities,  away kom quality. Thereby adverthhg couid replace 

quality assurance. Current advertisements extohg the wonderfui effects of Laser eye surgery 

seem to bar this out. Yet a lack of regdation exists, resuiting m often inferior and somtmies 

h d  procedures. Recent news reports increasiugly indicate that in some cases vision actually 

worsened afier the procedure and that side effects may mclude night-bhdness that progresses 

further with age. in the tieid of service provision relying on advertisements is increasingIy a 

possibility. As the prevailing worldview in heaIrhcare continues to rely on the quantitative forrn 

of assesent ,  quaiitauve mthods to masure the effects of caring pnctices need to be 

recognized. 

Despite the dilemrnas that this approach might pose, Nursing Case Mauagement (NCM) 

is widely accepted. It is regarded as a tom of 'advançed nursing practice'. Its proponents are 

convinced that through 'evidence-based practices', the nurse case manager wili h d  ways to 

reconciie divetging interests between quality care and cos-tfficiency. h a recent literature 

review I.E. Smith (1998, p. 102) concluded optimistically that "case management can lead to 

prevention of cody complications, the reduction of duplication and gaps m setvices, stronger 

infornial support networks, and clients who manage cheu own care". No niention is made of 

client satisfaction with the care received. On closer examination it seems chat these factors relate 

to better coordination of services -- no doubt necessary and desirabIe -- but they can not becorrre 

a replacenient for nursnig care itself. 

Some Criticai Perspectives on Mamged C;Up in Nursing 

m m  a rmre critical perspective Campbell (1992) expresses doubts that nursmg 

proféssionalism will be accorrrplished by nuses becoming case managers, a position dut some 

seem to view as a fonnof 'advanced practice'. She disçusses how this 'kw standpoint of mst- 

efEckncy that subordniates nuses' traditional mterests and groimdalg of kir work m the 
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standpoint of car$ (p.75 1) is inherently problematic for nurses. 'The technologies, such as 

computerization, transfoxm nursing decision-making into information-based practices, comparing 

records of nursmg care to the written stmdards". Wty of care is thereby addressed through "a 

management techology, in a set of technical steps' ' (p.755) and achieved by 'inanagmg nursing 

technologicaüy" (p.759). How nurses practice is regulated by implementation of protocois, iiimed 

at conmiiiing the quaiity as weil as the cost-efficiency of nursing care. The 'quality indicators' 

consist of masurable factors, like timeliness and technical accuracy, thereby reducing nursing 

services to tasks carried out. 'Caring practices' are not readily quantified and hence cm not be 

measured directly. The essence of nursing -- what takes place in the 'nurse-person interaction' -- 

is thereby easïiy overlooked and discarded. Nurses themselves and other personnel in the process 

becorne "resources to be managed effectively" (Cqbe i i ,  1992, p.763). This approach is based 

m a management, not a nursbg perspective. Carrîed out m hierarchicai institutions, they reIy 

beavily on the textuai reality of documentation to comunicate between the multiple layers. 

Davies (1995) reports that M a r  processes had k e n  introduced into the British heaith care 

system. She too maintains that these types of bureaucratic organization are dien to nurses' own 

perceptions of their work. Further she claHns that "the systern f& nursmg, insofar as the 

conditions for its practice and its proper developmnt have never been put in place" (p. 102). 

Nurses m case management positions are mpped m d e s  supervishg others that do hands-on 

care, whiie they themselves have onIy 'fleeting encounters' wich their patients in an effort '?O 

make the Polo rnint worK' (Davies, 1995, p. 102). The actuai practice of nursing, which requires 

sustained encounters for uusting relationships to develop, thereby never has a chance to get off 

the grouad. Davies refers to this dilemma as the %b mbt problem', "the fact that the 

practitioner role [m hospitals] is not there and that aursing must aiways be accomplished with a 

variable and transient labour force" (p. 102). The central task of nursmg is therefore reduced to 

manage this labour force and to get the work done safely. 

Padgett (1998) examnied the contradictions and tensions between 'client goals and 

systems goals' inherent m this h r ~ w o r I t  He too perceives managed Gare as rooted m a 

corporate management view - a perspective that favours 'systems goaIsY by its nature. Therehre 

role contlicts and ethical chaiienges tend to result for nurses in case management, He States that, 



'tather than providing a resolution of the dilemmas of caring, however, NCM cm be seen as an 

embrace of much that is problematk for nursing ...the 'health care wars' writ smak the disputes 

over goals and d e s ,  methods and meanings, prideges and prionties" (pp. 10,ll). The nurse case 

manager tends to be caught in the middIe. Therefore, Padgett claims, NCM is most likely neither 

the vehicIe to advance professional nursmg and its goals, nor to acbve  greater infZuence h the 

system. Nor does he see it as the avenue to reverse the current trends of indiscriminate cutbacks. 

The problems of defiring, providmg, and achieving quality hedth çare can not be resolved by 

management techniques aime. He encourages nurses and ciients "in challenging corpurate 

managed care, and in revisionhg the goals of client empowennent, care coordination, and system 

redesign kom more emancipatory perspectives" [p. 11). Similar suggestions are feanued m 

Gueiiec's (2001) comnta ry  to tum the system around. 

i agree with r k  authors above that quality of care aud cost-eficiency rite two very 

dierent and often contradictory goals. An ongomg tension exists between them. En the present 

political climate efficiency is more WeIy to outweigh qudity. However, the space to focus on 

quaüty of care - a space of freedorn perhaps? -- exists within the discourse, hence it should be 

possible to achieve it ' h m  within'. in the nursing literature in whicti patients are discussed as 

the centrai figures, their mdividudked, needs determine how services are to be pmvided 

The nurse holds the key d e ,  since s/he is the one w b  is concerned with the 'whole' person. The 

nurse's conm'bution is seen less as 'mnagmg' and more as 'ensuring quality of life' for the 

person and to represent his/her wishes and mterests with the 'team' (Cody, 1994; Jonas-Simpson, 

1996). Whw striving for 'quality of care' the chaIienge is to show that efficiency is not 

compromised. Hence the quaüty mdicators would rmst ükely te patient and care giver's 

sarisfaction, as weli as data on decreased morbidity and mrtaiïty. In the long term cost e5ciency 

should be acbieved, as nurses WU have Iess sick tirne, are less likely to quit and h general 

provide better quality c m  for patients. Patients who are weiî cared for should show Faster 

recovery rates and kwer relapses hence, if aU things are c o e d ,  sa* the heahh we 

systern maney. The difndty is to represenc these effects as 'visible' outconies. As chey do no t 

lend tbemselves readily to imniediate measurernents their connections to each other ate harder to 

'prove' . 



Curtin (1996, p.304) States that, as earIy as 1986, research had show that for patient care, 

" the best person to do the job is a weII-prepared nurse working m an empowered and respectful 

atmosphere ...qu ality of nursing care was the m s t  important factor afFecting the survival rate of 

patients admined to intensive care units", She f i d e r  elabrates how, m the best hospitals, the 

nurses had protocols that aiiowed them to make minute-to-minute changes within dehed limits. 

They were mvolved m planning of how many elective surgery patients could safely be cared for 

and had good relationships with the physicims they worked with In the worst hospitals, chose 

with highest monality rates, the nurses were ordered to care for more patients than they felt they 

codd safely look after, they had litde autonomy and poor relationships with theu medical co- 

workers. She concludes that "hospital restructukg, reengmeering and redesip WORK, and 

work weii, only when nurses are enabled to practice and to practice well" (p.307). 

SiimrnaCV 

in this thesis 1 am explorhg how hospital nurses perceive of themselves as nurses witbin 

the resmcnued system and how they, with other players, actively participate in the practices of 

hedthcare. 1 am also looking for possibilities to (re)vdue nursmg and to bring about effective 

changes that improve quality of Me for patients and quaiity of worklife for nurses. Foucault's 

conceptuaiizations of power and subjeceivity seem to me a titting frarnework for this project. 

Power is treated not onIy as a prohibitive, but also a productive force. It traverses aii societal 

networks, manifests itseif in everyday practices and is also inherently unstable. FoucauIt's 

nrethod calls for exploration of power's heterogeneous effects beghhg at the points where they 

are actuaily played out, the 'local leveIs', such as the bedside. It is more exploratory than 

predictive, rendering the taken-for-granted visible. His perspective on societai relationships and 

the strategies used to maintain them - but also those exercised to resist h m  'the inside' - can 

provide new insights. 

Power is mduced mto individuals' bodies through micro-capiUary reiationships, such as 

those between the groups that interact with each other m a hospital ward. It is put mto action 

when members pIay their strategic games, which then create and maintain the institutional 

hierarchies amngst nurses' own ranks, between nurses and paaents, nurses and other heaithcare 



workers and nurses and administrators. Power m healthcare is closely associated with 'discursive 

practices' that represent medicai knowledge and managerial knowledge as the 'discourses of 

mith'. Nursmg knowledge, subordiited to medicine, gets thereby 'blocked out' and remaius 

invisMe. Discourses contain the 'assembly of d e s '  for the actions of the various p u p s  and 

their reiationships to each other. Societal institutions, like the healthcare system, are 

concepnialized as blocks of power which aiways also articulate with ruid build on ail the other 

establishments within a society, such as d e s  of men and women, educational systems and 

goveniment. Shifts in power occur constantly and simultaneously within the social nexus, such as 

those brought about by the women's rnovement, effecting changes across ail 1eveI.s of societies. 

By necessity, everyone in a hospital, be it as patient or worker, is aiways participating in multiple 

relationships. Although all  relationships produced are always unequal, they are a h  unstable. 

Dispersed witbin everyday operations, power relations ako make possible multiple strategies of 

resistance chat c m  be organized at various points. Therefore effective change coms best h m  

within, not h m  above. FoucauIt maintains that resistance is power's raison d'etre -- without it 

power does no t need to exist -- and freedom to act is the necessary prerequisitt. Once po wer's 

workmgs are understood a counter diiourse can be created, using the elements of the original 

discourse, to redetine practices. 

Foucault contended that contemporary goverment is achieved rnaidy through 

mdividuals' self regdation. ProfessionaIs, responsible to provide guidance to and expected to 

gain cornpliance fiom the ones they serve, need therefore first to be effectively soçialized 

themselves. The requirement to pass 'examinations' within their disciplines ensures that they 

know to âistinguish between what the domhant diourses proclami as right and wrong, sane 

and sick, and the processes of 'normalization'. Subjection of al societal ~llernbers is achieved 

through the specific scientific discourses that are perceived 'tnre' at the tinie. Further thece are 

also the 'dinding practices' that teii the pIayers how they distinguish themselves and are thought 

of by others. UsuaIly we are unaware of these mechanisms and take them for granted. Lady 

there is active 'self formation', what indiduals themselves see as their desired conduct as 

ethical individuais. When different h m  what the dominant discourses pcescni, bdMduals 

becorm self aware. Therefore 1 wïii examine the data of b w  the participants petceive of 



themselves as nurses in iight of these mechanisms, particularly the latter. Resistance is a response 

to individuah' recognition of their exploitation, domination and subjection -- an imposed identity 

that confiicts with their own ideas of ethical self formation. The resulting struggles are locdized 

and anarchistic. Tracing resistance back to the veridical diourses that brought them forth 

exposes them and points to change h m  within, yet always withia the confines of the historical 

field of possbilities, representing what is known and knowable. 

It seem that the 'managerial science' perspective has slowly begun to transform the 

thinling and practice of healthcare workers and the public. Population health and the 

mdividualized guidance of sick mdividuals lately are closeIy associated with economics and 

fiscal responsibilities. The efficient manager is today's hero. The primary concem is now the 

bottom iiae. lndividuals are expected to be more respoasble for their own heaith and receive less 

assistance from governrnents -- a 'do-it-yourseif approach' to health. Restrucniring represents the 

effects of these diourses at the local level -- how they reorganize the jobs and lives of 

hedthcare workers and patients. They are made possible and put into action through the 

relsitionships of the players with each other. As ail  power strategies are dways unstable and 

'exceptionril', once awareness is raised and other possibiiities envisioned, change through 

resistance c m  be brought about. 

The foUowing chapter deals with the research design. The desiga was chosen to fit the 

researcb questions and to be congruent with the conceptual framework. It dows for examination 

of practices at the locai IeveL The original researçh plan and the actuai process, as it evolved, are 

descriid. 



RESEARCH DESIGN 

Introduction 

In this chapter 1 discuss the methodology for the data coilection and anaiysis. It is an 

attempt at creating an 'audit mil' to ensure 'confîrmability' of my M m g s  (Streubert & 

Carpenter, 1999). 1 begin with the theoretical arguments for the methods used and then descni  

the actual process and changes made -- some due to extemal happenings beyond my conml and 

others that ernerged in the course of events, as they appeared more famurable and appropriate for 

the purpose of the study. The chapter ends with the demographics and profiles of the participants, 

a brief discussion of the significance of the research and the process and organization of the data 

analysis. 

Phenornenon of Concern 

As stated in the title, the phenornenon of concem in this project is ho w bedside nurses 

perceive nursmg m the context of restructuring. This study tries to bring to the surface the effects 

of discourses of 'restnicturing', how these discourses reorganize institutionai practices and 

relationships at the bedside, as seen from the perspective of nurses. 1 am exploring h w  the 

nurses think of themselves and their work and how they CO-mate their position within the 

present context, thereby participating m the relationships of power. To envision alternative 

strategies which can effectively improve health care practices and working conditions, 1 believe 

w e  need to consider the ideas and experiences of the frontline workers. We also need awareness 

about the niechanisms by which the nurses' perceptions about themsdves and their practice are 

shaped hiçtoricdy and m the present, and to demystify some of the 'knawledge' that shapes 

these issues. Foucault States that all Eniowledge is always 'subjugated' and 'colonized' by 

dituses, which produce its rneanings. So far the experiences of the practiçing nurses have 

k n  largely rnissmg h m  the ongomg discussion about the discipiine, as nursmgTs practice was, 

and continues to be, designed almost exclusively by its scholars and leaders, other profession& 

and the politics of the &y. 



Foucault suggested that we anaiyze institutions, not by startmg with the power reIations 

embodied within them, but with 'the play of strategies employed' at the ''Iocal lever of the 

everyday world FoucauIt's method consists of examining the ordiary meticulously. This mm 

looking at practices as the mechaaismç through which power works and becornes visiôle. The 

bedside is one site where resmcturmg takes effect and thereby impacts on the lives and work of 

nurses, Liste- to the nurses' perceptions and stories seems an appropriate way to leam about 

institutionalpractices. Chambon (1999, p. 59) daims thrit Foucault himself studied power 

through detded accounts "of experienced self and particulady of embodied self -- the multiple 

imprints that institutions d e  on our bodies". It requires a qudtative method of andysis that is 

flexiile and sensitive to specifics as they exist at the mim-leveI. Power relations, accordhg to 

Foucault, become most visible at the 'points of resistance'. With the Foucauidiau concepts of 

power/resistance an utopian revend of the overall situation does not need to occur before desired 

c h g e  cm be brought about, Resistance as a ''self styhg' practice arises h m  an awareness of 

the mtiI now taken-for-granted, a recognition of one's unequd position within the existing 

power relations. It night be dïrected against feehg exploited, dominated or subjected m a way 

'one does not want to be'. It can lead to a re-conceptualization of self h m  'choices within a field 

of possibilities' of discursive practices at the t h .  

The ficus of my inquiry is the working worid of the practitioners at the Mside, where 

nursing happens. Starting at this point, wheiere discourses coIonize and transfonu the mdividuals' 

actions, we can Iook at strategies for change. InevitabIy bedside nurses mteationaiiy and 

unintentionaily participate in institutional power relationships. Listeaing CO their experiences 

shouid king in new perspectives. Their accounts, I hop,  can provide a deeper understanding of 

the discourses of the resuuctuting processes and the mechanisms of identity formation that heIp 

make restnicnrring possible. The general background of the historicd and contemporary contexts 

m which the nursnig occupation, aimg with the medical prolssion, devebped was provided in 

chapter two. The specinc hegemonic discourse of managed care, arisnig hmmauageriai 

science, was discussed at the end of the last chapter. TraCmg pracuces to past and present 

discourses, 1 hope, will help to brnig the data into clearer fôcus. The h c h g s  have implications 

for the prokssionalization of nushg, its education and mce. 1 reason that the hsjghts gained 



will contribute to the development or expansion of suategies, such as how to emphasize 'quality 

of care', based in the needs and weii-king of the patient. (Re)vaiuing caring should also further 

the quality of work and worklife for nurses and hcrease occupationai satisfaction. In the end it 

should lead towards improved healthcare, based in a knowledge base and work ethic specific to 

nursmg. The first task is to mise awareness about the taken-for-granted and thereby to open up 

the 'field of possibilities' m which choices can be made. 

Methodology 

A qualitative, descriptive and interpretive approach (Bogdan & Biklen, 1992: Ely, Anzut, 

Friedmm, Garner & McCormack Steinmetz, 199 1; Tesch, 1990; Lincoln & Guba, 1985) seemd 

appropriate to explore nurses' perceptions about themselves, nursmg and their thoughts on 

'restrucmg'. Bogdan and BikIen (1992) state that qualitative research occurs, not m a 

Iaboratory, but m a natural settmg as the data source. Mishier (1986) asserts that it therefore 

avoids the distortion and reincation h t  occurs when phenornena are investigated in a 'context 

kee', artificiaiiy created environment. The tesearcher is the key &ta-collection instnunrnt. She 

d e m i s  and anaiyzes. The concem is with the pmcess -- what has transpired -- as much as with 

the product or outcorn. Data are analyzed ixtductivdy by 'puttmg the pieces together'. Silverman 

(1993) maintah that these type of data are always InherentIy probletnatic and need to be 

analyzed, as they are 'hever simply raw, but situated and textuai" (p. 199). Fmaüy this type of 

research is about the meanhg of what is discovered, the why as weU as the W ~ L  Therefore it is 

not a b u t  testing the tnith or faIsehood of a hypthesis. The mquiry is concerned with learning 

more about feiiow huma. beings (EIy et al, 199 1). It is urïiized m order to expfore the 

participants' 'muitipie truths' (Morse, 1991; Roifi?, 2000, Streuben & Carpeuter, 1999), to 

deScni, explain and k l p  change the world m which we live (Kirby & McKenna, 1989), and to 

act as a search br  unity arnongst dive* of findings (Ely et aI, 199 1; Morse, 199 1; Rolfe, 

2000). These goals are achieved throqh muitiple comparisons of the participants' statemnts to 

each other. 

In this study, through the 'accotmts' of nurses who practice at the bedside Ïnsights are 

so@t mto thei. everyday world, m which &y work EIy et al (199 1, p. 196) state that 'tesearc4 



like ail o k r  knowbg, is a transactional process -- the knower a d  the known bath act upon ench 

other". The authors go on to descni how the presence of the researcher introduces a 'reflective 

mode' which compels the participants to examine and change theù own actions. A setting wdi be 

altered always through the reflective process done. "People who have never before articuiated 

the? beliefs and practices now are aked to do so" (p. 197). Therefore topics becorne vertidy 

objectified and can be examined - the familiar and d e n - f o r - p t e d  has now surfaced into 

conscious awareness. Sreubert and Carpenter (2000) discuss this as a diaiogical process of the 

'self-understanding person' with who or what is encountered. Uniike in quantitative research 

where 'objectivity' is the goal, the authors encourage us to 'embnce subjrctivity' and to examine 

its effects "on the research endeavour and description of the phenomna under study" (p. 10). 

in this project the reflective mode was irripartant, co stmnilate increased seIf awareness. It 

becam especiaily apparent w k n  the participants ponder theu personal philosophies and beliefi 

m relation to theù practice. There were pauses, thoughtfut looks on k i r  faces and many 'mhm- 

s' and 'ah-s' accompanied h i r  answers. To encourage the reflective mode 1 had chosen a semi- 

structured interview guide that kept the focus on the topics, yet stiil allowed the participants to 

eiaborate their own thoughts and relating kir o m  stories, when and where ever they wished. 

The social organization of their workiq world, how they understood it and how they increased 

their awareness, was portrayed in how they descri i  and explained their experiences. m e n  they 

would, during the interview conversations, make statemnts Be: 'Tou know 1 never thought of 

that before", or "1 never thought of it in that way", especidy on the topics of their own vaiues. 

1 believe that my mterviews are an appropriate fonnat to e.rplore nurses' perceptions of 

their occupational identities in the present context, which are rooted in a past and contain their 

envisioued future of nursing. 1 kept in mind that, as Wanings in discourse are neither singuiar, 

wr hed, and that laneuage is indexical, hence what is meant has to be investigated" (MishIer, 

1986, pp.64-5), my own perception/ interpretation ntight d i r  hom the participants'. Therehre, 

to get participants' own viewpoints with mmirmrm imposition of my own mterpretations 

during the data coktion,  probes were used, as needed, h r  chr5cation. 1 a h  VaIidated 

participants' meannlgs during and after the mterviews as much as possible with them, by 

restatiug what they said and aslcmg fOr ne& clanfication. As mentioned above, the process of 



the interview itself wili have changed the raeaning. B y additg new insights, it will have created a 

'deferred meaning' (Demda, 198 1). Change is ongoing and the same thought can never be 

produced m exactly the s a m  way. The data represent snapshots of how my participants 

perceived of themselves as nurses and nursing in the context of the restructuring process, 3t a 

particular pomt in Mie (Morse, 199 1). but then are (re)mterpreted during the process h m  the 

perspective at the time of the interview. 

In a recent research seminar 1 attended, Dr. Adrienne Chambon (Chambon, 2000) 

discussed research w i t b  the medium of the arts. She believes that diierent layers c a .  be 

uncovered withqualitative methods using Foucault's insights with his focus on context. ûne 

might look at a painting and what it represents. But this is the surface layer ody. Below it are 

many underlying social practices that are rooted m discourses that helped produce and are 

reflected in the painting. They can be revealed as the layers are slowly peeled away - Iike those 

of an onion - by locating the historical contexts of the event that is represented, as weU as when 

the artist created it. The painting then cm be appreciated in its forever more complex 

embeddedness. As 1 began rny interviews and data analysis the snapshots of the participants' 

accounts of their restnictured workmg world exposed themselves as the top Iayer, promisine that 

there was more undemath. ïhey showed the cffects that were on the surface and how the nurses 

tried to cope with them in the restructured system: the stafi shortage, iay-off survivor syndrome, 

the workluads, c h g e s  in st&g and such This outside Iayer represents their relationslips with 

the system itseif, as they were reshaped by the new discourses of 'managerial science'. Their 

redescrii roles were revealed m their accounts of the experience of restructuring, d y  

during the h t  part of my questions (see Appendii B: Interview guide), which will be discussed 

below in mre detail. 

I then uied to dig down mto what lies below the sutface, the deeper layers to uncover 

some of the processes that are less obvious, but nevenheless are the driving forces for the nurses' 

imderstaudhgs and actions. *se are the processes that have to do with humans as subjects and 

their self interpretations; how they, within the socid context, CO-construct their subjectivities m 

interactions with others. It is about their assigneci places m the hiemhies of power relations, and 

about the divid9ig practices, that impact on their actions. They are fônned and intemahed m the 



relationships with others they encounter m the5 work. The questions about relationships brought 

to iight sonr: insights but also sorne taken-for-granted assumptions that remained unrecognized 

to the speakers. These unchallenged assumptions tended to be concemed with longstandmg 

traditions, particularly between physicians and nurses, which had been 'naturalized'. 

Lastly 1 explored the relationships the nurses have with themselves, their seif-styling 

practices. Here, refusals to accept societal impositions which are mcongruent with theù own 

ideas of how they want to be as nurses, inform their attitudes and becorne diverse acts of 

resistance. As anticipated 1 found deviant thoughts and practices at the points where nurses felt 

strongly about how identities were imposed on them by others. They became aware that they 

were treated as objects of exploitation, domination and subjection when their desired practices 

were mterfered with These awarenesses tended to be most apparent in the areas of patient care, 

whenever theù own ide& were thwarted However there are also sonie areas t h t  remained 

unexamïned and unquestioned. For the data anaiysis it was helpful to refer back to the past and 

present discourses m which the nursing practices and relationships are embedded, as diicussed in 

the eariier chapters. 

The format chosen for the data coilection was the one-to-one interview. As sorne of the 

statemnts were sensitive m regards to employers and institutions this mode best ensures 

anonymity- When 1 was recruiting 1 made it an option for participmts to corne together as a dyad 

or group. However nobody ever asked for a joint interview with others -- perhaps one mire 

indication of the insecurities that the restnicturing had created, producing mistrust even amongst 

CO-workers. The interview questions were treated as guides and asked m a manner as open-ended 

as possible (see Appendix B). Participants were encouraged to relate examples and teil 'stories' 

to elaborrite their meanings. Storytehg aüows for a naturai flow of thought on part of the 

mteniewee. This particular fotmat was chosen because the topics m these types of interviews 

tend to be 'contextuai rather than abstract' (Paget, 1983). Poikiqhome (1988) too maintains that 

human experience is aiways enveloped by the pemnal and cuiturai reaïms of non-materiai 

nieaning and the* It is therefore also never static but continuously (re)configured by new 

experiences and reconceptualizations. 

Stones are hed before told Story-teIling is seen as "a sigdkmt way for mdividuals to 



give meaning to and express their understandmg of their experiences" (Pobghome, 1988, 

p.39. They allow us to "interprete past experiences within present context and anticipated 

future" (p.36). Yet it has to be remernbered that they emerge within the discursive scaffolds we 

chose. Story-telling seems able to capture Foucault's conceptions of contmuous change. The 

purpose of these types of research is not to h d  a 'me  meaning' that is unalterable, but a 

nreaning that sheds light at a particular point in time about a particular person in the context of 

M e r  life experiences. As explained previously, reflecting back this 'mth' might now be 

explained m light of new experiences that had smce added new leaming and understanding. 

Foucauldian inquiry, as weU as the nature of my research questions, demmded close attention to 

context. Narratives are a h  capable of respondiig to the nuances of the mood and the content of 

the evoiving conversation, hence are dynamic and interactionaiiy sensitive. Emotions of sadness, 

pride, q e r ,  joy and resentment were displayed in the course of the mterviews by the 

prirticipants. 

When interacting with nurses during recruitment for the study 1 aiways made clear my 

mterest and passion for nursmg. However, during the dialogues, in order to reduce my own 

impact as interviewer I rehhed,  as best 1 could, h m  showing my own emotions regardmg their 

taies and assenions. 1 was attentive and tried to convey interest in w h t  they said. At the sarile 

tmie 1 checked my facial expressions and body Ianguage as much as possible not to betray my 

own emtions about the issues discussed. To accurately reflect the mterviewees' ideas, to 

mcrease 'rigor' and 'reliability' (Ely et al, 199 1; Rolfe, 2000) or 'mrstworthniess' of the data 

(Streubert & Carpenter, 1999) 1 med to keep my own opinions out. Therefore I stayed away h m  

usmg probes that would reveal my own thoughts m response to their stories. Even though 

"interviews are jointly produced discourse" (Mishler, 1986, p.43). with the open questions of a 

narrative format there is much iess mtentional construction of data than m a typical survey-type 

questionhg of tbe respondents, m which one uses carefuny dethed wodmg to ohtain spenfic 

information to avoid ambiguity. 

Brïuk (199 1, p.168) cautions chat respondwts wiii gear their answers to what they thmk is 

either "a) social desirability in which research subjects respond with what chey believe is the 

prekd social response whether or not it is true; and b) acquiescent response set m which 



subjects consistently agree or disagree with the questions. Any questionnaire or interview that 

elicits agreemnt or disagreement with the interviewer is subject to this type of enor". Therefore 

questions shouid be constructed to avoid this type of responses. People want to look good and 

often do not üke to admit to their own flaws, even to themselves. My questions about 

participants' ideas of the ideal nurse and nursing practice med to encourage seif-refiection on 

these issues. Seekmg "already sociaiiy desirable responses", I atteqted to circumvent deliberate 

misrepresentation of data that the speakers rnight fear would make them appear in an 

unfavourable light. The open-ended "grand-tour and inclusive questions" used, 1 hop ,  avoided 

an "acquiescent response set" (Brink, 199 1, p. 169). As Brink notes, when open types of 

questions are asked, these errors are no t usuaiiy a problem in qualitative snidies. SimüarIy Lipson 

(199 1, p.73) suggests that through 'open interviews' researchers tend to 'lnhimke manipulation 

of reseiuch subjects [and] limit a priori analysis or definitions of variables...". In Foucauidian, 

tenns through these approaches more egaiitarian relationships of power can be developed, 

thereiore minimizing resistance of the participants which could be expressed by witholdmg 

important or insightful data or by deliirately lying. During the data coliection I noticed that my 

participants reported the 'sociaiiy undesirable' behaviours in two ways: they were related either 

as behaviours of 'others', or m the fom of theu own experiences as 'victims' tacher thau 

perpetrators. 

As the only mteniewer, 1 audio-taped aii of the sessions and afterwards transcriid them 

myseif. When coding 1 employed the participants' own words as caeegories in the first level of 

analysis, ushg them ris concrete 'micro-codes' before moving up to abstract 'mm-concepts', 

"as macm-theories derive h m  micro-data" (Hutchmson & Webb, 199 1, p.3 f 8). As an example 

w h  participants talked about 'having no voice' and 'sitting on the sidelines' it was 

subsequently mterpreted as devaiuation and rnarghaiization within the system 1 also kept 

observational field notes which were usefid later to k l p  reconstruct details of context. These 

notes were written as soon as possible after the interviews, as 1 fomd it tao disaacting to write 

during the event, when 1 wanted to focus my whole attention on what was bemg said and how. 

Playnig the tapes over also brought back the actuai experience quite vividly as emotions were 

conveyed in the tone of voice, Iaughter, fluency of speech and hesitations - d the different 



nuances thmugh which merining is conveyed in the process of conversation. It was hard to 

predict beforehand when a 'point of saturation' (Lincoln & Guba, 1985) wouid be reached, 

maning that Little new information wouid be obtained by additionai interviews. 1 had planned on 

listening to twenty nurses, but kept in mind that the numbers might need to be increaseà. 

However, as it tumed out, 1 believe 1 had sufficient information at the end of these interviews. 

Apart h m  the more personai specifiçs of each individual nurse, no new major themes emerged. 

However 1 agree with Morse (199 l), who cautions that due to the myriad of variations of 

individual experiences, dependent on context, the 'point of saturation' is always an mificiai one. 

She rmintains that, as change is ongoing, new meanings wiiI forever emerge. Therefore it is 

solely at the discretion of the researcher to "decide whether or not the new information is 

si@cant" (p. 141) for the purpose of the study. The main criteria here was a temporal one: i 

focused on snapshots of perceptions and practices of nursing reIated to rre by twenty participants, 

during several rnonths, within the context they occurred. 

inteMew Questions 

My research questions were: W h t  does the restructuring process look like at the bedside 

where it is uansfomd mto actions? How do the changes impact on nurses' perceptions of 

tkmseIves and the quality of their work Lives? What are the nurses' perceptions of their o m  

d e s  and of ttie relationships that they have with others in the system? I h w  do nurses themselves 

panicipate, kno wingly / unknowmgly, in the relations of power that bring about restrucniring and 

shape their positions? What are the discourses behmd the processes that reorganize institutionai 

work and relationships? How do they impact on nurses' subjectivities and work Lives? What are 

the participonts' ide& of nursiug? Which changes are accepted and embraced? Which ones are 

resisted and how? What strategies could be used to (re)value nursmg? How couki the nurses 

activdy participate m briqhg about changes that promote their patients' quaiity of iife and their 

own quaiity of work k? More brody speaking these questions are concemed with how the 

discourses of restnicnunig impact on nurses' subjectivities and thereby co-create the institutionai 

practices and reIationships at the Iocal level but also explore posslbiiiaeS for change. Using 

Foucault's ideas on power/resist;mce and subjectivity as my conceptual framwork, I hvestigated 



these phenomena by asking bedside nurses about theu perceptions of themselves and theû work 

within the present context of res t ruchg.  1 also explored their ideas about their relationships 

with others and what they beiieve is ethical nursmg practice. 

To obtain data on specifiç topics, yet without limiting the range of responses, May (199 1, 

p. 192) believes it is important to maintain a balance "between flexibility and consisr~ncy in data 

coiiection". Throughout the interviews 1 covered the same topics. To maintain consistency May 

(p. 194) suggests that "enough details in their [participants'] stones that the investigators cm 

compare theù major elements" are needed, 1 was flexible, however, as to when and to what 

detail, participants chose to discuss certain aspects -- 1 went with the nanird flow of the 

conversation. In the end 1 was making sure that the topics had aii been covered, a s h g  questions 

if an area had k e n  left out, To reduce the extent of my own previous knowledge coiouring my 

understandhg of the interviewees' perspectives and to minimize "to pic control through t h  

wodmg of mterview questions" (p. 196) 1 used, as May advises, open ended prompts and non- 

specitic language. 1 treated the early interviews more as 'open conversations' to get a feei for the 

participants' worldview. Afterwards. May suggests, to make sure that the important points then 

are covered with as rnaay participants as possible. For initial categorkations 1 depended on the 

interviewees' own words. As themes started to emerge, such as the issue of how new nurses are 

treated and viewed by the 'old' nurses -- participants descriid nurses repeatedly as 'eating their 

young' -- my probes tended to become more directive. 1 would, for example, ask about what they 

thought of the educationai preparation of new graduates today. 

Guided by the research questions my mteniew questions (Appendix B) were formuIated. 

1 began with mquiries regardiig demographics: length of tmie in nursmg, educationd and 

eniploynrent histones, gender, age, culturai/ ethicl racial self identitication, professionai/ 

occupationai mmberships. To get at the participants' perceptions of nursing withm the present 

context, I started by asking about their expenences with restmcNmg and its impact on their 

wof is issue, 1 anticipated, would be foremst on the participants' min& and therehre a 

good warm-up question. How had it changed their practice? How had their roIe changed as a 

result of it? S o m  d e m i  typical working days / shifts, using narratives of their wncrete 

expiences. Many different scenarios were recailed to illustrate som of the points they wanted 



to make. I asked about their own ideas of restmcturing: w h t  works, what does not, why and how 

they themselves would 'restructure' if they had a say. 1 obtained many t houghtful and practical 

suggestions that illustrate their weryday understandmg of how things work. 

Another question 1 posed addressed the2 work ~Iationships with others: their patients 

and the patients' f d e s ,  the public, co-workers, other nurses, other health care workers, 

administration. 1 wanted to h d  out how they locate theuseives in relation to the other players 

within the health care arena, and how their relationships with them are (re)negotiared as a result 

of restnicturing, Learoing about th& perspectives 1 bekve has shed light on how the 

institutional relationships as 'dividing practices' have k e n  reorganized and how the players 

participate/ resist, knowingly and unknowingly, in the 'agonisms and antagonisms of strategies'. 

In order to lem about tkir ideas of ' s o d y  desirable nurses', how tbey would k e  to be and 

practke, was expiored: 1 asked about th& images of a 'good nurse' and their ide& of nursing. 

By comparinp these ideais to their actuai experiences 1 wanted to bring out any dkepançies 

between w h t  they thought should be and w h t  happened. The 'acturil' that was unfavourable 

was mostiy related in terms of actions and attitudes of others, or theû own victirnizatiou 

Whether their views on nursmg c h g e d  and why, over the course of the5 careers, and what they 

need to stay / becorne the ideal nurse they are / would bke to be was explored. 1 also probed their 

(personal) philosophies that guide their practice. ïhese types of questions were designed to 

stimuiate their refiections on 'self-styling practices'. 

For the p u p  of nurses who worked with patient-hcused care, there was an additionai 

question regarding their ideas on practice based in thîs philosoptiy. 1 thereby uied to explore if an 

imtitutionally supporteci nursmg h o r y  does make a dXerence CO the quality of life for patients 

as weIl as nurses, thereby acting as a 'counter diurse '  to managerial science. Other topics 

expIored were nursing's future, universal degree preparation as entry to pnctice, the current 

professionai status of nursmg and what professionaIism shouId look iike. During the time 1 

c o k t e d  most of the data the nurses m Quebec were taking job action. The participants' views 

on this mtter were therefore aIso discussed. This topic had been added after the paot mterviews 

as one of the participants had mggesteci that job action should te included and carne up naturaily 

hmost cases, as the strike was hotiy debacai m the niedia 



While 1 f o d a t e d  the questions over a period of a few weeks, 1 sou& input h m  

nursing coikagues, such as my shidents, other teachers and members of my thesis support group, 

as weU as feedback h m  my supervisor. 1 wouid ask everyone about their understandimg of the 

questions, if they made sense CO hem, was the wordmg cIear or should it be changed and 

whatever other feedback they volunteered. This helped me h e  tune and ensue a shmd 

understanding necessary for data 'reiiability' and 'validity'. After 1 had formuiated the semi- 

structured interview gui& 1 did a pilot study with two nurses. It provided me, not only with a 

'feei' for the nurses' worldviews, but also with further confirmation that the data 1 sought to 

obt& would be relevant to the phenonma of concern. There seerried to be enough fiemiility in 

the questions for me to probe and for the participants to expand on the topics as we saw fit. The 

subsequent analysis and interpretation wittiin the conceptual friunework of Foucault's thought on 

power and subjectivity, I beiieve, brought new msights and points to wards some novel strategies 

for change. As an ongoing validation 1 continue to share my 'hdings' with other nurses and 

sometmies even with former participants. The feedback is that it 'rings true' to them. 

May (1991) cautions that when research is doue in the investigator's "own culturai 

milieu" (p. 19Q, subtIe factors may be rnissed through preconceived understandmg and by use of 

specific langage. 1 believe that 1 was 'close' but no t 'that close'. Even though 1 am familia with 

hospital nursiq, 1 have not worked recently in the ciimate of restnicturing. As my topic is the 

experience of nursing wirhin the restrucniring context, 1 beiieve it was possible for me to be 

open-minded without my own understandings interfering unduiy m the constniction of 

knowledge during th interviews. However, many of the expeciences the participants related were 

smiiiar to my own. Even though the context had changed, 1 encountered many flashbacks to 

events in my own nurshg career- There were rnany 'unities' tfiat emerged within the 'diversities', 

which 1 believe have enhanced my understandimg and interpretations of many of the larger issues 

invoIved. 



Eîbical Considerations 

Ely et al (1991) state that in qualitative research ethical considerations are b d t  into each 

phase of the project. Ethics is concerned with "three foci: for the mtegrity of ttie research itself, 

for the participants with whom one works and for some bmader social implications ..." (p.2 19). 

An underly-ing asçumption of a 'naturalistic inquiry' (Lincoin & Guba, 1985, p.87) is that reaiity 

is "a series of mental constructionsy*. How then can the test ethical concern be met and the 

integrity of the research be ensureci? EIy et ai (1991) as weil as GIesne and Peshkin (1992) 

suggest the best way is for researchers to try and become self aware in regards to their own 

biases. Ely et d (199 1) trrlk about 'interpretive communities' in whicb many different points of 

view are accepted. They encourage us "to present the points of view of our parricipants, to see 

life through their eyes, as weii as our own ..." (p.220). This should lead us to encompass multiple 

mterpretations, in which we probably never can be 'really fair' but we should make public our 

biases as muçh as possïbIe. This is the reason why I stated rny own involverrient in nurshg in the 

beginning chapter and later discussed my conceptuai franework ac 1engt.h. My own biases also 

shine thmu& in the staternents of intent of my research, such ris CO 'value nursing', 'elevate it to 

its rightful place', 'make it visible' etc., which 1 try to lay out m the open. They were che driving 

forces behind the research 

The ethical conceni for the participants is to pro tect their anonymity , but also to respect 

and preserve their ideas as m c h  as possible. This latter concern was suived towards by 

clarifying with them issues h t  I did not comprehend at the t h e ,  aiid by sharing as rnuch of my 

pmject and its purpose as 1 couId, to make them aware and involved m the study. Before the start 

of the interviews ail pmicipants signed an informed consent fom following a thorough 

explanation of the study verbally as well as istten (see Appendii A: Covering letter and 

Consent form). 1 wanted to make my intention clear tu minimize researcher domination as weU 

as a potentid power differentiai, which couid disztdvantage the mterviewees, If the participants 

perceived nre as eqloying 'smtegies of domination' they might empIoy 'stratees of 

resistance' (Foucault, 1982). such as holding back on their views and not sharing openly their 

experiences and ideas, or even consciousIy misrepresenüng them 1 wanted to ensure that they 

wouid feel free to speak their min& and be cornfiinable during the interviewa I believe that 



Foucault with his thoughts on ethics as the 'deiiberate practice of self' (Foucauit, 1988) provides 

insightful guidance. That m ethical practice power relations, aiways and unavoidably unequal, are 

to be played with a 'hunimum of domination" (p. 18) should also apply to research. Once more 

this mvolves constant reflection of the researcher on hisher own practice. 

My goal was to let the participants speak their own thoughts, with minimal impact of my 

own biases on what was said. 1 see the nurses as the main players in this project, as active agents, 

not as objects to be snidied and evaluated. Therefore quotations that capture the participants' 

manings were mcluded liirally to lay out the processes of how I came to my mterpretations. 

Reading the participants' own words ais0 dows others to draw their own conclusions, which 

migbt be difTerent fiom mine. However, m the end, the researcher is the 'instnunent'. It is by 

hismer interpretation, hismer choice which quotations are termed as significant to be included, 

and which ones to be left out, The changes that arme in the reseiucher's thinking and feeling and 

the insights gained, are what wiü appear in the final work (Ely et ai, 199 1). This is why Streubert 

and Carpenter (1999, p.29) stress the importance of an 'audit trail' of the research -- mception 

and process -- to document the 'confirm;ibility of findings'. 'The intention is to illustrate as 

clearly as possible the thought processes that Ied to the conclusion". 

Before giving 'informe& consent, the participants were made aware that taking part m the 

project is voluntary and that they may freely withdraw h m  it at any point. Any aspects of the 

research that have the potentiai to affect their weU-bemg aIso needed to be explahed (Glesne & 

Peshkh, 1992). Some of the mformation rnight pomay an unfavourable picture of themselves, 

other employees or the emplopnt  situation. Hence 1 made it clear to them, h m  the start, that I 

was very conecious of my responsibility to carry out my role with utmost consideration for 

securine the pcivacy of the mdividuals mvolved. 1 assured the participants that no one at their 

place of employment, or elsewhere, would be told by me of their identities. Codes were used 

instead of names and aii  idencifymg chamcteristics have been kept out of the transcripts. The 

audiotapes are under lock and key and wiIl be erased when no longer needed. I ;un exerting 

utmost care in crirrying out my researcher role respeçting and protectnig the participants' rights to 

hami amidance and prïvacy. 

Lastly the ethical concem for broader social miplications is about the research's abiüty to 



bring about betteniient for society. Ely et ai (199 1) taIk about empowerment of participam. 

'Wow should human mquiry be directed at securing the good of huma. bemgs?'(p.23 1) is an 

important question researchers shodd ask themselves in this process, they argue. It is in everyday 

üfe, in the "swanipy lowlands where profession and research and social cornmimient are ofien 

undistinguishable that qualitative researchers seek the mots that nourish our growth" (p.23 1). 

This is where the greatest human concems lie. Street (1992) usmg a similar metaphor refers to 

the bedside as the 'swampy lowlands of nursing'. This is why the bedside and its practitioners, 

considered to be at the low end of ch disciplinary hierarchy, are the focus of my study. 1 beiieve 

effective change can best be brought about from the 'inside at the local lever. 

The P b  

Site Selection 

in chapter one 1 elaborated on the reasons for choosmg the hospital as the site for my 

research. My own familiarity, the hospitàl as the major site of employment, the hospital nurses as 

'exemplary' regardmg the public's image of nursmg, and the major effects of restructuring in this 

particular se thg were aii  frictors m h g  my decision. 

Initially comparable units of patient care within two different hospitals were selected as 

sites for my investigation, both stil in the process of 'restnicnuing' at the tirne. One of the 

seitings 1 had originaliy chosen, like the majority of hospitais, does not officidly support practice 

based on a theoretical nursing perspective. NahiraIIy the nurses there ( p u p  1) are Eiee to utilize 

any nursmg theory as guide to practice, if they wish. As employment condition, however, they 

are only required to hold a valid ticence as proof of cornpetency m nursing practice and to foiiow 

the policies and procedures of the hospitd aad the CoUege of Nurses of Ontario. The second 

setting has a strong nursing leadership. In addition to the usual reorganization of practices, such 

as addmg utuegulated workers to the 'SM mix' and a flexiile work force due to casualization, a 

reconcepnialization of the deiivery of nursing services occurred. Tberefore simultaneously a 

phdosophy of 'patient-hcused car& based on Parse's (1992/1981) theory of Human Becoming 

was mmduced. 

Staff at this hospita1 are encouraged to take a course in the theory which is taught by 



nurse educators. Nurses with Muter's degrees and knowledge of the theory, as professional 

practice leaders (PPLs), are pmviding conthuous, on-site support for the stafnurses. As the 

theory is endorsed by the nursing leadership of the institution it a h  impacts on policies and 

procedures that are bemg developed and reviewed, as part of the restructuring process. With the 

nurses in this settmg (group 2) 1 intended to explore if and how a nursing theory, taught and 

officially supported by nursing management, changes practice and views of nursmg and added 

this topic to the mterview guide (Appendix B). A cornparison of this site with others can be 

supported fiom a Foucauldian perspective. How one conceptuali2es oneself as practitioner and 

one's work, the 'discourse of truth' one adopts and foUows, wiii determine how one practices. 

As it turned out 1 had to remit not just h m  two but h m  multiple hospital settmgs. I 

wiii discuss these developnients under the heading of 'joumey'. 

Selection of Participants 

As explained before, 1 believed that ail participants should be staff nurses and directly 

provide patient care. I also hoped to obtain sampIes representative of the difirent culturaV 

ethnicl racial groups, age groups, educationd Ievels and possibly gender that constitute the 

nursing population in this city, to represent their different voices fairly proportiondy. Radom 

sampling, which tries to ensure representativeness m the quantitative approach, can not be 

employed m qualitative research, as sample sizes are too srnall. Bogdan and Bikien (1998)' as 

weil as Morse (199 1) and Hutchmson and Webb (199 l), desmi the 'purposefui inclusion of 

participants with certain knowledge' as a mandatory approach for qualitative research. 'Certain 

knowledge' refers to knowledge the mearcher is afier. Individu& possessmg it are considececi 

as 'experts' of the phenonmon of concera In addition to the above mentioued differences 

between institutionaily supported tbeory-based and non-theory-based practice, 1 hoped to l e m  

about the nurses' thoughts, comparing the before and after restructuring. Hence initialiy 1 was 

mostly interested m nurses with at least a fèw years experience, who would be 'experts' in 

coinparhg the differeuces. Morse (1991, p.139) refers to 'the quaütative principle of obtaining 

mformation h m  experts" which demands theoreticai, purposefid selection of participants. 

Furthennore " to ensure validity, ai l  cases must fit the enpianatory modei" (p. 139) hence must be 



mcluded, even if they appear uncornmon. As it m e d  out 1 started with 'volunteer samples' by 

solicithg, mcluded 'nominated samples' by asking participants for referrals, and within these 

two strategies obtained 'purposefil or theoreticai samples' by selecting the participants accordmg 

to the phenornena of concern of the study. The specific strategies employed wiU be further 

elaborated in the next section of the 'joumey'. 

The journey: Recruiting, Sampliog and Locations 

While 1 was waiting for the ethics committee at my educational institution to approve my 

proposai, 1 conducted two pilot interviews io test the reiiability of my questions. Bo th 

participants worked at one of the hospitais I had chosen. One of the nurses had formerly been my 

student. She recniited a second volunteer. Both participants felt very strongly abut  restnicniring 

and its devastating impact on nurses. 1 asked my questions and carefuiiy analyzed and evduated 

the responses that they stimulated. T ' en  1 fine-tuned some of my probes. 1 also invited the 

participants to thmk of anythmg else that shodd be included. As a result 1 added a question on 

the participants' opinions about saikes. 

As stated above, when 1 first started chis project 1 mtended to recruit my mterviewees 

h m  comparable areas m only two Liospitals. Once my proposai was reviewed and appmved 1 

approached one of the institutions 1 had selectrd, which used the patient-focused care appmach, 

and officiaiiy requested permission to conduct rny research, 1 obtahed the support h m  the chief 

nursing officer, who 1 pmvided with a copy of my proposai. She enthusiastically wrote a letter of 

recommendation on my behalf to the institutiond erhics review board where my proposai was 

king evaluated. At this pomt m tirne, the end of 1998, the issue of staff retention began to 

emerge. increasingly there was taik about an impending shonage of nurses. After behg laid off 

many nurses left the country or even the profession, and found work elsewhere (Fietcher, 22000; 

Picard, 2000). To hear what nurses had to Say about what was gomg on m the hedthcare system 

mut have seemed like an usefd starting pomt, in efhrts to prevent a further depletion of nursing 

staff and a looming nursmg shortage. in December 1998 1 got permission h m  the hospitai's 

ethics committee to pmceed. 

The next step was to recniit participants. W1th the help of one of the educators and a 



manager 1 had approached -- both known to nie previously -- two units were chosen as 

appropriate for the study. 1 then began to soiicit voluntary participation h u g h  letters posted m 

the nurses' mail boxes (See Appendix A: covering letter). To add a persona1 touch 1 made short 

presentations during two team meetings on the units regardmg the nature and purpose of rny 

study. At the 6rst meeting hardly anyone attended. It was held during working hours, on a busy 

aftemoon, and most nurses were unable to get away. Their non-attendance was a good indicator 

of their workloads. 1 brieffy mentioned my research to the few that were there and asked for 

volunteers to contact me. The whole month before the next meetmg went by during which 1 did 

not get a single phone c d .  

Since there had k e n  such poor attendance at the first meeting, the second one was held m 

the eveMig around change of the twelve hour shift. It was hoped b t  nurses could attend More 

gomg ~ I I E  or coming on duty. Aiso it was a less busy time of the day. A few of the nurses 

dropped m and out during the meeting, but m s t  of the ones who attended stayed for the whole 

duration There were approximately Meen people, rnostly nurses, som physiotkrapists and 

social workers, the unit manager, two c h c a l  nurse educators and myself. During the meeting 

the heavy workloads were discussed and ideas of how to work more effectively as a team were 

brought fornard and tossed around. Most of the stafï nurses who came seemed angry and very 

upset about workload issues and assignment changes b t  they felt interfered with proper c m .  

The discussion occasionaiiy bec- quite heated It seemed good timing for me to make my 

pitch. When 1 spoke 1 made sure to convey my genuine concerns that had given birth to my 

projece. Morse (1991) talks about king an 'insider' can give you easier access. 1 therefore tried 

to capitalize on my own nursmg background. 1 talked of my previous work as a staff nurse and 

my strong mterest m improving worklng conditions for a job 1 personally loved and vdued - a 

stance conveyed to aii participants throughout the project. 

On this occasion, as I was taIking with the nurses, 1 got the impression that many wodd 

welonie an oppommity to speak to nie. At the end severai people canre forward and agreed to be 

mterviewed, They left me their phone nmnbers. Since 1 had previousIy not gotten any caiis in 

response to leaving the Ietters with my own number, I decided to take theirs. KI was to phone 

them I had at least a chance to alIay any possiiIe fears they might have. I began to call a few days 



later. Three nurses agreed to meet me at their convenience, but there were others who put me off, 

sa- they were too busy at the time. In two cases 1 dways got the nurses' answering machines 

and left my phone number without success. One of them even had sent previously a personal 

message with her fnend who 1 inte~ewed, that she wanted to taIk to me, My aumemus failed 

attempts to reach her and the others left me puzzled. For about two months 1 med in vain to get 

in contact with them To this point 1 hod doue ody three interviews m addition to the pilots and 

now 1 was stuck. 

Finaîiy 1 phoned up one of the nurses 1 had already mterviewed and asked her if she knew 

what was going on. 1 leamed kom her that after the initial ênthusiasm had wom off many of the 

volunteers had voiced second thoughts. Smce 1 was gomg to remit on only two floors of the 

hospital, they were afraid that they could e d y  be ideatified. As the topic was a sensitive one, 

they feared retributions, particularly in the climate of insecurity that the restructuring had created. 

It was nimoured at the time that more lay-offs were pendmg. The three participants that I had 

interviewed had c o n  across as strong and secure m their abilities. The nurse who gave ~~ie this 

information stated she herself "did not redy care" and felt she "had aothing to De afraid off'. 

However most other nurses were fearful about loshg their jobs. This was when it began to dawn 

on mr: how devastating the impact of restniçturhg rediy was for them 

At this point it became obvious that my initiai intention of coqtaring simiiar units in two 

institutions wouid not work. Even if peopIe would speak to me, they might hold back on 

information that possibly couid endanger their ernployment. Hence the data 1 would obtain tnight 

no t be very informative for my purpose and lack 'validity'. It aiso occured to nie that my strategy 

of obtahhg official institutional permission, as weil as working with the unit manager and nurse 

educator, was probably suspect Even thou* k i r  relationship with the stafï-seenied to be go04 

they were not 'one of them' anci perhaps -- in their opniions - could not be relied on entirely. 

Hence 1 was unable to gain the 'trust' of the participants, an essential elenient to obtaiu credible 

data It became clear that 1 would not be able to cary out the project by sticking with the original 

design. Therefore 1 had no choice but to expand my pool of participants into other areas. Of 

course this situation jeopardueci my origmai plan to compare practice on similar units m two 

hospitais, one with and one without a theoretical nursnig perspective. If at aii  possible, 1 stiü 



wanted to compare data of nurses who practiced h m  the patient-focused care approach with 

others who did not. 1 beiieve that nursmg theory, as an important 'couater discourse', could lead 

to innovative nursing practice. 

To better ensure that rny participants could not be traced, 1 changed my recruiting 

strategy. 1 now worked through staff nurses rather than nurse managers and educators. At first 1 

approached nurses 1 knew for refends fkom other tloors of the institution, using the 'norninated 

samphg' approach (Morse, 199 1). 1 only ended up with two more participants however; in the 

end 1 had mterviewed five nurses who practiced from the patient-focused care approach -- no 
others came forward. At this pomt 1 felt it no longer made sense to resmct myself to two 

hospitals. To get the bail roüing 1 asked for referrals in other institutions ail over the city. Once 

again 1 started with a volunteer sample of experienced nurses, a few former students and thei. 

referrals. My reason was that they could compare the before and after of restnicniring. In this 

group some participants had already obtained their baccalaureate degree, others were working on 

it. Usmg the 'theoretical sanipling approach' my aim was to compare the viewpoiats of severai 

p u p s  of nurses. 1 asked these participants to refer me to staff nurses who held diplornas from a 

community coiiege or hospitai school of nursmg, as at present, nurses with this type of 

preparation represent the majority. To also iuclude their different voices 1 particularly wanted to 

hear the thoughts of those who are no t interested m further educatioa Et would diow nae to leam 

about potentially divergent view points of degree and non-degree nurses. 1 wiI1 further explain 

how 1 used the strategies of purposeful sampling m the discussion of demgraphics. 

The circle began to mcreasmgiy widen. With so many hospitals m the Toronto area 1 

codd reassure the participants that there was no longer a danger that they could be identified A 

second advantage was that 1 did not need btitutionai consent. Taiking to the nurses outside of 

their working hours and environment saved LIE the lengthy pmcess of gomg through yet anob r  

hospitai ethicai review. The only aiteria 1 maintained were chat the participant was a registered 

nurse and practiced soaiewhere m a hospital at the bedside. As a r e d t  of restnicturing many 

only worked m part-nnie positions. AU of these part-tim nurses heid second jobs m a different 

unit of the same hospitaI or even m another institution. ïhese participants îiequently added sonre 

mteresting observations by comparing their work places. 



After a slow start, the interviews progressed very quickly over the sumrrier months. 

Eventually 1 had more participants than 1 needed and selectively tumed some of them away. 1 

believe that once the nurses heard 1 recniited h m  hospitals al1 over the city, they felt assured 

that their anonymity would be protected and came forward. They a h  seemed to speak up freely. 

In the end, 1 am convinced that my data are better and more comprehensive than my original plan 

would have ailowed, had it worked at ail. In early September, about eight months after my two 

pilots and about five mnths afier 1 had started actively to recniit, 1 had mterviewed twenty 

participants. No major new themes emerged at th& pomt, even though the details of experiences 

and perspectives varied somewhat with di individuals. At this point 1 decided to stop. 

Some of the interviews took place in coffee shops or restaurants, others in my home or 

that of the participants, whatever their preferences were to ensure their cornfort. Most of the 

sessions iasted a bit over an hour, some were close to two hours long; one with a new graduate 

lasted only fifty minutes. 1 began with social conversation, then explaiued the study's purpose 

and other information, answered any questions they had and assured the interviewees about 

monymity and confidentiality. Then, d e r  they signed the consent f o a  the official interview 

began. Aii the interviews were audio-taped. initiaily most participants watched the machine 

soniewhat nervously. That is why 1 asked ail the demographic questions fkst. However, after a 

few minutes neither of us seemed to notice it any more until it clicked and reminded me that the 

cassette needed to be m e d  over. 

Demographics 

Nursmg r e m a h  largely a female occupation. Of the twenty participants three were d e .  

1 had to turn away severai other men since 1 wanted to stay more closely with the percentage of 

des in the occupation at large, which is about 4.6% @avis & Bartfay, 22001). Yet 1 also wanted 

to be abIe to examitle the data hr potentiai gender diierences. One of tbe d e  participants was 

about to enter a Master's degree, the 0 t h  two are diiloma graduates. As far as etbnicity and race 

are concerne4 the nurses represented a variety of different backgrounds, a diversity that had 

emerged natutany in the course of recniiting, as these were not criteria 1 paid attention to. Several 

of the nurses are black Canadians, severai others white Canadians with Engiish, Gerrnan or 



French heritages. S o m  were bom in European coumies like the British Isles and Germany. 

Others canre from East Asia and the Philippines; one was fmm Africa The majority of them had 

trained m Canada, a few m England and one in india. Several participants however had moved 

around and lived -- some even had nursed - in different countries and continents during their life 

Mies. The ethnic make-up of the participants largely reflects the diversity of the multi-cuiturai 

peoples and nurses m Toronto. Their ages range fiom early twenties to fifties. 

Aii the participants are staff nurses in hospitais. The length of ernpIoyment m nursing 

ranges from two new graduates of a few rnonths, to three nurses with over 25 years' experience. 

The length of employrnent in the present institution where they work varies fromjust having 

started there to m r e  than twenty years. Many had moved around within their institutions, which 

aiiowed them to change their work without losing seniority. Jobs held before the present one 

ranged kom none for several participants who were recentIy out of school to community work 

and jobs m other hospitais. One participant did 'outpost nursing' for severai years, meaning she 

worked m remte areas of Canada's nonh, where nurses are mostly the only healthcare workers 

on site. Another one had moved around overseas and the United States, also for several years. 

One had doue missionary work in the far East recently. Then there were several nurses who had 

switched careers: three of them tiad been teachers before -- one of them stiü teaches health care 

aids m a community coiiege part-- -- one had been a secretary, another a buyer, and one had 

doue for many years various jobs, mainly construction work. This last participant also holds a 

trade union job outside of nursing and now works m nursing part-tinae. 

The participants' educationai ieveb are as foliows. Fieen of the twenty hold diplonias m 

aursing. Three of these diploma nurses are working on their baccalaureate degrees p a r t - h -  F I  

pviously had completed baccalaureate degrees. Of &ose nurses two are presently enroïied m a 

Maser's program. One of the baccaiaureate prepared nurses also had earned a degree in 

psychology. Additionaiiy five of the diplorna nurses hold non-nursing baccaiaureate degrees: one 

has a degree m commerce and a certificate to teash Engiish as a second language; one 

participant's degree is in philosophy and Englkh, two others' are m arts and one m education. 

Another one of the diploma nurses had compieted two years m arts and science but had never 

hished. A h s t  al1 have additional spedty courses that led to certificates m nursïug or are 



working on one. These certificates are: community nursing, community health nursmg in F i t  

Nations, Northem clinical program, heaith assessrnent (one advanced), critical care and 

emergency nursmg, coronary care nursmg, operating roomnursing, uroIogy nursmg, gerontology 

nursmg, advanced critical life support, orthopedic nursing, ilhess and iife style management, foot 

care, reflexology and heaiing touch -- a bug and varied iist of credentials. Two participants are 

&O British uained midwives. Outside interests mchde acting and poetry for one. Another nurse 

works part-time as a q W e d  estheticiau One hished several business courses. One ( f e d e )  

took motor cycle mechanics and also owns and rides a mtor  cycle. 

From experience 1 b o w  that m y  nurses are mterested and mvolved, be it with their 

own nursmg community or the larger community. in addition to their ducational credentiais the 

professional and community memberships of the intemiewees are quite irripressive. ïhey 

participate in various occupational associations. Most are members of the Ontario Nurses 

Association (ONA), as the hospitais where they work are unionized. Niue belong to the 

professional body, the Registered Nurses Association of Ontario (RNAO). Five are members of 

the Canadian Nurses Association (CNA), another professionai body that exists Canada wide. 

Two belong to the Heaiing Touch Association, an mterest group m holistic, alternative heaith 

practices. Others are rnembers of one each of the following interest groups: Urology Nurses 

Association, Forensic Nurses Association, Emergency Nurses Association, Peri-natal Interest 

Group, Canadian Holistic Nurses Association, Some also hold memberships in various non- 

nursmg associations: One belongs to a trade union, one is a member of a Teacher's Association, 

and one is a Ieadmg member of a comrnunity p u p ,  active m helphg people 'back honie'. 

What also began to enrerge during the data collection was that there were many splits in 

nuring. As aiready nientioned, of the experienced nurses, severai had obtained degrees h m  

pst-diplorna programs. Most nurses who follow tbat route work for severai or sonietgnes many 

years after obtainhg their dipIomas. They then go back to schooI for two yeius full t h ,  or over 

a longer period part-time, to obtain their degrees. They have the advantage of work experience. 

The three oldest women m their Iate forties or eady m:es admitteci they had no mtentions of 

getting their degrees, Two felt they wanted to retire mon, the thnrd, a snigle parent, supported a 

daughter m University. Ail three felt it was not worth their whiie at this pomt m their career. 



However th& stances can not be generalized. Some of my own students are even older, one is 

over 60. It is ofien a personai goal to obtain their degree. AU three of the older participants, 

nevertheless, had recently taken courses to 'uppde'. 

A decisive split seenied to exist between experienced nurses and chose new to the 

profession. 1 considered the nurses relationships with each ocher an important point to explore. 

Therefore I decided to inchie severai new graduates, di of chem holding diplornas, even though 

they were unable to taIk about the 'before' of resmiçturing. As the interviews progressed, almst 

ail my experienced participants seemed to agree on one thing: the 'incornpetence' of recently 

maduated nurses, particularly the newly pduated 'degree nurses' h m  basic university 
b 

programs. It seemed that the Iatter were universaiiy viewed as king on the Iowest level of an 

uno ficial bierarchy. Even the new diploma nurses fett they were better able to perform the 

required skills than their University educared coileagues. With the universai degree preparation 

now Iegislated to take effect m the near future, this seemed an important pomt to explore. Nurses 

graduating From the basic degree program spend as many hours as the diploma nurses in practice 

settmgs during school tirne. However, most of theirclgiical experiences take place m the 

comrminity, whereas the diplorna nurses' practica are primarily m hospital settings. Wlth an 

emphasis on communication and a broad theoreticai base m the university proprams, mcludmg 

überal arts, there is less focus on technicd aspects of procedures and tasks, which are the main 

emphasis at the coiiege level. NaturaiIy the former are mitially less proficient m task performance 

than their diploma colleagues, However, in gemral, their communication and probiern solving 

skiIls are thought to be better. As the subject of perceived inferiority of degree nurses had corn 

up again and again, 1 felt 1 needed to mciude their side of the story. My Iast two interviews were 

with newly graduate nurses firom a baccalaureate program. 

Remahhg flexible during the process alIowed II~: to foUow a naturd flow of data 

coiiection, beckoning exploration of issues that emerged dong the way. This is how 1 ended up 

with a vaiety of view points fromdifferent represenmhs of the nursing popdation, thereby 

developiq a %ch or dense description of the phenonrenon" (Streubert & Carpenter, 1999, p.22). 

An ethno-racial diversity had emerged by itseif For o k r  aspects like the male-femaIe, OH-new 

and degree-dipIoma nurse varie-, I had used 'purposehi sampling' by selection. #e p u p  of 



nurses that was supposed to exist -- as some of the iiterature had stated and as 1 was assured by 

participants and other nurses -- were those who supposedly relied on their once upon a tinie 

diploma training and subsequent expenence and were against any further education. 1 asked the 

people who helped me recruit and twice was assured that such nurses had k e n  found. However 

subsequently mither one of these nurses discounted education during the interviews. With the 

exception of the three older participants close to retireneut, d those who are not aiready in 

possession or working on th& degrees rnaintaiaed it codd be a funire possibility. Every smgle 

one vaiued education, as aii the additional courses they took attested to, although their views 

varied about which types of courses were mst useful. In this regard the newer graduates, 

particuiarly, kept gomg back to school CO make themselves 'more marketable', to fmd either their 

fist job, a more desirable job, or simpiy to gain more knowledge and to become a better nurse. 

T b  more experienced nurses did it d y  to upgade themselves or to get mto a different 

speciaity of nursmg. 

These hdings cast SOUE doubt on widely held assumptions that nurses resist education, 

as pomayed in the literature by some of the nursing leaders, such as Moloney (1992). which was 

discussed in chapter two. Perhaps the types of nurses SIE d e m i i d  exist no longer or rnaybe they 

never did. Or perhaps they are not found in a big city as much as in smaiier communities where 

access to education is diiiïcult and perhaps thought to be less necessary. Or possïbly they do not 

share the s a m  thoughts and feelings with their coiieagues as chey do with an educated 

mterviewer, as a concem for 'sociai (un)desirability' (Brink, 1991) accordhg to their audience 

m y  be playing a ro le? 

1 believe that generally these nurses who voIunteered for the study have different quaiities 

hmmany of iheir coiieagues. However, they have the expertise demanded by the study, which 

is to get new perspectives on resmcWmg and nursing pnctice. Morse (199 1, p. 132) States that 

rather than bemg representatives of the general group "good infomiants m u t  be willing and able 

to criticaily examine the experience and their response to the situation..the second qiiillity...is 

that he or she mu t  be willing to share their experience with the mterviewer". 1 believe these 

criteria were nret by my participants. It is to be expected that such a sample coasists of nurses 

who care about nursing and strive to be good in their w o k  There are probably othew out there 



just doing the minimum required, though looking back 1 can not thmk of encountermg m y  

mdividuals of the latter group. 1 beiieve that many nurses, partly out of seifmterest, are on the 

average well educated - even more so now, as it gives them a competitive edge. Due to nursmg's 

'hvisibility', particularly m the shadow of the much venerated physicians, their quaüfïcations are 

not d y  publicly higbiy acknowledged. Davies ( 1995) taIks about this same phenornenon 

amongst British nurses. Education that does not provide for upward mobility at the bedside is not 

h i a y  regarded by others outside of nursing. She found it is important to the nurses themselves, 

however, as they feel it enhances their knowledge and capabilities for their own satisfaction. This 

is congruent with my own experience. Most nurses seem to value education that is practical and 

eohances theu abilities to practice. 

Significance of the Research 

In today's ciimate of cut-backs to heaithcare 1 beiieve it is important for ail nurses to 

becorne aware, as much as possible, of how they themselves participate in the restnrcnuing 

processes through the power relations at play. To bring about change they need therefore io leam 

about how their subjectivities are created historicaily and at the present time, by others and 

themselves, and how they themselves perceive and are perceived. From there we can kgm to 

explore new possibilities for nursing's future. It is a process of findmg novel ways of 

understandmg and clarifying values of the discipline through reflectioa By focusmg on 

indMdual hospital bedside nurses, at a particular pomt in tirne, 1 was aware that many of the 

anticipated fmdmgs would be specific to these mdividuais and the historical context, representing 

their diversities withm nursing. 

However, 1 believe that also many comtwnaiities were uncovered, affecting aii nurses 

wherever they practice. As an occupation they are a gmup with a common history, corimaon 

professional associations, regdatory bodies and cornriion legislatioa Therefore their experiences 

are influenced by many of the same forces. The differences m concerns of nurses practichg in a 

mie9 of settings are not absolute, but rather mre quantitative and qualitative m nature 

according to the location of tkir employrnent AIl nurses' work IiYes seem to be controiied h m  

outside the occupation to an extent; however the work setting is a factor m the degree of control 



imposed on their autonomy, with hospitals king the most traditionai and hierarchicai 

institutions. 1 cils0 believe it to be extreniely important for all nurses, includmg the ones m 

leadership positions, to become aware and concemed with the speciiïc issues affecting the 

rnajority of their coiieagues, who work at the bedside m hospitals. ûuly by dialoguing crin we 

achieve understandmg of each other, unite around cornmon concem, support each other 

effectively and shape a strong, cohesive nursing 'culture'. 

The project provides an opportunity for the accounts of bedside hospitd nurses to be 

heard and added to the dicourse. Perhaps through awareness and soiidarity a framework cm te 

developed CO diow for a more practicai conceptuaIization of nursing issues -- more egalitaian in 

relationships between nurses and with other disciplines. 1 reason that, by raismg awareness about 

the forces that shape occupationai identities, we cm fmd new ways of envisioning and stnvmg 

for professionaiism in a less oppressive and more egaiitarian way. 1 believe there are implications 

for policy developments, politicai activism, and for education in nursmg schools as wel as 

practice settings, the main locations where occupationd subjectivities are delïrately fonned 

and maintahed. It is hoped that the findings of this project therefore have meaning for di nurses 

pracacmg anywhere withh the health care system. And perhaps there are Irirger insights to be 

gained about professionalism m generai, particularly for 'femaie' occupations. This, however, is 

not my j u d p n t  to make, as an 'outsider' but should be decided by the members of these groups 

(Rofe, 2000; Streubert & Carpenter, 1999). 

Data Anaiysis 

'Data mdysis involves orgauizing w b t  you have seen, heard, and read so tint you can 

make sruse of what you have learned ... to do so you mut  categorize, synthesize, search for 

pattern, and mterpret the data you have coiiected" (Glesne & Peshkin, 1992, p.127). The process 

of data analysis began with the two pilot interviews, through which 1 'tested' my mterview 

questions and then evaluated and refined them for use with subsequent participants. This process 

of 'he-tuning' contïnued right to the Iast mterview. 1 always tcied to transcnb the interviews as 

soon as possible. As there were ofien several days or sonietiaies weeks between them 1 kept up 

quite easiiy and seldom felI behmd 1 also mtegrated fieId notes 1 had written after the interview 



in the appropriate parts of the transcxipts, such as "participant seemd passimate when answering 

thiç question ... sounds disülusioned on this topic ...". This strategy allowed me to remember as 

much context ris possible. Listening to the recorded tapes also brought back the non-verbal 

languaee and nuances of intonation that, m addition to the spoken words, convey so much of the 

meaning. As 1 typed early themes emrged that I recorded at the end of the dialogue, including 

comrnents and a summary of my impressions. hgressively my questions bec- more focused 

towards the later interviews. For exarnple when almost al1 eariier participants comnented on the 

incompetence of new degree graduates 1 made sure to ask participants who had not mentioned it 

about their stance on this issue. For erisier readip the transcripts were printed out. 

After dl the interviews were coqleted 1 used the interview questions as my early 

caregories. At first I reread ali the comments, one question at a the, pullhg out sigdicanc 

sections and thoughts about them which were turned into 'andytic files' (GIesne & PesNrin, 

1992) and again printed out. Besides the codes that were contained in the interview questions 

such as 'ideal nurse', personal philosophy', some of the other codes that emerged were 'nursmg 

is tough', 'nurses eat their younp', nurses want 'pûts on the back'. Slowly the coded data seeri-ied 

to arrange themselves into different Iayers. The most superficiai layer was the experience of 

resuuchinng h m  the participants' perspectives -- b w  they felt about it, thek universai as weU 

as individual cornplaints and SOUE ideas about what couid be doue differently. Patterns begm to 

enrerge representing the trends of the pmcess of restructuriog and the shifts m reorganizatiou of 

tkir work - som were positive, but m s t  were devastaticg. 

For the second layer, 1 looked at data of how the participants, as active players, 

themselves participated În the process through theù relationships with others m the system 

Again pattern emrged tbat reveaied sorne consciou as weii as iacgely unconscious sa tu r ing  

of their mies vis a vis the otkr players: patients, orhw nurses, physicians and administrators / 

managers were the ones mst signibntly impacthg on kir work The last layer dealt with 

their self styiing praictices. It revealed mire ciearly the ideal of nursiug practia they envision, 

and what they see as socially desirable, for themselves as individuals as w d i  as the collêcàve of 

the discipline. Their thoaghts further brought to the surfaçe what mterfered with / promted these 

aspired practices. Alung the way som tbdbgs were surprishg and raised new questions tor the 



future of nursing. 

S-w 
In this chapter 1 have discussed the reasoning 1 foiiowed when choosing my methodology, 

in order to m a t e  an audit trail. 1 also showed flexibility during the process, partly due to 

developments beyond my control and partly because 1 was sensitive to the natural flow of the 

data that emerged. Therefore my recruiting foiiowed, where possible, the theoretical sampling 

approach. Many splits emerged that aiiowed me to compare groups of nurses that shared 

common chacteristics, such as gender, education or length of employment. 1 ais0 was open to 

the commonalities among st the diversities. 

In the next chapters 1 am discussing the andysis of the data fiom the actual interviews 

themselves. 1 wiii stan with what is O bvious on the surface, the facts and ideas that were said, and 

go on to wbat was not said, yet implied or inferred. It is a process of slowly peeling the layers 

from the lived experiences and thoughts that my participants express, ail the while relathg and 

situating these data to the various discourses that teii us how to 'know' a b u t  and interpret the 

world. As Dr. Chambon (Feb. 16,2000, personal cornmunication) suggested, 1 see the data as 

images superimpased on current context and prior representations, such as the discourses h t  

were structuring knowledge at the tirru: in my own and the participants' experiences. These 

discourses live o u  Their images gradually corne into clearer focus as the layers surface, exposing 

snippets of what lies undemeath. At the same time new possibilities for viewing and interpretmg 

the picture differently appear, pointhg to new ways of how the dominant view can be resisted, 

and how reaiity can be (re)coastnicted. 



CHAPTER 5 

RESTRUCTURING FROM THE PERSPECTIVE OF THE: BEDSIDE: 
THE BEAST THAT FEEDS ON ITSELF 

Introduction 

In this chapter 1 begin my andysis of the mterview data 1 am reporthg and interpreting 

what the nurses at the bedside have to Say about their experiences of the restmcturing process. 

Foucault (1982; 1980) suggests, for the investigation of power mecbsinisms, we should start at 

the local level where they are played out. As descriid m chapter three, restrucnuing emanates 

hm, and is fùeiied by manageriai science. Its aim is primarily to increase efficiency. The 

enierging discourses are centred around the necessity of deficit reduction and introduction of 

market principles mto healthcare. Nursing's goai, on the other hand, is the weU-behg of patients, 

therefore a dissonance between the goals is evident throughout the data In keeping with the 

purpose of the project 1 will focus on the nurses' experiences as they tel1 them. The effects of 

restructuring on the work place and the roles of healthcare practitioners, from the participants' 

perspectives, represent the first Iayer to be examined. There are a few aspects of reorgrinization 

that brought about positive impacts. On the whole, however, resuucnuing processes are 

perceived as devastating, leadmg to stress, insecurity and disillusionment amongst the nurses. 

These effects then further reinforce the conditions that made them possble, iike a beast that feeds 

on itself. 

Major Themes and Trends of Restnicturing 

Parîicipantsy perspectives 

1 have to say it [resmcturing] has been a fnisuatiug experience, mainiy because 1 
am kind of sitting on the sidehes, seemg what is happening ... and not redy Liking 
it, There has not been a lot of consultation with the bedside nurses, the nurses who 
are on th: front hes. (Carol) 

Beiis are not answered, there are much m r e  beUs, 1 don't know if that is because 
nurses get bumed out e d y .  ..but 1 have noticed that that is happening. Whüe 
now, you rnay look d e r  that patient today, tornormw there is çomeone else. The= 
is no ... there is çonsistency but no responsl%üity for any particuiac patient. You are 



just going to work and that is it! Total patient care for the eight hours. (Sarah) 

In this section 1 wiU enplore the m u t  trends that affect nursing, patient care and 

eventualiy patients and ttreir frimilies. The nurses' main concerus over curent issues in nursing 

are captured in the statemencs above. Caro1 indicates that mmy others were involved in the 

design of restructuring -- other disciplines, management, palhicians, even the public to som 

extwt -- but not the kedside nurses. Yet it is at the frontline where they work that the pIans 

a c W y  get t~ans fomd into actions. In spite of the fact that bedside nurses bear the brunt of the 

decisions about cuts and funding and are &O the experts on the patient c m  they deliver, Carol 

states "they were sitting on the sidelines" during the planning process. She believes that the 

'wrong peuple' were consulted, as these individuah are not necessarily knowledgeable about 

bedside care: 

The= has k n  fconsüItationj with a lot of people who are in the education 
system, people who are employhg nurses and community members. But, 1 have 
not seen o Iot - nor did E read a lot in what 1 have seen of the task force report -- a 
lot of kedback h m  staff nurses who, 1 think, are taking the h t  of the 
restructurïng ... A few of the statemnts that have corn out regardhg that, 1 thmk, 
have k e n  inaccurate and not been based on staffnurses, ifthey have &en 
properly interviewed,..l believe they did not interview the right people. 

ifnursing was represented during the resuucturing, she believes it was h o u &  speciai pups ,  

Lice the nursing union, with their own vested interests: 

And the people they interviewed intetpreted w h t  they saw as the issues m a very 
maccurate way. There are maybe a bt of reasons as to why these s t a t e m t s  have 
c o n  out-.. mostly based on securnig an e m p l o p n t  issue ... other than a nursing 
issue. Tt was not based on how to improve n m b g  as it is, it was based on how to 
secure nursing jobs. 1 wouid think a Iot of that carzie f?om ONA [Ontario Nurses 
Association, the nurses' tmion]. 1 think because they had a voice in there and they 
did no t ask the staff nurses per se, I rhink that was probably one of their 
mterprerations. 

Sbe implies that the negotiaciom took place to further some n m w  go& of these varic~us mterest 

groups, whereas broder issues, such as quality of work and worklife, were kept off the agenda 



She feels left out and disregarded, even by her own leaders. Anna, working m a big city hospitai, 

similarly asks in passionate desperation why everyone, even the public, were apachetic: "And 

why is it that nursmg is ignored in such a leadmg institution and what is it that society allows 

them to get away with it? How and what do they know and what do they do with the knowledge 

that they know?" 

As the second comment in the beginning of this section implies, staff buni-out and patient 

dissatisfaction can be correlated with the nurnber of c d  beik that are ringing. It seems to be an 

universal symbolization of how busy the nurses are -- as similar metaphors emerge over and over 

ngatn. Esther, descriiing times when stliffing had been better, states: 'Tt was observed that the 

patients' c d  bek were answered promptly ... But, as 1 said, now everything has fallen by the 

wayside ...". Corinne works in parmership with an RPN (registered practicai nurse), which nieam 

she is responsible for di the highiy skilled treatments on both their patients. She sounds 

extremely stressed: "...sornetirnes it is so busy.. . the beüs are ringing, 1 have N (intravenous) 

medications to hmg up. ... because the c d  beiis are ringing, you know, 1 have one head, two 

h d s ,  1 c m  not answer if the RPN is not there ... either busy or not caring ... dependmg on 

people's attitudes". To further give a flavour of the restnictured amiosphere, Kathy taiks about 

nurses being "suessed to the gills". In her setting 'hew nurses are leaving as quiçkly as they 

came". She states graphicalIy that she can understand why: "...because they can only do so much 

efficiently, youjust can't go to the bottom of your teeth, that kind of thing". 

When asked about positive aspects of restructuring some changes are mentioned as 

having brought about improvements. Bruce sees the restructuring process as a potential 

opportunity to promote better docation of nursing's expertise: '4 thmk that there has been more 

of an internai reflection about nursing and what we do ..." Specificaily, he believes that there was 

a doser look at the RN and RPN roles m relation to the technicai aspects of nursing's tasks on 

bis unit. As technicd skills are a large part of any hospital nurse's job, Bruce believes that 

downloading of sonre of these tasks is justified and couid be fieeing nurses for more important 

uses of their thm, despite the opposition of many of his more traditionaily minded coiieagues: 

One could Sayl if you are domg the exact job of an RPN and at airmst 25% more 
cost... m .JUs day and agt cost seems to d e  soniewhat ... historicallyl we aiways 



Iooked at our practice and dehed it as rnedicai tasks. But a lot of RNs are havhg 
great difficulties with this. Each tmie a new task is given to an RPN some of my 
coiieagues Say: Weii, what is there for us to do now? 1 can see our rotes vanishing, 
they could be vanishing ... yet ... one of the challenges of the future is to get RNs to 
look at their roles in another way! ... 1 think they are sensmg that that needs to 
happe a.. 1 think it is bemg sabotaged a bit, 

One of the effects of restructuring that is universdy welcomed is an increased trend 

towards closer collaboration with the other disciplines at the bedside, commnly referred to as 

multi-or inter-discipiinay team. It consists of social workers, physio-therapists, occupational 

therapists, diecicians, pharTnacists, physicians, sornetimes chplains and any other heaIth workers 

that are special to som areas. Working more closely together is applauded as it helps the t e m  

members to understand each others' work much better, thereby facilitating hproved cooperation 

and coordmation of services. The participants feel that, when everyone is using the sarne 

techniques for assishg patients and the disciplines reinforce each other's teaching, the benefits 

to the patients are greater. It also seem to lead to greater respect for each other's contriiutions. 

Danielle's cornnrent is typicd: "Pharmacy, social work, they are much more on the floor.., we 

see them much more Erequently, you know who they are and you can access them a Lot 

easier. ..things get done, we figure out what the problems are and work things out right away ... like 

everybody is listening". Ronnie adds: 

Haviug our own pharmacist, having our own social worker under the same healch 
group, that 1 find is very good...before, when they had aii tàeir own departments 
everybody was working mdependently of the others. Now, we sit on committees 
together, it reaiiy helps, as far ris the disciplines working together, it is r e m  
enhaaced by that. We ... l e m  about each others' roles. You work in partnership 
with the staff, it does not matter what level you are, everytmdy works in 
pamership. 

These relationships wiii be examined more closely later. 

in most places restnicturing seems to be a centrdy desigwd prucess that did not take mto 

account the diversities of the settings. An exception is Esther's unit. She reIates that the nurses 

on her floor were actuafly mvolved in the decision makmg. She feels that t h e  was a 

collaborative attempt for improving are, as they al1 med to work out how best to restnicture m 



the* particuiar setring under the newly imposed conditions: 'When we did restructuring on our 

fioor some staffmembers were mvolved, 1 was invoived. There were two nurses with the 

manager; we did get someone h m  the outside too. We felt that we should get feedback h m  aii  

the staff members, not just nurses, because we have services difiereut from other floors. So 

everybody should be uivolved with the restructuring". It is worth mentioning that, m this 

particdar unit, the fidi and part-tirne staff had remahed fairly stable. This fact may have 

facditated their involvement, cornpared to other floors mu mstly with transient labour. 

Another recent development is the mclusion of nurses mto comrnittees and councils for 

decision making. In most hospitai units these bodies deal with matters such s hiring, ethics, 

policies and procedures. The nurses who joui in committee work see it as a good oppoitunity for 

their hvolvement m workplace issues, as Rounie's comment shows: 

in the past it was only the head nurse, the educator and the charge nurse who made 
the decisions, not everybody. Now aii the staff nurses have jomed a committee, so 
everybody has a say ... and eventuaiiy through discussion, through minutes, through 
votmg we come to a decision ... Before we felt on the low end of the totem pole, 
whatever happened at the top, we did not know. Now we are mvolved. 

However, there are some problems with nurses' attendance, due to their needed presence at the 

bedside, as Shelly explains: 

You h o w  they want you to jom comrnittees, they want you to work out things ... 
iike when we have a staff meeting, ... and the head nurse is reaiiy good acnially for 
throwing it back at yo L.. like now she expects us to do everything ... it is like weil, 
how do we expect her to do everything? Like we present a List of whatever needs 
to be done and she willjust Say, okay, who wants to do that, who wants to do this? 
1 don? think nurses would mind domg this or that ... but, they wiii do it on hospital 
tmie, not on their own tirne. 

And..see if they want you to c o n  m for a meeting, weit you are not paid for your 
tinr: while you are there for the metmg.... why the heck should you corn down? 
if people are commuting h m  distances, it is like: why should 1 take an hour to 
get d o m  thee and an hour to get back and attend a meeting h r  two? That is four 
hours of my tinie...And they can't even put out a coffee for you or whatever! 
Enough is enough! You don't expect me to be there and that is how a lot of nurses 
feeL.. like, why shouid I? 



The meetings are held m regular day-time hours, to accommodate the majority of the healtficare 

tearn members. As workloads are heavy, the nurses who are on ducy that day often 6nd it 

impossiile to get away for a period of time to attend a meeting, as umdy no extra staffis 

provided Other nurses, due to shift and weekend work, are off-duty at the the. if they corne in 

for meetings they are not reimbursed. Romîe too admits that therefore, 'hot aii  of hem 

[nurses] ... 1 don't want to use the word 'cooperate', because some of themdue to their family, 

with kicis and babysittmg, bviog to corne during theu off dav, can not rictuaily come". Ronnie 

relates that in her departrr~ent the nurses are trying to bypass some of those difficulties by 

designating certain people to go to meetings. These deIegates then cake notes and report back to 

the other mmbers, either m persun or by telephone, each of them being responsïbIe to notify a 

number of staff. In an attempt on parc of the nurses to inçlude everyone in a more open and 

demuatic pmcess, staff are also encouraged to write their concerus in a communication book to 

be brought forward at the meetings, 

Another problem reported is that of seIf perceptions. Sheliy and others betieve that many 

nurses feel they are not of equai status with the other rriernbers of the healthcare team and do not 

value their own contriutions: 

You know one of the girIs I am working with now feels rhat way! She is on a 
cornmittee, 1 think it is a quality assurance kind of ttiing. At the first meeting, it 
was 2 or 3 head nurses, couple of doctors. They went mund the table intmducmg 
theniselves, who I am and here is a i l  my leiters, and t k y  got to her, and she is a 
diploma nurse, she is m her m e s  and she is..- and 1 am sure she literdy 
hunkered d o m  m her chair. ... weü, 1 am just so and so and I am a nurse here ... 
which is too bad m a way, because you shodd not be just a nu M... nurses have a 
lot of skills ! They don? even see it. I said, p u  have no idea what skiiîs you use 
during the course of a day. And they are like, like what? Like they are totaliy 
oblivious, and see that is the probIem, the whole mind set 1 mean... ifthat is what 
p u  thinar it is, no wonder! 

Danide comrrients on this subject: '1 thhk for the monient, for mst of us it is kmd of 

htimidatbg .... A lot of tmves the leadership of these comrnittees are not the staff nurses. ïhey are 

eitber the social worker, the educator ... 1 don't know ifit is peopk with degrees, if that is the sort 

of tfiiog they are gohg by? Possibly ...". 



Some of the long time nurses t a k  about their metnories of what it was like to work m 

hospitals before restnicturing. These participants mention that, on the whole, restructuring hrced 

everyone on staff to take into consideration how they are spendmg hedth care dollars. Many 

recd the wastmg of supplies and other expensive resources, as nobody then seenied to care. The 

more hospitals needed, the rmre they got, whiie the costs of health c m  spiralled. Jennifer even 

tdks about "people aii faüing over each othef', due to overstaffing in her chic. Now Jennifer 

feeis "the penduhm has gone too far the other way", Often unable to fïnd thne for a break, she 

since has learned about "the value of p o l a  bars that you can eat on the run". Cut-backs on di 

supplies, even basic necessities, are now desclkd as severe. Severai nurses talk about their 

fnrçtrations with havnig to 'bormw or steai' h m  other units frequently, 'just to be able to 

provide patients with a clean gown or linen'. 

In some areas, nursmg's job descriptions have becorne mre defined. Hilda, in her 

specialized unit, weicoms the lines between the domains of practice for the dserent health care 

disciplines that are beginngig to emerge mûre diçtinctly. Comparing the present to the past she 

States: "It was even more stressfui then than it is now, 1 think. That time it was very helter- 

skelter. Now, everythmg is super-structured The guidelines are definitely much more cleaf'. 

Keiiy too is m favour of speciaiization of nursing work, which she sees as going hand in hand 

with p a t e r  respect for nurses: "And 1 think if we are articulate enough, peopIe at some pomt m 

going to have to liste~..Like other professions we too choose specialties. It was a lack of respect 

befixe and we are demandmg respect now! We are making it loud and clear that we are mre 

ttlan doctors' hands", referring to recent job actions by Canadian nurses. .ha, however, is mre 

cautious m seeing speciaüzation as the answer to problems. She feeis that, at least in the acute 

care hospita1 settings, the much hailed and highly specialized nurse practitioner rok has largely 

been assnnilated into the existing power structures: "Our acute care nurse practitioners are 

h i d y  physician assistants with all their knowledge ...". She leans towards branching more into 

prevention of iIIness, heaith promotion and ermtional support that nurses provide, which is 

distinct h m  a medical focus and can be generaiized to any area of nursing. Thereby new ways 

could be hrmd to elevate the jobs of all nurses, she believes. 

Despite s o n  attempts to mvolve nurses more m coIlaborarive teamwork, and although 



there are local differences across institutions, there are two major trends that are perceived as 

responsibie for the stress caused by restnicturing. In the name of 'efficiency' casualization of the 

work force has occurred and workioads have becorne heavier. For the nurses the trend towards 

part-tmie emplo yment offers neither job secuity nor benefits. Of my participants di of the more 

recentiy graduated nurses haci k e n  unable to h d  full-time positions. in response, several of 

them work as 'casuals' for two or three employers or for dfierent units in one institutioa This 

counter suategy, they state, helps to ensure adequate working hours. It also allows for p a t e r  

flexiiity m regards to when and whre they want to work. However, they regret the lack of 

consistency and report that, as a result, many nurses now view their work as 'just a job'. 

AU the nurses 1 interviewed, no matter what their Ievel of experience, feel that the heavy 

workloads mterfere with their abiiities to provide nursing care as they would like to. However, 

the effects seem to be most devastating for newly graduated nurses, the ones with the les t  

seniority and the first ones to be laid-off. SheIiy States: '"ïhose are the ones 1 think we redy need 

CO hang on to, because they are our future". For maay of the new nurses, like Irene, who 

graduated m 1995, restnicturing meant not king abIe to find a job. irene recaiis how she sent her 

resume to every hospital m the city, but w a ~  tord everywhere that she needed to gain experience 

before she couid be considered. "And you just felt like it was is vicious circle ... how do you get 

experience, ifno one is gomg to hire you?" It aIso mant that some of her feiiow graduates 

remained m lower statu positions despite their newly acquired credentials of RN. Irene: "1 could 

not fkd a job on graduation, none of us, none of my class mates did. The rnajority of the girls in 

my cIass m the part-time program were RPNs and they were working at the time. And the 

majority often remained RPNs, because h y  couid not find a job". Recentiy irene haiiy landed 

a part-time psition on a nredical floor. Like many others 1 speak to, she hardly ever takes p p e r  

breaks and perhaps "eats a sandwich on the desi?. By working straight through her shift, rmstly 

nights, she hopes to get out at a decent tinie. She is not paid for misshg her official break or  

getting off late. 

Corinne, a new graduate, relates ano ther response ta the cut-backs. Many of ber class- 

mates, a i i  baccaiaureate prepared, prefer to work in department stores rather than m hospi&. 

With th& starting salaries m nursing bareIy mre than what they are earnaig m the stores, and 



considering all the stress and responsibilities that they would have to deal with, they believe that 

nursing is not 'worth their while'. The situation is aggravated by the fact that ofien the only job 

in nursing they could find during the last few years was through agencies. This means working 

aU over the city in different institutions. Even when hired by hospitals today it is rnostly part- 

t h ,  working for more than one floor. If they are also 'new' nurses who lack experience they are 

doubly limite& Corinne's class mates refuse to nurse as they feel that under those circumstances 

it is just 'too hard to do'. In a recent newspaper article Picard (2000% p.As) confirms the exodus 

h m  che discipline that Corinne taiks about. Picard claims that of the fewer than 8,000 

graduating nurses in Canada, within one year "20 per cent of new nurses leave the profession 

dtogether, joining thousands upon thousands of their older coumerparts ... there are almost as 

many quatified nurses in Canada working outside the profession as there are working as nurses". 

Corinne herseif reports that she is "just hanging in there right now". Her goai is to work 

in Public Health and she needs to get some hospitai experience first, to gain expertise. She feels 

overwheimed and scared to d e  mistakes and possibly lose her registration. She is also 

frustrated when she can not provide the care she would üke to, due to her workload. At the end of 

the shifi. she carries the burden of work home with her. 

And sometimes 1 think, oh my God, 1 have to slow down, but 1 stiii need to keep 
gomg ... people are crying h m  pain... 1 am thinking about the patients, because 
you want them to receive pain niedications nght away ... it can be so 
overwhelming. I fmd that my liceme jeopardized] ... when I sit down and think 
and even when 1 leave work, 1 am thinkmg ... 1 hope that everythhg went weii and 1 
did not make any mistakes. That is the only thing 1 am aîÏaid of. And again, 12 
patients ... to do the assessmnts, 1 don? think it is enough tirne. Sometimes 1 only 
get to see my patients for 10 minutes, acniany sit and t a k  with them for 10 
minutes ... otherwise 1 am jus m and out of the room, giving medications, 
emptying catheter bags. 

Samaocha, another new nurse, recalls that as a student she had been very dkipprovkg of 

nurses w b  were "puchy". Now she taIks about the effects of the "overwhelmiug" workload 

and acuity level of her patients on herself and her CO-workers, as weii as uitiniately the patients: 

Now, 1 am working and 1 am so stressed out and getting irritable. And when a 



patient asks me for a bedpan 1 arnjust like ahhh! 1 get fnistrated and 1 don't have 
time for this..and 1 hate that feeling becau se... 1 don't feel it is right. But, at the 
same t h ,  p u  have so much other stuR to do, it is hard to stay calm. So tbat is 
what I hate tao and other nurses get very irritable as weiL And then, when 1 need 
their guidance 1 think 1 don't want to bother them now, they are busy too, and then 
I don't ask ... It is the patients that are suRering. 

When th@ get too intolerable she hides in the bathroom just to get away for a few minutes and 

coUect her thoughts. Afier the shift she often feeis so exhausted that she does not wartt to see or 

taIk to anybody, includiig her husband As the stress in her work and her exhaustion lead her to 

withdraw h m  others, she feels the strain on her weU-beiig, fnendships, famiiy relationships and 

even her mamage. Picard (200 la, p.A6) reports a very simiiar story told by a nurse m a 

Vancouver hospital. 

Sheiiy, who has been m nursing for 20 years and therefore has a historicd perspective, 

also descriis som of the impacts that affect nurses in a very personal way. She recaiis that the 

to four years bebre our mterview, 199516 was the beginning; that is when 

... we redy felt the pinch..I thmk chat was the point when they were reaüy 
tightening up on the budget- Our workloads took a major leap. 1 did not reaüy feel 
there was any support aven to us at ail. S o m  of my CO-workers were let go quite 
dramaticaüy and a couple of girls ended up on leaves for. ..psychiauic reasons 
They just feil apart, it was temile ... a lot of negativity on the unit. 

She talcs about how the sudden disappemce of job security was devastatmg. No one seenied to 

care about what happemi to nurses; they, as care @vers, feIt themselves discarded Even those 

withmany years of seniority got !aid off. Nurses who had stayed for 17 years in one place were 

diilaced from their positions by others who had 18 years seniority wîtiini the same institutioa 

Tt t y j u s t  threw everybody fbr a loop. And you re&e..- you were just a numbef'. In the end, 

sk states, these events made everyone ''take a second look at nursmg as a whoIe". 

One of the major recumnt thenies is that nurses' ZmowIedge and skiiIs are underutiliçed 

It is deplored by most of the nurses, whether new or expaienced, however especiaüy frustrating 

for Corinne, a recent degree graduate. The way her work is oqanized, she states, interféres with 

her job satisktion and application of knowledge acquited m ber Miversity pro@-ani: 



No, 1 can't say that I amsatisfied, no. I amvery task oriented, it has becorne very 
task oriented .... 1 am go, go, go. You know the nursmg theory and what we karned 
in aursing -- taking about therapeutic comrnuuication, it is no t there -- never used 
tkrapeutic communication much. 1 man there is so much we leamed at school, 
b t  1 can't realiy use,.. doing a tùll assessrnent ... there is so much 1 did. so much 
that we learned about, talking about social support and king there for the patient, 
oh my! 1 man I am talking to my friends and my coileagues and we are saying, 
you know what we learned m school, nothing c m  be used here -- especidy 
bedside nursing, because we have no t i m  -- we went for four years to university 
to l e m  about theones that we çan not use. Are we ever - tbac is the question -- 
are we ever going to use what we have Ieamed? 

Corinne feek that what skie lemed cm not be put into use where she presently works. Therefore 

her education is devalued and wasted. 

Coming h m  a depree prograrn, with my educatio~.. 1 did no t tbink 1 would have 
to do everythmg, do a lot of thîs SM, 1 did not expect that. (Like non-nursmg 
stuff?) Yes, yes, yes, I could do more, wirh my education! That is what 1 feel 
like ... i need mre  challenge. 1 love more responsbility, but somthing that is 
more related to nursmg ... S o m  responsîbilities are just ... not what f was prepared 
to do. Maybe a diplorna nurse, which is fine, 1 doa't mind doing it, but 1 could do 
more. Yes, I man, a lot of what I Ieamed iu schooI, I have aot used, because of no 
tirne. If 1 have an opportunity of t h ,  1 can utilize what I have Ieamed and build 
on it. Knowledge, why not!.. and 1 want the oppominity and d e  more mformd 
decisions as weiL And use criticai thinkjng skills roo. 

Jack, a participant who has been around for a wbiie, cak  the r e o r g h t i o n  of wurk "the 

dumbing-dom of nursmg". He beiieves it is a strategy to f d t a t e  its down-loading to unsWed 

An universal compiamt is the ever hcreasmg nuInber of non-nurskg duties, particuiarly 

paperwork, that nurses have to ded with. Jack again: 'Nurses are overworked, overloaded, and 

on top of this, mundated with what I caii paper care, taking away h m  patient care ...jus t an over 

abundance of paper care ...j ob justification Not job justincation for the nurses, the RN level, but 

for sombody in tbe hierarchy, that reaüy dues not have much hands-on patient experiences". He 

explagis t6aÉ the production of papemork acts as 'proof for the bureaucratie efficïency of 

nianageriai positions. As d i i s e d  before, Campbell (1992) too perceives paper work as creating 

the t e x d  reality, &ady 'categorized and sanitized', in which outcornes can easily be 



demonstrated. 

Even though tasks are given away to o k r  healthcare workers, there are also more skills 

added to the nurses' repertoire. Bruce atm'butes this fact to ever expandimg technology and to aa 

increase in work formerly perfomd by physicians. For the much sicker hospitalized patients 

there are not only fewer nurses around now, but also fewer physicians. He thinks that deskilling 

is a suategy to mcrease efficiency and to lower costs, even at the levei of medicme's work. These 

changes, he States, are demandimg kaowledge of nurses chat is ''more medicdiy cornple K.. not 

just in skills üke IV (intravenous) skills, but a h  m medical assessrnent skilis. With an acutely 

medicaliy ill person you are domg a lot of medical work,..", However, Bruce aiso taiks about 

how, in regards to other tasks, one sees ''a registered nurse pushing a stretcher. .. 1 think it is just a 

misuse of skills, talents and fun&.... it takes away from people at the bedside, where the nurse 

should be ....". He further d e m i s  high aknteeism and less than efficient care as visible effects 

on nurses' heaith h m  ail these pressures.: 

... also shonages. We, on my unit, have 'worked short' [meaaiag with fewer thaa 
normaUy ailotted staff] on more shifts m the last 6 months than we have m the 9 
months previous [to them]. I don't think 1 have ever seen it lïke this, So, with a 
shonage of nurses there corne niore tasks and you are mhing.. and,.. hospitds, 
the structure of hospitals, the deiivery of care is still mefficient, Nurses still have 
to porter clients, nurses stdi have to go over and obtaia materiais. 

Danieile seems to agee as she too deplores that the non-nursing duties take up much of the 

nurses' tim. She d e m i s  that for six rnonths they had no receptionist and the nurses had to fin 

m on top of their own ~sponsibfities: ''1 am Iooking after the phones, after the phone lines, 1 am 

malung appommrents, 1 enter their appommnts in thie compter, oh yeah, 1 think a nurse docs 

everything, change the garbage, you know.,". However, w h t  all the participants agree on is bt 

the 'hands-on' patient care is too irprtant to be hgmnted It should be doue by nurses, not 

mniimalIy traïaed workers, even if it rœans mUing h@iy complex skïk requiring specialized 

uaIniog with simple ones and is especiaiiy emphasized by those who supervise Iower-skineci 

workers who do the han&-on c m .  

Another trend mentioued is the increasing  volvem ment of patients' familes - mainly 



their women members -- m patient care. Thereby caring is shifted not ouiy to lesser skilled 

workers but also to the unpaid and untraiued public. This happens not ouiy m homes but even 

hospitah, where now only the sickest patients are found. Sarah taks about how some families 

stay ''just to help out, There is so much taIk about the tisk of behg in the hospitai'*. Womed 

about their loved ones, she beiieves they are often afraid to leave them aione on the understaffed 

units. Maay nurses gladly engage the help of wiIling family members. However, Sheiiy points 

O ut that, when m hospital, patients are usually criticaily iL F a d e s  therefore shouid not be 

expected 3 0  cover our jobs. 1 do not agree with that at al. They are not trained". Engaging 

families* assistance may even endanger patients' safety, as she illustrates with the foilowing 

example: Several relatives had stayed on with a criticaiiy iil patient in her workplace. The busy 

nurses were gratefui for the 'help' as they felt chey needed to watch the patient less closely. Later, 

when the patient experienced severe respiratory difncdties, the staff b k d  the family for not 

recognizing the syrnptoms and alerting them sooner- Sheiiy argues that it should not have been 

expected of them, as they were no t qurilified to do this type of work: "...and yet they [health care 

workers] wili Say: 'you know the family did not reaiize that he was no t breathing properly'. Why 

shouid they? That is not what they are there for.. .". 

DiscOSSion 

in the above section the participants speak about severai trends that have emerged within 

the restnictured system, mdicating that there are many factors and strategies at play, producing 

heterogeneous and even contradictory outcorrres, not all of them forseeable. Some are welcomed, 

such as closer coiiaboration with the muiti-discipiinary team, mre bighly skilled task 

perfbmiance to some extent, and participation in cornmittees. Most other changes however, are 

perceived as detrinrental to work Me and nmrale of nurses. The major shifts seem to Iead towards 

more 'routinized patient c m '  (Davies, 1995) through 'deskiiüng', which even affects 

physicians' work S o m  of their previous tasks are now perf'ormd by nurses, which the nurses 

seem to welconie. Other nursing duties are given away to lower-skilied workers, whiçh many 

perceive as threatenhg. However, lower-skilled tasks are also stiil loaded onto nurses* duties, as 

receptionist positions are not filled and nurses continue to porter, comhed with the mmased 



workloads of their own. Despite the proclaimed cauonaiization of ninning the system more 

efficiently, there are currently many non-nursing tasks perfonned by nurses that probably could 

be done more cheaply by less trained employees. The participants refer particularly to answering 

phones, clerical work and pushing stretchers for transpon. This seemïng ine fficiency is an 

indication that the people who make the decisions are ignorant of what goes on at the local leveL 

It etnanates b m  the mvisibility of nurses' work and the widety held assumption that caring is a 

natural ability tbat any concerned persan possesses. Davies (1995) maintains chat nursing, as a 

f d e  occupation, is lacking 'boundedness' and clear descriptions. It is therefore hard for others 

to r e come  it as professional work. The accompanying 'casualization' of labour represents what 

Gustafson (2000) refers to as 'just in t h  nurshg'. Perhaps eEciency was furthered in the short 

mu with these strategies. As long as there were enough qualified nurses who needed to fiil any 

availabIe jobs to survive, positions of support workers were often eiiminated and their work 

added to the nurses' duties (Gluer, 1988). Ho wever, the human factors, how this lckd of 

treatment impacts on the nurses' morale and patient c m ,  it seems was not considered. 

As we have seen 'casualization' is particdarly hard on new nurses for whom fiequently 

city-wide staffing agencies are the only employers they can hd. This arrangement is 'just in tmie 

nursmg' (Gustafson, 2000) canied to the extreme. As it is too stcessful for them some graduates 

prefer to stay in the sales jobs they had held as students. Others, who were Reetered PracticaI 

Nurses (RPNs) befoce becoming RNs continue to work in the capacity of the former. The smaü 

differences m pay do not make up for the stress of working m isolation m unfarniliar settmgs 

with no experienced wiieagues to guide them If registered nurses work as RPNs sküied labour 

is had for lower pay and the instimtion, once again, wins. Perhaps many of the other young 

graduates have meanwhile moved on to otber careers and jomed half of the nursing workforce 

empioyed outside of nursmg. However, lately the tabIes are beghhg to tum. As there is now a 

nursing shnage these earlier cost-cut- measures are staRmg to bath towards the 

employers. With more choices, the casuaikd nurses stiii m the system, pick and chose  

accordhg to their preferences. The downside is that, as these nurses eam a living through a series 

of transient jobs, they feel l e s  cornmitteci to any of rhem More like mercenaries than 

profissionals they now view nursing as 'Mt a job', a trend also confirmed by Fletcher (20ûûa). 



The previously taken-for-granted 'selfless dedication' might be vanishg as disappomted nurses 

are l emhg to Iook out for themselves. Del Buono (1998) wams it is important for the quality of 

nursmg to retain the right people, not just to tïii positions for the short-terru 

Another issue that always existed but gets exacerbated through casualization is what 

Davies (1995) c a b  the 'theory-practice gap', even as Nursmg's scholars and professionai bodies 

work toward theory-based professionai nursing and more autonomous practice. Routinized 

nursing care, such as outlined m the care map discussed earlier, supposedly dlows any nurse to 

step in easiIy to perform accordiig to at least 'minimum standards'. This is the only may that 

casuillization can work. It is ironic that, just as baccalaureate education is made an universai 

requirement for practice, the actuai nursing work is gettmg mcreasingly deskilled, causbg the 

theory-practice gap to widen even further. Corinne's passionate question if she wüi 'ever utiIize 

what she has leanied in university' illustrates this paradox, 

It seems that on the one end nursmg practice of some nurses, such as nurse pctiuoners 

and those working m specialized units, is becoming ever more complex and highiy technical; on 

the other end many of the duties remain mired in the menial and trivial, another paadox. As 

speciaiization and the accompanying job descriptions worked weU for medicine (Davies, 1995; 

Wttz, 1992)' many nurses too see it as an avenue to acquire the elevated status tbat goes dong 

with ic, such as the much haiied nurse practitioner role. However, as there are a iimited number 

of specialized positions, this suategy wüi serve only an dite few. It therefore begs the question of 

what happens to the large inajority of bedside nurses remaining in the poorly deîked d e s  the 

nature of their work entails. Wïii they beconie support staff to the specialized nurses, as a furttier 

stratified hierarchy is created? As Anna observes, at Ieast m regards to the acute care nurse 

practitioner, she believes a specialized 'handmaiden' was created, workhg in a new and complex 

role, yet qain supportive to physicians (see also Mitchell, 1999). A dEerent strategy is 

suggested by Davies (1995): redefine 'professionalism' by vaiuing 'sustained encounters' witb 

patients, which could be acwmpanied by Wti-tasking skills' in any setting, as thereby al1 

n m b g  work would be revaiued The participants seem largely to agee with this a p a c h  as 

tbey aü fed that hands-on nursing care is too important to give away to bwer-skiEled workers. 

SlowIy some opportimities hr nurses to have a say m the workplace are o p h g  up, such 



as throughjoinhg coumittees. 'Participatory govemnt '  and 'shared governance' are 

institutional discourses signahg a devo lutionary approach to management. Yet, unüke the other 

teammmbers nurses ofien feet neither welorned nor supponed. If they f d  to attend they have 

no input. Iftfiey attend they likely becom more octively mvoived in work-related decision 

making, instead of waiting for somone else ta fix theu pmbtems; the drawback is that they feel 

they are taken advantage off, as mostiy they have to attend on their own tirne. This amgenrent 

seems therefore no more than a token gesnue, as it contn'butes to nurses' ongoing 

marginalization within the disciplines - a further sign of nursing work's devaluation. Doucette & 

Boyce (3000) report on a ment survey conducted by the Coiiege of Nurses of Ontario (CNO) as 

part of their Quality Assuance Progran They found that opportunities for the mterdepamaentai 

involvement of nurses receive the lowest scoring of aii the indicators. To make things worse, as 

we have seen, nurses often feel uncomfortabie m n g s t  the other disciplines who are perceived 

as more educated. If they themselves do not recognize the vaiue of their own knowledge and 

conm%utions, is it surprismg that nursing remains 'invisible' to others'? 

The effect of the restnictured systetn on patients and famîlies, the very people that are 

supposed to benefit, is the most &vastating. As we have seen, nurses who are overworked often 

engage the help of farniles inappropriately, reIying on them CO nonitor theu sick reIatives during 

acute phases of ùlness. Not only is skilled nursing care devalued even further, government cuts 

seem thereby justifïed. As familes 'seem' capable of look@ after their own, their help becornes 

'norrnaüzed'. The consequences for patients' and the -es' own heaith cm potentiaiiy be 

grave. Instead of engaghg their LteIp inappropriately, there is an urgent need fix nurses to take a 

stand m order to protect h i r  patients. Davies (1995) suggests that they eIaborate and publicize 

the ciifferences between unpaid car@ work and professional caring. This does not man that 

families can not help with care if b y  want to. But nurses need to be jidicious in what t k y  

'delegate' and what it is that t k y  themselves, as a leamed disçipline, have to continue to provide. 

The roles tbey c m  pIay in counsehg and supportkg Familes need aIso to be further examgled 

and thrizeb 

In the next section 1 win explore tbe impacts of the trends d i i s e d  here on work 

patterns, organization and controI over the nursing discipline. 



Recent ShiPts in Work Patterns and Control 

Participants' perspectives 

... king par t - th ,  the scheduling one day m a  week, the continuation of care is 
not there! One day a week m one place, one day a week m another ... They ay to 
fiil you in in places ...y ou get these odd shifts, the continuation of care is broken. 1 
thmk patients are longer in the hospitai ilcause of that. (Corinne) 

And now you have got people who have minimai or no medicai training, who 
have their MBAs, which is fine!..but it is a d8erent approach..and they look at 
the health care system and they see that bottom line ... they don? see how tfiat 
bottom line came to be. And they don't see tint there is certain ways you cm go 
about changmg that bottom line...not just deaihg with business here ...y ou are 
pretty weli dealiug with huma. beings ail the tirne. (Carol) 

in the above comments the efiects of casualization on work pattern and patient care is 

descriid by Corinne, while Carol points out that behind this reorganization is a business 

approach. Jack, a strong advocate for team work, feels chat with cotai patient care, "nurses work 

m isolation, fending for themse1ves"- Hilda, calking about the past, rec& that even though 

workloads had aiways been heavy, nurses' work was facilitated through care deiivery systems 

that reiied more on coordinated approaches between thetu Nurses then seerned to be the 'glue' 

that held hospitals together. She believes t h t  theu work was more under their own controI 

compared to now, as then they worked as a team 

We were working hard like dogs, uying to îïil in a i i  the cracks ..J think it was 
because nurses basicaily ran the entire hospita1 ... m their own way, because there 
was not any of this resuucnuing. And if you were smart and a swvbor, and you 
knew bow to hang in there, p u  knew how to make the system work ... aad 
soniehow we aii managed to make the system work..we aii pitched m. And there 
was a lot more of this team nursing before. 

Whereas the more recently graduated nurses never even seem to have heard about ' t e a m n h g ' ,  

the o k  old-ciniers too deplore the loss of stabIe teams m the wake of mcreasing casmikation, 

which they beiieve facilitated cooperation arnoqst nurses. Anna discusses that, as work was 



reorganized m recent times, nurses' attitudes towards eachother became less caring: 'There is 

lack of support. When 1 started there was muchmore support, m c h  niore nurturiug going on. It 

came h m  the nurses themselves, h m  the leaders, h m  the managers, who taught you this is 

okay, this is not; this is where you go to. Now you are out on your own". 

Corinne below elabarates on the fragmentation of care arising h m  the current staffing 

pattern. She is a h  speculating as to the reasons why part-cime nurses working in more than one 

place, üke herself, are iucreasingly making up the majority of the work force: 

Because they figured that way you wouid not c d  in sick as muck..because as a 
fuii-time 1 would end up calling in sick a i l  the tirne ... because 12 patients 
man... stress ... and during stress your resistance is low, you get a cold. So 
restnicturing, I wish they would give us less patients, so ... we can give 100% of 
ourselves ... and you see nurses who Say, kcause that is my 5thday and 1 have had 
it!.. the morale just goes dom.. but then again, the nurses who work full-tirne 
they are exhausted, they are tired ... and 1 am gIad 1 am domg 8 hours (as opposed 
to 12). Sometimes 1 have to miss my breaks, just to rnake sure 1 am king on time 
to do everything. 

Esther too talks about how quality of patient care is afliected by the lack of continuity. On 

her medical unit the patients have chronic conditions and are mostly older. Remmbecing how 

work was organized m the past, she feels the nurses were a lot closer to their patients when there 

was 'primary care nursmg'. This term refen to a type of care deiivery m which one nurse is 

assigned to foUow through on a patient's propss  during the hospital stay, Knowing the patient 

dhe would plan hidher individualized care, ensuring consistency even when s/he is not on duty: 

We did [before restnictwhg] have priniaty nursing and that was good, because 
there is continuity m are. .. The feedback h m  the patients was always positive, 
because you know the patient d the patient kwws you You have a mutuai 
understanding of what you have to do h r  pur patient and the patient knows, 
expects certain thmgs h m  you But with ai l  that [gomg on now] there is no 
continuity at aii how it is set up. And of course, because of that, we are gomg to 
have a lot of complaints, because patients are not satisfied. 

In this unit, as was mentioned in the previous section, the nurses had been mvolved in 

restmcturiag decisions and staff haci remamed fairy stable. Esther relates that at this time som 



of the nurses are takmg the initiative to bring back the primary care system on their ward. They 

scheduled a staff meeting to taIk over the possibilities with their unit manager. 

Diane taiks about some of the consequences of 'bumpmg' chat had gone on during the 

Lay-offs. Bumpmg is practiced m unionized organizations. When positions are eliminated a more 

'senior' nurse cm displace another with less seniority anywhere in the institution, as long as s/he 

'qualifies' for the job. The diilaced nurse then can either take the lay-off or also 'bump' 

someone who is less senior than himherself. This process contmues down the line tiIl the least 

senior nurse has no choice but to leave, as there is no o t k r  place for himlher to 'bump into'. 

Diane had k e n  working in a specialized unit at the cinie when extensive lay-offs occurred. 

Nurses who came on staff from ocher floors needed to l e m  the complex new and 

technology required for their new jobs. To Save mney it was decided for the training to be 

carried out not by an educator, but by the nurses who worked there, "...it jus  got dumped onto 

the staff nurses, of course". 

Diane believes that ''partly it was patronage, fiiends training fiiends that deterrnined who 

go t in", no t their knowledge and skills. In severai cases, even though the unit staff recognized 

that s o m  of the new nurses Iacked the required cornpetencies, they felt under pressure to pass 

their trainees premturely: "And then, s o m  of the less conscientious staff persons were the ones 

who were too afraid to pipe up and say, what people were saying behind the coffee door ... So, 

those people got pushed throu&..and are not copmg ...%y can't even read a monitor strip! 

Extreniely dangerous". This situation she States, was further agqavated by the newconiers' own 

feelings of iusecurity and fears of job loss. They often Faied to ask for needed help or to admit 

mistakes they had made, as it could be consuued as iack of competence and cause for their 

dismissal. Diane e.qlaiw '7 have seen people workbg ahngside nie that can't cope. They were 

too afhid to speak up to Say, I can't do this and,. they were behg threatened that they lose their 

job ...the mistakes that were bemg made were just getting too big...and nobody was Listening ... a 

lot of people were ahid of steppmg on tocs.-" No bnger wanting CO be part of what went on she 

left this partidar unit to work elsewhere. 

Carol deplores the d e s  nurses have to play withm the system that increasmgly take them 

away h m  patient care. She feels that a 'bushess approach' was forceci upon nursing, as 



management was increasiugly designing their work. She continues: 

But we have somehow become more coterant of the battom h e  approaches in the 
business world, versus the health care system And we are no t so tolerant when it 
COITES out of the health care hdustry, because ... we see more a human part of 
people ... administration sees a person gettmg laid off not as a h m  king, but 
either as a commodity, or. ..as a fat, that needs to be cut, to baiance the budget, 

Danielle explah, nurses in management such as Lad nurses had at one point a lot of 

control not only over patients but aiso over other nurses and staffing -- even the doctors bowed 

The problem, 1 think is, nursing cornes fiom a background where peopIe saw 
nurses as bemg very controlling. 1 cenainly, when 1 lirst started, had some of those 
head nurses that were extremely coouohg ... and everything was the way they 
wanted it and even doctors were very O bliging. You know they told you when to 
jump and you did it and that was it. So, I think that is son of the problem where 1 
tbink it has been an evotving thing, and then I think we swing over to where it is 
üke son of the opposite. 

She too feels that nursing now lost controL Distant administrators without a nursing background, 

she thmks, are &g more md more of the decisions b t  are affecting nurses and thek work, as 

unit managers today have to be more concerned with the business aspect than the nursing aspect 

of their jobs. The hierarchical order still exists but has shifted from management with a 

background in nursing to a more generic administrative focus. As example she d e m i s  the 

security risks for patients and stdf that are now resuiting Erom an open visiting poiicy, about 

which the nurses were not consuited: 'We have peopk corne up L 1 to 1 1:30 PM ...y ou have aii 

sorts of people roaming around the hospital, and we have to think about patient safety, staff 

safety ... ït is [a poiicy developed by] people that have long goae home and are not around at this 

time and they cake offense with you, when you cornplah...". Karen, who works nights only, 

voices simüar concems. She recalls a situation w h  a patient's husband, hirnseif confbsed, had 

been seemhgly 'dumped' on the floor by his relatives. He kept wandering m and out of o h r  

patients' rooms m the midde of the night and 'k he ismg a h i n h c e  at this pomt", as having to 

check up on him was adcüug to the statrs workioad. 



Lmda talks about how the long term care unit she works on was physicaüy reshucnired. 

'We got aU new furniture m there, m our unit 1 sbuld say. And when you look at the furninire, 

there is no room what-so-ever, welt.. Nobody looked at the room sizes ..." she laughs. She goes 

on about how they are presently "chi-in&g another whote unit mto somethiag nobody seems to 

understand". Expensive new equipwnt is put ia, as for example a bathtub, which is useless due 

to the mobüity impainrrents of their patient population, h r  whom wheelchair showers are more 

practical She explains that in her settmg unit managers hold meetings with aii family members, 

to allow theni mput mto some of the physcid resuucturing: "...you know it is kind of irnpractical 

and that is the whole issue. On this unit they have famiy meetings with the stafT, to make 

decisions how to chaage ... Wre the coIours of the rooms ... and what they want in their rooms. .. 

and ... it does not matter what most of the nurses are saying, the farniiy are the ones mvited to 

corne and look at the rooms ... and so whatever they Say, goes", She d e s m i s  how som of the 

door ways are very narrow as furniture O bstnicts the path for stretchers and O ther needed 

equipment. 

Anna works in a critical care unit Even though she states that generaliy the nurses there 

have a h i e r  status tban regular floor nurses, they too feel excluded The critical decisions 

regarding the courses of uearment for patients and what equipment to purchse, she states, 

continue to be made jomtly by physicians and administrators, who are gomg over not only the 

nurses' heads, but also exert control over the patients and families: 

Nurses are not consulted regarding restnrcturing. We teach physicians at the 
bedside, we help run cardiac arrests, we heIp determine factors m patient care, 
these are criticaiiy ili patients, yet m work place issues we are ignored. We are 
told that we don't have aknowledge base, that d y ,  it does not matter what you 
Say, 1 [hospital administrator? Doctor?] am the efite, the elite p u p  ... 1 wïil make 
the decisions, whether you iike it or not, the door is always open...we wïil hire 
whoever we wan~Th i s  paternalistic attitude im niedicine is so dominant, and 
society at large are accepting it, I feel, &y are not wining to stand up. Those who 
do stand up are ostracized, are caIled %ad patients', 'bad farniles'. 

Anna feels that a patnarçhal regime of truth continues to operate m this setring, where 
. . admmistration's and medicine's knowIedge tnatters, whereas nurses' or patients' knowledge is 



discouated. She passionately declares that for the nurses and patients 

there is no voice left. How can you change things when the eiite male makes the 
d e s  for the elite male? There is a lot of cover-up gomg G a  I do not believe that 
there is a new way of thinking. There has k e n  no challenge to the system. 
Knowledge has been used as a weapon, people are not given credit for coming up 
with diierent ways of domg things. 1 ùimk the way the system is, it is going to 
stay, it is going to get worse, it is not gomg to get better ... I amnot king cynical, 
just redistic. 

Diane, who currently works m an emergency department, talks about some of the cut- 

backs imposed h m  the top in her setting, Recently she looked after a 16 year old teenager who 

iives on the street, and who had been experiencing abdominal pain. The patient herself stated that 

it probably was caused by hunger pains -- she had not eaten aii day and felt starved - but was 

also womed that it could be appendicitis or some other medical emergency. Tests showed severe 

dehydration as her only problem, due to M c i e n t  intake of food and water. An intravenous 

h e  was started and she was rehydrated by pumping fluids into her. Afterwards she was 

dischnrged in the middle of the nipht. However, she remained hungry. Due to cut-backs no food 

was available and the patient had no money to buy sorriething from a vending machme. Thus she 

was to be sent back -- to the Street -- with the 'hunger pains' that hxi brought her m, stiii present. 

Thereby, Diane beiieves that the treatrrient she received faiied to 'cure' her. When she 

compassionateIy shared some of her own food with her patient, she was criticized severely by 

sonu: of ber feilow nurses. They told her not to 'spi1 the patient', as "she wiii corne back for 

mre". 

Sheiiy, in the qwtaaon below, descnis  her perceptions of the techniques used by 

administration in the resmi~turing process: 

What they did to the M t h  care .... which was lay-offs, so you are losing ail your 
yomg ones, because the old guys are aii protected by their seniority and imions 
etc. and it is gohg to basically bring a b u t  more shortages and everything else. 
What is the point? It is almost like they take you down, degrade you, divide and 
conquer and then a h ,  oh, by the way, we do have more m n e y  and yeah, we can 
start puttmg it back mto the system and yeah, we can hire you all over again, and 



then they wonder why there is no Io yalty, or people are apathetic or cynical or just 
don't give care any more. .. you know, what do you expect, if you treat people like 
that: Humiliate you and then say, oh by the way, we thmk you are wonderful! Like 
even our own president and vice president were basicaiiy sayhg they couid hire 
someone h m  the kitçhen, who is a dish washer, to corne up and do nursing 
skills! That was the ultimate insuit! Which kuid of makes you think, is that reaiiy 
what their opinion is of us? 1s that their perception of what we do? It is just 
bedbaths, and pass bedpans? 1 mean that is archaic! 

Attempts at degradation, she beiieves, were dùected at t u r - g  nurses into obedient workers, 

through breaking them and destroyiug their self confidence. Derek, too, is convinced that the 

strategies of managemnt are calculated to create fear and dociiity amongst nurses amidst the 

generalized c h u t e  of insecurity: 

1 thought 1 wodd have maybe a little bit more stability. One of the reasons 1 
wanted to be a nurse was, that there would aiways be nurses, there would aiways 
be jobs, It is a pretty stable job, that is me. But when rrianagernent, k e  the other 
year, tel us we are not valuable, and we m y  be laying off, or we rnay get rid of 
you, that affects you too. Even though 1 know in my rnind that is not tnie! But it is 
a way of kneeüng people down and controliing. 

Jack fears the ultimate consequences not only for nurses but the population in general, as 

everyone gets used to the brave new world of diminishing services in the name of efficiency: 

"And it is a ... George Orwell, where ... people are just gomg to tolerate more and more of a lower 

quality and lower standard, not just in He style, but in heaith cm.  And.. as people are niore and 

more conditioned to that, then theù expectations wiii also be lowered and they won't remember 

how good it was...". Carol has similar fears. She too wams about possible consequences of 

tolerançe towards the present approach: 

Ifwe get used to that lomd of an attitude, we are as- for m u b i  ... we are a s h g  
... like to go to the private sector, for prïvatization. And that is more scary At  takes 
tbe onus for health care off the system and puts it back on the person ... But it also 
brings you back to wkre the guy had to seIl bis hm to pay for grandma's stay m 
the hospitaL..but then business does not function in a humanistic kind of way! It is 
a system, it is a mandate. 



Discussion 

Restnicturiug towards casualization of labour seems to have destabilized how nursbg 

work is organized. Before restrucniring a 'team' on a unit consisted of st& members who 

usually worked the same rotations. The team &cided which tasks to split, and when to work 

together. The advantage was flexibility in ho w to arrange the work and even staffing accordmg to 

the deniands at the local level A head nurse codd c d  m extra workers if it got busy. The 

diiadvantage was that work m sonie places becam organized purely mund tasks r a h r  rhan 

patients, such as one nurse deiivering di medications, another admiristering ail the treatments. 

This arrangement is often rekrred to as 'fumtional nwsing' and was a result of inappropriate and 

indiscriminate application of the concept, which led many nurse Ieaders to c d  for its 

abolishment. However, many places also had 'primary nursing', which mant that one nurse w u  

assigned tù follow throughon a patient's progress during the hospitai stay and was responsible 

for hi*r individualized patient care, Yet this format still alIowed the team to work together for 

seleçted chores, such as getting up patients who are physciaiiy mipaked. Pnm;iry nursing, despite 

its c o n p u c y  with nursing's vaiues as it is based on getting to know the patient as a whole 

person, dso feii by the wayside. 

With the introduction of more casuai and pan-time workers it becanie necessary to move 

away h m  t h e  fimm of nursmg whkh relied on stable stafikg pattern for people to 

milaborate. It takes t i m  to build good teams, whkh is also mentioned in a recent report on the 

status of nursing in Ontario (Picard, Sûûlb, p.A3). ï he  members need CO get to know each other 

tu work together effectively. With c;isualization team nursiug and primary nursmg gave way to 

the so-caiied 'total patient-care', manhg that each nurse is responsible for the care of a number 

of patients. Despite the fact that workloads are centrally caicuIated, the officiai ratio& provideci 

hr this mode of care delivery is to allow nurses to practice 'autonomusly'. Tbe number of 

patients per nurse vary, depending on how much of the nurse's 'th& will be diocated for the 

physical Gare (Gustafian, 2000). if the nurse works aione for a &y shift it couid mean one patient 

m an intensive care setting to six to eight on a 'reguiar' d i a l  or surgi& floor. During the 

0 t h  shifts the workioad is much @lm, e s p e d y  on ni@&. Autonomy seems ta be m w i y  

mterprered in this wntext as meanhg that one niuse is responsr'ble and accountabk for all of 



hismer ownpatients' care for the shift: 'total patient care for eight or twelve hours'. This f o m  of 

care delivery differs h m  before when nurses approached the work as a team, with usually a 

mort: senior nurse as the 'team leader' who could be consulted by other staff when they were 

unsure about something. Now the 'care map' is the guide to be followed. 

in some hospitals there is no more comrnon repon for aii nurses about al1 patients at the 

beginning of the shifi. This leads to fÙrther isolation, as nurses receive information only about 

the? own patients. A longstanding practice, repon is given to the whole team, either by a nurse 

h m  the previous shift m person, or through a taped account. This is the cime when nurses find 

out about d patients on the unit, their ilinesses, scheduled tests, previous events, their emtional 

status, famüies, anything that is relevant to theu care. It is also a tirne to communicate with the 

other team mmbers, to perhaps coordinate working together on some tasks that require team 

work, or simply to maintain social rapport. As it takes u s d y  about thirty to fourty minutes 

during which the team nvembers sit and listen, this time was seen as 'unproductive' by some 

hospital managers. Therefore a short one-to-one exchange between the nurse of the previous shift 

and the nurse of the oncoming shift only concemhg their own patients w u  put in its place. Yet, 

what goes on with other patients on the unit is no longer cornmon kaowledge. As a result, many 

nurses fear that they might do or Say something wrong and therefore refrain Erom attending to 

socneone else's patients; others are sbqly bumed out and no longer care. They see nursing now 

as 'just a job' and, focusmg on theu own tasks, ignore what goes on around them. The format 

makes it difficult to coordmate helping each other and is particularly hard on junior nurses. As 

discussed in the previous section, they are the ones most Likely to be emplo yed casuaiiy, often by 

centrai city-wide staffing agencies. Therefore they are d d a r  not only with the patients 

theniselves, but kquently also with rhe lay-out, charting and all 'routines' on the tloor. In 

addition, despite the attempts at routinization, due to the complexity of heaithcare, recent 

graduates need various degrees of guidance m previously unencountered situations for years to 

conre. Unable to bear the resuiting stress mauy leave nursmg altogether; sonre upon graduation 

never even ge t stacted. 

In som workplaces the term 'team nursing' was assigned a new mauhg. It now partners 

an RN with less qualified staff members, either RPNs, licensed / unlicensed nurse's aids or 



unregulated workers over the duration of the shift, an arrangenient that m some places is also 

refered to as 'modular nursing'. The role of the RN m this case is to provide bighly skilled 

treatments to a number of patients, as weU as coordinating and king responsible for aii the care 

provided by the 'team'. H e r h  role thereby becomes mostly one of 'rnanaging' other workers 

who do the hands-on nursmg. Even on a day shift the patients in this arrangement can number up 

to ten or twelve. The nurse dashes in and out of patients' rooms to perform the highly skilled 

tasks on the M Considering the heavy workloads, copmg with the assigmnt for that day is 

made possible only through foliowing the routine protocols. There is no t h  for getting to know 

patients to provide more individualized care. As a large number of employees m a 'pool' stdF the 

units, the next day the 'team' might be made up of dEerent individuals or assignments might be 

changed. 

Casualization seems to have several advantages tiom an administrative perspective. In 

addition to bemg less tired and more dependent on talchg the work when it is offered, as Corinne 

speculates, the hospical does not have to provide part-time nurses with hedth benefits, hence they 

have nc paid sick-tirne. Even when ili they ofien wiii not stay at home because they simply can 

not &ord it. Statistics show chat nurses who had paid sick time lost "a whopping 150 per cent 

more working tim than the Canadian average for ail full--he employees" (Fletcher, 2000a, 

p.20). This translates to approximritely 15 days per year m 1997 and these nurnbers only speak 

for the ones who took it, as ~fliifly others probably came to work sick. 

Lack of job security and threats ofjob loss created an amiosphere of fear, imposing 

dangerous silences and mciting deviant coUusion amongst the staff. An example is Diane's story 

when, ma  specialized unit, new staff were trained by nurses who themselves were not 

necessarily qualified to teach otbers. Even though the newcomers were I-prepared, they were 

prematurely thnist hto worEong independently, as aii mvolved, &aid for their own jobs, 

remained silent about the resuiting hadequacies m care &iiveryry It is a Furtkr indication of how 

nursing, even m highly speciaüzcd areas, continues to be perceived as a 'naturai abiiity' or, at the 

least, easily acquired m au apprenticeship mde by the people who make decisions. Practices 

resulting h m  thme longstanding discourses perpetuate exïstïng power smicnires_ 

Other examples show how sotneone far m v e d  h m  the scene imposed changes - 



perhaps well-mahg -- without considering the consequaces at the bedside. Nurses are not 

asked or mvolved as policies are formulated, such as the indiscriminate open visitmg hours. In 

other cases families are helping to choose room colours and furnitue arrangement, whereas 

nurses who have to work there are not consulted. It M e r  begs the question if the families' input 

is solicited to detract attention fiom the other deerimental aspects of resuucturiug, by ailowing 

them a Say in some of the more trivial issues. At the sanie tirne, if things go wrong, the blame can 

be put on famiiies, thereby absolving those who planned the changes. 

The exariiple of the hungry 'Street kid' in emergency shows how no rnoney is spared for 

'hi& tech' treatments Like intravenous fluids, yet the much cheaper basic necessities, such as 

food, are unobtriinable in the restnictured system. Medical problems üke dehydration are 'fixed' 

with intravenous therapy, while the underlyhg causes, such as lack of a meal, remah ignored. 

How could the individuais m administrative positions far remved tiom the bedside, who 

engmeered restnicturhg, even begm to understand the intricate complexities of healthcare 

encounters at the point of delivery? When Diane was chided by her colleagues for sharing her 

own food, it shows how some nurses continue to comply with the system rather than standing up 

for their patients' well-bemg, despite officiaily claiming to be patient advocates. They forget that 

their primary responsibility, as 'professionals', lies with patients. By abidmg to and even 

callously reinforcing the new d e s ,  they help putting them firmly mto place instead of advocating 

for change. It is an example of how power works through 'agonisms of strategies', 'colonizing' 

the docile bodies of the nurses whose subjectivities have been reshaped to serve the 

reorganization of the system How through their own self perceptions and relationships with 

others they participate in the processes of power wül be examined more closely m the next 

chapters. 

Nobody seems to dispute that sonie restnicturing was necessary. The problem, as the 

participants see it, lies m how it was doue. Some of the strategies used were perceived as 

degrading by nurses, paaiçularly when they further seemed to deniean the value of their work. 

Restnicturing produad instability and shake-ups. Ouce the pebbIe hit the water, the ripple effects 

were felt everywhere. It seems there was a whole slew of coiludmg circumstances, an 'ensemble 

of actions', by the various players b l v e d  that ensured that the new structures were complied 



with, regardless of their consequences. In this next section I will report on the nurses' ideas on 

how restructuring should be carried out. 

Participants' Ideas on Restnrcturing 

Participants' perspectives 

There is money somewhere, because there always seem to be money for 
elsewhere, or for research or anything else. 1 mean I know nursing takes the 
biggest chunk out of the budget. And so it shodd! But they always throw that 
back at us, like well, you know, nursing is the largest portion of the budget. Well, 
you know what? Nursing is the budget! No kidding! it is like who the heck do you 
think is taking care of dl these people? (Shelly) 

I would start from the low people, I wouId never go to rnauagement fist. 
Restructuring should have started with the nurses. They are the ones providing the 
hands-on care and they should have ... maybe with some guidance tiom the 
management, like have a say, what do you want first, what do you want to see 
happening?.. And try to get their approval as much as possible. Then every one 
would feel a little more satisfied. I am not saying whatever you say will be taken 
in, but, at Ieast if most part is taken in, you feel like you have been involved. 
(Linda) 

As we have seen so far throughout this chapter the participants are unanimous in their 

convictions that bedside nurses should be more involved m the restructuring process; they want 

to have input on where and how cut-backs are implemnted. Shelly's comment abve  suggests 

that nurses are the heart of the system; reducing their numbers comes at a high cost. She believes 

that most of the problems of restructuring stem 6com poor planning by people h m  the 

bureaucratic sector, who are unfamiliar with nursing's work, as is also suggested by L*m& above. 

The impact of their decisions affects not ody the nurses' work but aIso the quality of care they 

deliver. 

Shelly likes the idea of moving kdth care out of hspitals and back into the community: 

"It was the whole idea of moving out of acute care and into tly: co mrmmity... we& they cut all the 

acute care but they never put the community Services into place before the shifting ... and people 



are fabg through the gaps ... so you have aii that, the coordination and the bureaumats and it is 

like, it is not their world..". Carol seems to agree. She hlieves that, with adequate support from 

properly trained staff, quality of life should be improved by keeping people in their own homes 

as, "with the long t e m  f o w  of healthcare resmicturing gomg to the comrminity, 1 think h r e  are 

a lot of benefits to that. People always have done better m their own setting". She welcoms the 

r e d t h g  heightened awareness on the reality of health and h e s s  issues, which are part of life. 

Taking ihess out of the home in the iast few generatioos, she feels, has created distorted ideas 

about iIlness and deilth in people's minds. They tend to think that "you go to the hospital eirher to 

die or you are cured. And people don? see the different levels of heiiling or the different leveh of 

dying ... they have chosen to push that out of their lives and hide it awity in hospitals. So, bringmg 

it back into the comunity, 1 think, wiii raise some awareness.-.". Carol too sees the 

probkm lying not with the goals but with the inilplernentation of the changes: 

Ah, they jumped the gun fhm point A to point D and missed steps B and C in 
between. The community is not ready. ..either funding wise or level of people able 
to deal with some of the acute thmgs they wili be dealing with m the community. 
ïhere is not enough nurses out there trauied to do that ... there needs to be a lot 
more education of the public ...the f d e s  are left caring for them [patients], how 
it ages ago used to b. But you don't have these extended families my more that 
you c m  depend on. 

Sarah scates: '1 think there are lots of ways w t  could sit d o m  and brahstorm and see. .. not just 

impose ttiings h m  above...". Derek too bekves that 'hursing [shodd] be more mvolved in 

ninaing of the hospitais, versus a 'number mm' or otbers who are non-nursing making the 

policies and procedures- Why does it have to be a doctor ninning the ImspitaiT' Lmda, as 

expresseci m her comment at the beginning of this section, believes restnicturing shuId stan 

with suggestions h m t d o w  at the bedside, as due ro frrst hand knowledge, the nurses know 

k t .  She herseWhad helpecl develop bowel and bladder tminmg for long-terni geriatnc patients 

on hier unit. She States that initidy it is a labour intensive process on part of the nurses but, at the 

s- tÎm, this masure promas the patients* dignity and therefore k i r  well-king and 

decreases tk use of expensive supplies and laundry. Yet now, withresmi~turing priorities, this - 



m the long run -- cost-saving, quality oilife enhancmg project had been put on hold, as funhg 

for ir was withdrawn. 

Asked for suggestions on how resmcturing should be caried out aU of the nurses 

interviewed feel that the work load is the number one problem md should be decreased. This 

could be achieved, at least partly, by taking away h i r  non-nursing duties. Jack goes as far as to 

suggest that the nursing shonage could be dealt with by giving away non-nursmg tasks, thereby 

making workloads more manageable for nurses and better utilizing their knowledge: 

We probably can do a Iot more in nursing, with the staff that we have, without 
adding more staff, without hdicapping them, tying their hands behind their 
backs, with tripiication of aii the various documentations that they have to do in 
their everyday practicedme is just no the to do basic patient care, whether it is 
a backmb, time to do ueatments properly, or even listen to patients, tiad out what 
other current problems are happening. 

Some participants who are p a r t - t h  nurses thmk that gettmg at least more hours on one 

floor, ifnot fuil-time status, ;vould greatly bcrease the quaiity of patient-care by providmg 

greater consistency and continuity. They believe that the iniproved, more personaiized care 

wodd actually shonen the patients' stay a d  reduce readmissions. irene wodd Iike to see more 

flexi'biiity with scheduling: "... and we need rnore ways to aiiow better scheduling, such as 'tirne 

sharing', to prevent bumout which starts to show in decreased quality of patient care...". T i  

sharing refers to one full-time job held by two nurses, who amongst themselves work out their 

schedules, each effectively holding a half-time position. hother popular format, self scheduling, 

through which the nurses have mput into atrangmg their work tmies, wiii be discussed m the next 

chapter. Gomg back to primary care, with one nurse accountable for several patients m order to 

p m t e  consistency, is specif~caily mntioned by nurses who have worked with this type of care. 

Derek, who had done Yots of agency work m the pst", questions the widespread trend of 

hospitais usmg city-wi& float pools. In addition to decreased quaüty care due to imfarm?iarity 

with the setting, it seems to him also a fiscaIIy gnpntdent practice: "How can you Save mney by 

adding the middIe man? So, as a nurse 1 go to an agency, this agency sells nr: to a hospital How 

are you savhg money by paying sonreone in the midme?" Derek's suggestion m its phce is to 



'Ilire staff, educate them, treat them well..", it would Save money and improve overall the 

quality of work life and patient care, a suggestion also brought forward by Fietcher (2000a). 

Other wamhgs the participants sound are about the deemphasizmg and devaluhg of 

practicai experience. They believe there are not enough oppominities for bedside care for 

students during nursing school and that the orientation time for new staff is imufficient. Carol 

talks about restructuring educationai expenences to prepare nurses more adequately for the job. 

She believes that it was through her own diversitied practice that she acquired the most vduable 

knowledge. Like severai of the others, she thinks it impossible to leam much of practical nursing 

knowledge in the class rooa  Particularly she maintains: 

Problem solving and creative thmking are best learned in actuai situations ... You 
can study conmnulity heaith principles aii you want, you can study transculturai 
nursing perspectives aii you want... those are basic nursmg knowledge things, that 
you need to work in any city, any part of the country .... whn  1 moved fiom the 
small town where 1 had trained to an outpost settmg, when I w u  working with 
Fist Nations, that big cultural thing 1 had to l e m  ali over! ... and 1 leamed it 
without having a degree ...if you sire gomg to have degree trained nurses as the 
entry level to practice, you have to give [hem more bedside clinicd hours! 

Despite the proclaiu~d emphasis on the value of education Irene, who works part-time to 

take courses towards her degree, talks about her diiculties in this regard, with similar concems 

raised by several O thers: 

I have the feeling that the hospitai wants you to do things. But they don't want to 
know if you are stressed out. There should be more training for the new nurses 
that corne out [of school], not just throw them on the floor like that. 1 know some 
bospitals do have good training, not ours. They don't even give rry: time off to go 
to schooL..They are very cocky t e h g  you how they are education centred, and 
they want their nurses to upgrade ... yeah, it's aii talk! They want the best qualified 
nurses they can get, but they are not prepared to give them the tirœ to do it. 

Bruce suggests to reconsider the nursmg role and perhaps give up rmre tasks on stable 

patients to RPNs and other CO-workers, fitemg the nurses for more complex procedures and 

assessments and particuiarly counseiîing. The nurses' mput couid heIp ensure that the 'right' 

tasks are @en away. Derek proposes the anocation of fun& be l e s  directed towards txiildings 



and more towards human resources, particularly at the bedside: 'No building has ever saved a 

We...There are hospitals in London that have been open for hundreds of years and they are still 

open and they are s u  saving lives everyday ...", he argues. 

Jack also diicusses the issues of funding ailocation and waste: "1 find it lamentable that 

they are closing d o m  hospitals (nanies severai). Those institutions could be better saved and 

utilized for long-tetm care facilities ... instead of givhg hard earned dollars out of tax payers' 

pocket to private mdusay, to rebuild those buildings, when they are aiready bu&"* Jack muses 

about how "they [govemments] want to blame nurses... and blame the mal1 guy for a Iack of 

fiscd responsibility, when it is redy management, the corporate level and govemment 

ieveL ..ahth.. and their errors!" SheUy summarizes several issues, such as devaluation of nurses' 

work, and makes some suggestions for reorganizmg W m g  priorities and stafiïng: 

I think [better] staffing is a biggie. Nurses need to feel tbat what they are doing is 
worthwhile. There just does not seem to be any fundmg for nurses .... no money, 
and if we do have money it is only for a iist of things ... Research iç tirst and 
foremost, patient care is not! But 1 hear the doctors complaining too now that 
money is not going towards patient care but it will go to researcb. You c m  get al 
the money you want for research 

Amia offers her own mterpretation on restructuring's purpose: 'The intent of restructurnig was 

never to have checks and baiances in the system, it was only to m e r  oppress". 

D ' i o n  

Overall the nurses seem to agree that restrucniring of the system is necessary. They find 

many of its stated goals even desirable at fist ghce .  Yet HOW restructuring was implemented 

they fiel has led to disasmus outcornes. They see it as miposed on them and the pubiic by others 

'hm above', mstly without their input, and with no consideration for the human bemgs 

affécted by this process, they themselves and tben patients. One of the reasons restmcturhg 

sounded attractive to many, at least at nTst glance, seems to be the pmfessed goal of moving 

caring back into the community. However, they state that the promiseci funding shift h m  acute 

care to chronic we failed to be iinpleniented. There were not enough nurses worknig m the 



community to look after the sick and the responsbility for their care fell therefore on their 

untrained family mernbers. Even with f d e s ,  meaning mostly their women mrnbers, wilIing to 

look after patients at honie, thereby providing unpaid services and subsidizing the hedthcare 

system, today's highly tecbnicd interventions are not as easy to miplement as the basic care 

masures in the past. Sorneone needs to train the family care givers titst. 

Cutbacks have aIso affected the rranimg of new nurses within the highly saphisticated 

technical environment of hospital care. Most orientation programs for new staff were stiortened 

in content and time as a cost-cuttmg masure, as bey were viewed as non-essential 't'rilIsl. We 

have seen the dangerous ramifications of this practice in Diane's example, when the staff nurses 

in a speciaity deputmnt were expected to train their coiieagues to Save the educator position. 

Even in nursing schook clinical hours now are spent largely in non-stcute settings in the 

community. The advantage is that this arrangemnt expases students to mny other areas which 

perhaps are more conducive to autonornous nursing practice. However, iit prepares them poorly 

for acute hospital care, where still the majority of nurses are working, at least for a while. It is of 

course not possible for nursing çchools to graduate nurses who are able to funçtion in di areas. 

Yet they need to be adequately prepared before takhg on the responsbilities for their patients' 

weii-bemg and even Lives. They also need guidance m the first few years, the 'staff mix' needs to 

mciude some senior experienced nurses. The question is, should it be the mandate of the schooIs 

or the hiring institution to aain k m  hr areas they are going CO work in? As long as nursing is 

viewed as a hatural ability' or a 'string of tasks', easiiy accomplished by foliowing a protocol 

and nurses deliver 'just m tnne' care the training question will be swept under the carpet, 

Al1 participants wouId welcorne mcreasing support stafTto take over many of their menial 

non-nursing tasks, particularly paper work and m e r i n g  phones, which would leave them fitee 

CO engage their nursing SUIS more appropriately. It even solve s o n  problem of the 

curent nuskg shortage. Bruce's suggestion to 'downhad' responsiies for more stable 

patients seems practicd, as long as ttie nurses are Sivolved in deteminhg who counts as 'stable' 

and which tasks can be p e r f o d  by ochers safély- Yet the ctiaIlenge is to prevent the furtfier 

'friignientation' of patient care. With the hcus on the 'visible' tecimid tasks the les eady 

demnstrable 'counseiiiog' aspects may stiIl take a backat  hiterestingiy sirnilar suggestions are 



echoed in a recent report on recruimnt and retention presented co the goveniment by the 

professional bodies for Registered Nurses and Registered Nursing Assistants. This report a h  

asks for input of nurses, from the bedside to g o v e m n t  ministeries, un ail Ievels of public 

policy, its developnent, implernentation and evaluation (RNA0 & RPNAO, 2000). S S a r  

recorrinientations are made by Carey and Campbeli (1994), Cooney (1994), Cronin and Becherer 

(19993, Del Buono (1993) aad McGirr and Bakker (2000). It is encouraging to see rhat bedsi& 

nurses, left out of the official processes for so long, are specificdy included. 

As nursing coqrises the highest budget in healch care it is often blamed for di deficits, 

as Sheily suggests, The universril funding shift from human resources towards intenssed 

medical services and testing, such as Kuston (1996) and Prescott (1993) report, was diussed 

earlier in the section on managed care. [t also seems that whiIe lay-offs are happening to decrease 

expenses, in 0th ways funds are wasted, such as construction of new buildings, wMe old ones 

stay empty, and use of expensive agencies mstead of regular ernployees. Restnicturing, it seems, 

did not resuIt in any actual savings but d e s t s  the undewaiuing of human services in society, 

inçluding nursmg. 

S v  
la this fist level of iuialysis 1 try to capture the perceptions nurses hold a b u t  theü 

redesigned roles in the context of resuucturing. 'Sitting on the sidelines' and 'lack of voice' are 

major themes that enierge here and continue on rhrough the layers of data Nurses feel that 

restnicturing was imposeci on rhem 'hm above' by people who Iack understandmg of bedside 

care. T h m  is a general consensus that responsibity for organizatioa of nurses' work has stiifted 

h m  within nursing towards management. Fears are voiced that there is a 'tigtitening of controi' 

h m  a centralized position over their work performance and that decreasing quaiity of care is 

systemaacally becomiq 'normalized'. The participants reçognize that the bo ttomline is what 

coimts as the niechanisms of the 'market' are imeasingly i m p o s a i  on the system, whiie ringhg 

c d  beik remain ~answered, sieaifymg lack of qua& care and staff dissatisfaction with kir 

W O ~  To 'streamline' heaithcare, the major strategies used untii now were: reducing the nimiber 

of heaIthcare workers and casualization, & s W g  of jobs to be perfoniied by other workers for 



Iess pay, and closing of beds and hospitais. Nursing services, in particular, are IaklIed 'high 

budget items' that are d i in sed  with when cost-cutting is the priority. These measures resuk in 

higher workloads for the nurses remahhg in the system and earlier diiharges for patients. At 

the same nurses' work got publicly derided by some administrators. After the interviews 

were conducted, 1 reviewed the literature on 'managed care', as 1 looked for an explanatory 

framework for the data on reorganization of care. The participants' accounts pogited toward 

managerid science as underlying the restructuring of institutional practice. Therefore this 

discourse 'emerged' while I was trying to d e  sense of the data 

In keepmg with the neo-liberal agenda, there is an ongoing shüt of responsibility for the 

weii-king of the popuIations h m  the state and health disciplines towards the individuals 

themselves (Peterson & Lupton, 1996). The latter rire now expected to look cher themselves m 

the community much sooner than before, mostly with the unpaid and often unskilled help of their 

famùies and ûiends, as the promised funding shift to community care has not happened. Even in 

hospitais the help of familes becomes increasmgly a necessity, despite their lack of 

qualifications to recognize and manage iiiness manifestations, potentidy leading to dangernus 

situations. It is questionable if even the promised k a 1  savings materiaiized. For one t h  

widespread use of agencies adds to the enpenses. Secondly it is hard to determine to what extent 

prolonged ilinesses and readmissions, resulting from a lack of adequate nursing care and 

prernature discharges, are actuaiiy increasmg heaIthcare costs. Add to this the cost of mergers 

and narne changes for organizations, buildings that stay vacant when hospitais close, the trends 

towards mcreased reliance on testing and expensive technology and it becomes hard to imagine 

how overd savings could have resulted. 

Due to the changes the percentage of very sick patients in hospitds, at any given tmie, is 

much higher rhan ever before. Medical knowledge continues as the dominant discourse in tfie 

delivery of healthcare, pushmg for more expensive equipments for tests and treannents; nursing 

knowlege and nurses' conm'butions, on the other hand, remain porly understood, even by nurses 

themselves, and therefore underutilized. Caring work is increasingiy broken d o m  mto a series of 

tasks, which are perfonned by a casuai, flenie 'ski11 mix' of nurses and less skiiled / unskiiied 

workets. h this arrangement stable 'teams' have aii but diappeared Previous 'team work' of a 



group of nurses, often combined with priinary care, has given way to 'total patient care', meanhg 

a nurse is responsible and accountable to provide all the necessary care, for the dumtion of a 

shift. The results are fragmentation and lack of continuity h patient services and bum-out on part 

of the nurses stiü in the work force. Many have left the discipline altogether. increasingly RNs 

are expected to manage the l e s  skilied workers that carry out the hands-on tasks for patients and 

coordinate the patients' care. They thernselves now perfom only the rnost technicaiiy complex 

tasks on the nin with little time for patient contact, what DaMes (1995) dubs the 'polomint 

problem'. Sirnultaneously non-nursing duties, particularly paperwork, have increased, taking 

nurses away from the bedside even more. As texts in patients' charts (CampbeU, 1992) are 

increasingly used to audit c m ,  acnial nursing practice thereby gets pushed to the side hes. 

Tovey and Adams (1999) list mmy of the same Factors, such as iscreased paperwork, lack of job 

security and tight resources. in their studies of nurses' job satisfactions withm the British 

healthcare system, they d e m i  simiiar confiicts for nurses that r e d t  as resource constraints 

impact on their ability to provide quaiity care and force them to compromise. 

The biggest concern is the nurses' Iack of input mto restructuring processes; their 

expertise ternains unacknowledged, as changes are made, whkh are often impractical md 

sometimes absurd, leaving them increasingly disiliusioned and control over their work slipping 

away h m  them Resaucturing of the system has beconie a beast that feeds on itself, creating 

etiects which simultaneouly exacerbate the existing situations even further. There is a whole 

'ensemble of actions' (Foucault, 1982) that historicdy put nurses on the sidelines, and facilitated 

the recent events. Casualization has fùrther reinforced th& marginalization, as part-the workers 

feeI less attached to any particular place and even their patients, whom they hardly get to know. 

To nurse the system back to health, the challenge it seems will be to show that quality of c m  and 

efficiency are not necessarily antitheticai but really go togeiber. Before that is possible, a 

(re)vaiuing of human care ne& to happen. It mwt be un&rstood that caring is essential to 

improved quality of lik and cm even lead to decreased expenditures on iilness. The lack of 

nurses is b e g i n .  to be felt. There had ken ample w&gs abut the impwhg shortage h m  

nurJing's professional bodies, yet they were not heeded as those who made the decisions barelied 

oa 



For Foucault (1982; 1980) power is seen as 'strategic games' arnongst various players. It 

works through relationships, their 'agonisms and antagonians' of strategies, the players' actions 

upon the actions of others, actuai and po tenual Everyone is always m it - we c m  not not 

participate. Once this unavoidable involvement is understood, change is best brought about 'hm 

the inside', at the local level, where the effects are pIayed out. To better fathom the mechanisms 

of power, nurses' relationships, how they see their rotes, and how they mteract with the other 

players they encounter through their work are examined more closely m the next chapter. The 

second layer thereby uncovered should bring to Iight more clearly how nurses thernselves 

actively participate, knowingly and unlmowmgiy, wilbgly and unwillingly, m the relationships 

of power that shape the healthcare system. 



RELATIONSHIPS OF NURSES WITH OTHERS: 
STRATEGIC GAhiiES 

Introduction 

Frorn Foucault's (1982; 1980) perspective, power always works through relationships and 

everyone involved is an active player and 'dways already in it'. M relations are rooted in the 

'system of social networks' -- the field of possibilities in a given society -- always building on 

dready existing power mechanisrns, extendhg them and transfomimg them (L982, p.793). The 

'recalciuance of the wW and 'the Uiuansigence of tiedorn' on the part of di players renders 

power in this sense perpetuaiiy unstable. Power and resistance are inextricably linked and aspects 

of the same phenornenon; they exist as 'reciprocal incitations and stmggIes, a permanent 

provocation' (1982, p.790). Pciwer thecefore always comes at a cost, either nionetary or social. 

The changes chat occurred during resuucturing have been shaped through and simultaneously 

reshaped the relationships between the pIayers invoIved, as is shown in the previous chapter. To 

uncover the underlying dynamics of power / resistance 1 asked the nurses how they see and 

conduct themselves vis a vis the various _croups of people they encounter at the bedside. I hoped 

that insight into these relationships wiii shed iight on how the nurses themsehes participate in 

the social consmiction of their own roles. 

In the previous chapter 1 descnk how nurses deplore having less time with patients, due 

to the restnictured work organization. They maintain that patients corne first for them Yet the 

participants also relate instances when nurses tail to advocate for their patients, side with others 

in the system against hem, or even chide each other for king compassionate. Theic work is 

sometimes inappropriately delegated to families. Coiiegial relationships, aIthough often srüi 

steeped in oppressive practices towards others, are bepinnmg to be recognized as imponant. They 

regret that team work got lost to total patient care. They welcome better collaboration with other 

heaithcare workers of the team, yet feei that nursmg is often not valueci. There rire also 

complamts about the peopIe m administration and their ignorance of nursing work and Iack of 

respect for nurses. They perceive that business pmctices are mcreasingly used to nin the system 

through centralized decision niakmg. 



To better understand what is happening and how it c m  be changed it seems therefore 

important to explore more closely these various relationships. As the second layer is p d e d  away 

the 'dividing practices' , the 'systems of differentiation' (Foucault, 1982) between the nurses and 

others, come to iïght more clearly. 1 wili start with the nurses' alliances central to nursing -- those 

with their patients and the patients' families. 

Relationships with patients and families 

Participants' perspectives 

It is very hstrating for them [fatnïiïês], because they don't understand..they have 
farnily members, I mean they wmt you tti attend to their farnily member tirst. And 
1 can't ... and 1 wish that they çould understand that, you know what, thiit is what is 
happening. 1 have just too many patients. No point going to teU them that we have 
too many patients and your father or rnother is not important. No, they wouid not 
want to hear that, Consider their frustrations, just waïting. (Corinne) 

i tind people much angrier no w because they have heard so mriny homr stories 
about heaith care. They have taiked to fnends about their experiences ... so they 
corne in and they are instantly an W... probably because they are scared. And that, 
in my mind, is too bad. Everybody is so busy, it is hard to deal with it adequately. 
A lot of the services that were there, are not there any more. Physio-therapists 
don? see them as routinely as they should, we don't use certain medications 
because they are too expensive. The place is d i i ,  because the cleaning staff is on 
lunch hour. I think the biggest problem is the anger and the fiight. (Derek) 

At the centre of nursing's work, its reason for being, lies the relationship between the 

carer and the cared for. in this section 1 am concentrathg on how the participants are positioned / 

position themselves, knowitlgly / unknowmgiy, m relation to the ones they serve. 1 also explore 

further how the resuucturing processes impacted on these relationships. AU the participants state 

they greatly vaiue their relationships with pauents and families. ln tum, recognition and 

appreciation of nursing as a valuable service is rated as highiy important by them. They 

repeatedly taik about how the decreasïng quaiity of patient c m ,  rnainly due to dtiple  demands 

on their t h ,  leads to decreasing job silnsfaçtion, h the last chapter ringhg caii beiis symbolized 



deterioration of quality of care. 

Yet, despite rnany stated difkulties, ai l  participants report that relationships with patients 

and farnüies are generally good. They also beiieve that they could be better. Their number one 

coqlaint -- familia by now -- is: "Not enough time to be with them". Cornine works on a busy 

tloor. She States ernphaticaiiy: "1 think she [nurse] should have more the with the patient. 1 

thought that is what I wouid have going into nursmg, 1 would have tirne with the patients. You 

don't! 1 need a lot more time". She, k e  the others, seems very sensitive about criticism of her 

care and expresses frustrations over unsatisfactory relationships with patients and familes: 

"....and their [families'] attitude towards you ... Sometirnes it comes to the point where, you know 

what'? Not that 1 don't care, but what cm 1 do"? Keiiy, m order to counteract what she feels is 

undeserved cnticism, tries CO actively intom patients and families about the politicai 

implications of testructuring, 'hot to put fear into them, but .JO be more understanding ... 

Because they have to see it fist hand and understand it instead of k ing  angry at us". i\s king 

abIe to heIp seem to provide their greatest source of occupationai and personal satisfaction, 

caring often goes beyond the c d  of duty. For exampie some of the participants teli stories of 

regularly visiting former patients who nansferred to different depamnents, as 1 had done in the 

past many times myself. Then there is Diane's example of sharing her own med brought h m  

home with the 16 year old who is iiving on the streets, which is discussed in the previous chapter. 

Yet, on the other hand, we have seen that there are coiieagues who disapprove of king 

It cornes as no surprise that the nurses feel that the busier the unit, the Iower the quality of 

the nurse-patient and nurse-family interactions. Sonya was hired after her last piacernent in an 

unit where the staffmg is relatively good. She reports that she is quite content w o r h g  there. It 

seems that Families md patients appreciate the c m  they receive: 

The families were very understanding, actuaily- They understand that thttre is 
restrucnrring, they understand that nurses are under a lot of stress, and,..that there 
is ... a Iot of changes gomg on. In general they were not expechg extras, but they 
were expecting adequate care, good care. They were not compIaining. 1 thmk... 
most f a d e s  and the public reaily respect the nurses and what they do. &y say 
how they reaiiy appreciated our help and what we do. They know how much work 



we do, because families have said that to me. 

Most others are not as positive, Bnice works in a unit that is quite short staiKed. He 

contempiates the dificdties that are affectmg the expectations regarding the nurse-cht 

relationships. He feus that understanding and patience on part of clients have their de%ite 

limits: 

Weil there is a paradox here. 1 know the nurses' relationships with the clients and 
their families is intense. 1 hten to nurses talk so much about the relationships. 1 
think nursing is stdi highly regarded. But, at the same tirne, 1 do fear that people's 
experiences of patient care are sometimes not very good ... and it is due to the 
nurses experiencing shortages. ..But, this excuse of, 'weii, we are short tonight', 
wears thin afier about the third time. Initiaiiy, if they sense they are busy, people 
understand that .... but now, it becomes too muck So there is mother pmdox here: 
admiration for the profession, yet fiutration with the care. 

Kathy anHnatedIy dates  how stressed patients and families are and the severe demands that are 

thereby put on the nurses themsehes: 

Before 1 used to come across so many positive people, there were not as many 
cornplaints back then, whereas now, everybody cornplains, right when they come 
through the door. ..everybody, patients, families, 1 don't fuid it is the patients, it is 
the fdy.,.you know their rights, everybody is Mying rights, my rights ... and you 
just have to bend over backwards to accommodate them When someone is sick 
they want something ri,& now! Now, now, now! Sometimes these people, these 
f a d e s  are reaiiy agressive! Assertive. aggressive! Oh 1 know, because 1 think if 
I had a family member in the hospital, 1 would be there aii the time too. But, on 
rhe other han4 1 know how nurses feel too. 

Derek, who aIso works in an mstinition where severe cut-backs of staffîng and O ther 

necessities have k e n  irnplemented, reports frequent unpieasam mcidents which he believes to be 

the redts  of fear and misuust on the side of paaents. When asked if patients vent their anger on 

the nurses, he responds: "Always, always ... because we are the people they deal with and it is 

oniy naturai. I work 12 hour shifts and am the person for 12 hours spendmg tmy: with the 

patients". He too k e b  that in generaI nurses are respected by the public. But this respect is not a 

given, it has to be eamed ntst, which he fmds is not always easy under the cirçumstances. 



However, when needed and received, Derek feels that nursnig care becomes visible and is 

appreciated but also eqected: 

1 think yeah, once they have had some dealings ... I don't think the public realiy 
knows what nursing does. Once they realizc the scope of our pmctice and what we 
are capable of doiug, and what we actudy do ... everyday ... b t  changes. 1 think 
most people corne in mm, are reaily scared ... frigtitened, and by the cime they 
leave it is somewhat kt t t r .  They are probably somewhat satisfied, because, as 1 
said, the place is stiü dirty, stil not enough staff. But 1 tliuik tbeir perceptioa of 
nursing is mayk a iittIe becter. 

in the midsr of daiiy t umi l ,  feeling overwhelmed, S m t h a  tries to draw suength by 

focusiag on those relationships with patieots that are good: 

Even though 1 feel fnisuated a lot, 1 don't show it to them [patients], like 1 stili 
keep it m...I know 1 do make a dxerence with my patients. Even the fiunilies do 
appreciate m. ttiey always compliment me... I have gotten a lot of gifts h m  
frunilies after patients have died ... L really do it [show my emotions] when 1 leave 
the room, or mrriietimes when 1 am redy an-gy 1 j u s  go to the bathroom and 1 
just ... cahdown for a bit. Not that 1 am mzid at them. 1 mjust fhmted ... 1 have 
just [too =y1 people spaking and asking me ac one tirne, 1 have iike 5 patients 
a s k g  me different thmgs, 1 have hedth care aids asbg m.,, if I am faciiiratmg 1 
have emergency cailing me every second..there is just so much stuff at once. 

Esther seems more laid back: 'For me personalty, 1 have hardly had any problems as a result of 

this. Ah, most of the time ifthere is conflict. let it go". Carol too bris leamed in her long career 

that not ail relntionships c m  be good ones. "1 think it depends on the individual. 1 have had good 

and bad experiences with patients and then fûmilies. I have a lot of good ones that are 

memorable ..." She too focuses on those good m m r i e s  to sustani her. She taiks excitedly abut 

how her brotkr, who lives m a dierent province, recently met a busmess cIienc from an area 

close to Toronto. "It turned out h t  1 had taken care of his son on home cruet. So, there is 

someone across the country who has met a famïiy merilber of who was happy with the way 

thines went and remembered me as a nurse.,.and thar is dways a pat on the W', an example of 

ttie importance of recognition by those they iabour for, even for the seamneci nurseUTSe She a h  

taIks about 'letting go' when chere are disapernents, as she has learned it is impossible to get 



dong with every one equally weU, no matter how hard you try- She believes that it is most of the 

tirnes not because a nurse is perceived as incornpetent but triore due to a persanal confiict, hence 

not necessady a refiection of the nurse's ability to provide good c m :  

1 think the majority of my experiences have k e n  positive. There have k e n  the 
odd ones that were very negative in the sense that.., youjust did not click! click as 
a relationship. Just something happeneci and you did not click with the f d y  
member. or with the patient, and you just did basicaiiy what you had to do, and let 
it go. I do not think that it has anything to do with nunine itself. 1 think that it has 
to do with the person w h  is the nurse. 1 mean.. . we are ail human beings first and 
then we are nurses, And if you don't remember that then you are m trouble. 

Danieue seerns to a p e .  She looks at ways how nurses c m  help each ottier m these 

situations. If there is a dficulty in the reIationship between a nurse and a patient, she feeIs that a 

c h g e  m assignment is afien heIpful, in order to separate the parties. With mutuai support and a 

coUaborative approach amongst collerigues she believes this type of dficuIty can be overcome: 

So, we are just aying to heip each other out, pick up where someone else hrid 
interacted well and uy to get somebody to help them vent their feehgs ... So, 1 
auess char is s o n t h h g  rhat is Leamed rhrough the hard way. Mer years of these 
b 

problems we s t m  now to realize, maybe we don't bave to cope with it di by 
ourseIves and maybe we should Say something and kt someone eise corne and 
cake the heat off. 

Sarah brings up another factor in the nurse - patient communication, namely that the 

patients who cornpiam a Iot usuaiiy get better matment, even though it might be rendered 

d g i n g l y  : - 
Su. in some p a r t i d u  cases there are just peopIe who make more demands, it is 
almost üke who squeaks the most gets taken care of.-.. and then you have nurses 
on the unit wbere you feel there is just not thac caring, that understandkg. Yeah, 
the squeaky wheel gets too much, yet they don't get the carin g... they might get the 
srniie on the face, but it is not a sincere sniile. 

Sarah fÙrther points out that not ail her coileagues are dedicated to the sairie extent. Even though 

they coq la in  about not having enough t i m  for k i r  patients, the same people may sit on the 



desk and talk with each other on occasions when they are no t busy. Sarah interpretes their 

behaviours as a sign of their "emotional immaturity". 

Discussion 

The participants feel they deserve to be appreciated for what they do for patients, hence 

expect and value positive feedback. Good communication with patients, to be able to help then 

are probably the most important factors that lead CO job satisfaction for nurses. It seems that 

people are giving iittle thought to nursing until they need the service. This speaks of the reIative 

'invisbility' of nursing in our society, where the spotlight is on 'curuig' and hi& tech 

diagnostics and treatments. Then there is the reluctance for most people to concern themselves 

with suffering and death, processes which IqeIy cake place behind the doors of institutions. Yet, 

once received and recognized, nursing services seem to be generdiy valued by the recipients, but 

also expected. While the increased work loads Ieave less time for caring and cultivation of the 

relntionships, the patients and their famiües stdi feel entit1ed to the best care and individualized 

attention. metcher (2ûûûa, p.20) claims that "consumers consistently rate nurses as theù most 

trusted source of hedth care information and the most m t e d  heaith care professionals, m public 

opinion surveys. Yet there doesn't seem to be pubk wüi to demand quick resolution of 

issues...". To educate the public about nursing, as some participants suggest. is probably the best 

suategy in the long nui. 

Due to the importance these re1ationship.s hotd for them, most nurses continue to go out 

of their way to live up to their own hi@ expectations of themselves. Through ernpathy and 

compassion situations of fadies who are womed and demandhg still get mediated and 

accommodated nmst of the tirne. Nurses thereby Facilitate their own exploitation by others withm 

the system as they try to suetch M e r  on cost of thriir weil-bemg. It is their wish, as well as 

their felt duty, to provide good care to paaents, but aIso their Achilles heeL Fletcher (2ûûûa, 

p.20) points out that their dedication ofien Ieads nurses to neglect themsdves ami everything 

else, as they go out of their way to e m  paaents are weii cared for. She cites Judith Shamian, 

Health Canada executive director of nurSmg poiicy, who States that "nurses can be their own 

worst euemies", as they do anvthinp necessary, such as workmg extra shifts or comnig on duty 



whennot feeluig weU. This is what keeps the systemgoing despite ail the cut-backs - yet it 

cornes at the cost of nurses' heaith, as their high sick cimes suggest. 

Participants discuss the occasional clash of personaiities between nurses and their 

patients. Whiie the new nurses take criticism very hard, more senior nurses seem to have learned 

not to interpret occasional difficulties as personai. One expenenced participant suggests 

reassiping nurses and patients when there is an incompatiiility. This 'matching' of personalities 

points once again, to the importance of working together. It aiso shows an emerging recognition 

of nurses' own h d t y  versus the depersonalized image of the 'nurse is a nurse is a nurse' that 

has Iung prevailed, especidy within nursing's own circles. Even today nursing textbooks stiIl 

read that 'in such and such case the nurse wüi...' bplying that d nurses are the same. This 

reifrcation creates unredistic expectations. Nurses, like patients, are individuais whereas in the 

heaith care system they are treiited ris 'stylized' nurses caring for 'stylized' patients, accordiig to 

Foucault a 'totalizing practice'. 

Some patients are seen as rnanipulative in achieving what they want and by complaining 

might get ktter care than others. They and their familes are positiomd m the 'restrucmd' 

hralthcm system as 'consumers' responsible for their own heaith (Peterson & Lupton, 1996). It 

is therefore not surprishg that their self-styiing includes assenive consurrierism and advocacy for 

diemselves. For nurses CO give in to their demands is probably the easiest way out. It is also a 

mechanisrn to reinforce the status quo, as it helps to d e  the system work. The patients who 

have the loudest voice to cornplah, perhaps rightfuity so, direct their demands CO the nurse as the 

'imrnediate enerny'. Yet the 'chief enemies' (Foucault, 1982), who ofien are found higher up m 

the system, never hear about it. However, sometimes patients might also be complaiaing because 

the nuse redy is uncaring, as is also observed by Sarah. Even though the nurse-patient 

relationship remains important to the participants, not aii opportunities to provide patients with 

the best possible care are aiways grasped by aii nurses, At tinies their o m  needs seem CO override 

their comminnents to patients as they do not, or perhaps can not, gïve LOO8 of thmselves to 

their work. As the nurse-patient relationship is mtricaiiy iinked to how nurses conceptualize 

themselves and their practice it wiii f i r  be examïned later. 

The insnnitional culture seemmgly promotes autonomy and seifreliance, yet expressed m 



specific narrow ways, such as the 'total patient m e '  concept, whereas a team approach t o w d  

patients is often better, as personalhies can be mtched that way. Indisabinate cut-backs on 

st&g without regard for nurses as h m  bemgs are taking their toii. That many nurses are 

aetthg diillusioned is perhaps not re&y surprisbg, especially when public respect is not always " 

received. With no cime for breaks and no pIace but the bathroom ta have a moment of pnvacy 

inbetwetn, nurses feel they are 'dobg good, but teehg bad' (Acker, 1999a;b). Fietcher (2000q 

p.20) reports "a keen sense among nurses that they've k e n  taken for grrtnted for drcades". In 

addition not every nurse is caring or ever will k. They are real womea and men. not saints, ruid 

therefore have to be disUnguished from the 'ideai nurse' ris a figrnent of wishful imEiimEi@mion, The 

nursepatient relationship re& the hem and sou1 of nursing, However it shows s ips  of k ing  

stretched thin and cracking in p1ace.s. Ways need to be found to malce this relationship work 

betrer -- more eRective for patients -- that siniultaneously preserve and promote the nurses' own 

weli-king and job satisfaction. Relationships of nurses with other nurses, which hold the 

potentid for mutuai support and 'strength m numkrs', are discussed ntxt. 

Relationships among Nurses 

Participants' perspectives 

It does not matter how much work you have to do, that is no t the pro b1em.I think 
it's accountability, like people are just not accountable, not responsibk! It's just, 
there is so mch of this 'sloughing off business' ... iïke corn and help me, 1 don? 
wruit to do this or they don' t do that-..com and d e  over ! Somebody dways has 
to take over. (Kelly) 

The support of nurses by nurses has grown. The Iast two years have k e n  a red 
eye opener for nursmg. They hund that this [support] d e  was not comnig h m  
the institution, it was not conmie h m  the managers, so it has to corn from 
w i t h h  So it is h m  colleaps at the same IeveL (Anna) 

The above quotations pomt to the sipiiicsmce of coilegid reIatiooships to the quaiity of 

the nurses' work lives. In the previous chapter we see chat coilegdity and teamwork, as wen as 

mentorships of new nurses, is made very diicutt due to the reorganization of the institutions. 



Stabie tearns have aii  but disappeared, as most nurses work casud, providing 'tord' patient care 

for one shift at a tirne. Samh d e s m i s  how it is dEcult to comrnunicate when nerves are aiready 

Frayed m an annosphere of stress: "1 thmk in terms of how they [nurses] tak to each other 

sometimes ... 1 know that one or two on the unit, you Say something the wrong way, you jus  have 

a big backlash..You did not wan it that way, but sometimes it cornes out the wmng way, 

because you are so fnistrated". Assi-ments that are perceived to be inequitable, are often the 

trigger of problems. When two new beds were added on Sarah's unit, "it resulted in friction 

amone st aff... who would take one extra patient". Add to the resulting increase in work stress the 

historical hierarchies and divisions within nursing, and it couid be expected that work 

relationships are at an aii-time low. Kelly's quotation above seems to con%m this assumption. 

However, Anna's comment conveys that restrucniring was, at least for some, an eye opener a h u t  

the importance of mutud supportiveness. 

Who you are working with is nted as important by ail the participants. Kathy States: 

''Beiug p u p e d  with three other people 1 don't enjoy working wi th... 1 wouid be miserable". 

l e d e r  seerns to r ipe :  "Sometimes you get put with sorneone and it's just ..A's like opposite 

poles of a mgnet. It just does not go, no matter how you try, it just does not go...". JennLfer, due 

to her position in a 'stable' working relritionship, appreciates her present CO-worker: '4 gec dong 

very well with my [working] parmer, th& God. 1 think the two of us keep each other poing, 

k a u s e  we are like aii we have", once more pomting out the importance of good working 

relationships. 

Traditionaüy nurses are known to kat their young' as is repeatedly mentioned by several 

participants. Esther d e s  the foUowing observations about the Iack of welcome extended to 

newcomrs in general: "Because 1 fmd that if there is si new nurse, that nurse is not just going to 

pick it up. She will say that floor is too heavy. Even if they [nurses] see it, they often do not do 

anything about it". Ronnie feels that there are ümï~, despite best intentions, how m y  new stafï 

a unit can rake on at a a. As îYeshly hired emptoyees are unable to carry a full load for a wMe 

and need extra heIp, there is more pressure on the estabiished nurses, she explains: 

1 am findi that 1 get dong weil with my coiieagues, on the whole, yes. On the 
whole they work weii together. Except, just recently they hired a lot of new staff, 



we hired nine new staff. And some of them have no experience m emergency, so 
that d e s  it difficult. Especiaiiy when you are short staffed. You have oniy two 
senior staff worknig with two b m d  new ones, that reaiiy, reaiiy makes it diflïcult 
in the department, And, 1 think this is a bad time to happen too, when ail this new 
striffcame in the summer. Some of the staff are on vacation, so that is a bad time. 

With her student experience just b e h d  her, Sonya beiieves that she sensed "a stress, a 

resentment kind of. .. to students" in many settings. However, at the l u t  hospital where she got 

hired and where the staff-patient ratio is fairly good and support services seem adequate, she 

%ds that things are better, Wing workload stress and coiiegiality: 

... everybody was pretty much equal, exccept for experiences. The preceptors wouid 
teach but they wouid respect us. They would teach us, but not look down on us. 
But at other institutions it was different. They were ... resentful of us king there, 
and it was just too much work, extra work ... especiaiiy at hospitals where they 
have 7 or 8 patients or more and they have to do everything ... and then plus they 
have to take on a student. And chat reaiiy slows them down, But at i t s  hospital it 
is very dierent, because we only have 3 or 4 patients. And there is a Iot of other 
workers there too that do the clerining, do everything. 

Anna, herseif an experienced nuse, also ackno wledges the lack of support for new members of 

the profession: '4 feel sony for the youqer girls that are coming in right now, there is no 

nurturing. You are just thrown ... do what you do and deal with it. That is why nobody wants to 

join and those who are joining are leaving so fast now ...". She too beiieves that there was m r e  

guidance before. An urgent need for rnentorship is aIso identified by Harrison and Reid (2001) 

who, themselves ment  pduates, experience iittle support fiom their CO lleagues. 

Samantha. a new nurse who works in a 'team' with unreguliited workers who are doing 

the han&-on c m ,  dicusses her relationships with her coiieagues on the floor: ''ActuaIiy I get 

aione weil with others, I never have gotten mto arguments or fights with anybdy ... there is 

nobody there that 1 redy don't üke...". However, she funher relates that, ahid to be a b o k r  

during busy tirxles, she is often reluctant to ask for information or heIp. She adrnits her timidness 

leaves her struggling to h d  out what she needs to know on her own: "But the RNs, even though 

chey are busy, when 1 do ask them for help, they always stop and help me ... It is more me, I am 



feeling üke a bother ... like 1 sometimes don? ask...if it is something of an emergency, when a 

patient's health is at risk then 1 wiil ask... but Wre something that can wait, 1 don't want to bother 

thea..". 

Not only are new nurses le5 struggling because of their own reluctance to seek help, they 

are tiequently also ignored, rejected or domineered by k i r  colleagues. In one of Diane's 

previous work places, a group of new ly hired nurses questioned some of the non-nursing tasks 

they had to perform They felt them to be denseaning to nurses and sought to improve everyone's 

working conditions by refushg to carry them out. Yet the 'old' nurses resisted their efforts: 

... bccause there is a big intlux of new nurses, they are king judged as not good 
nurses. It does not mm they rire not good nurses, but because they are going: 
'you know what, forget that, [ am not deanhg up. Sony, but my job as a nurse is 
not to sit here and puli laundry out in a laundry basket and cany it down the 
hail...'. Now, God knows, 1 have done that, because 1 can't stand looking at it- My 
job is not to clean up garbage and we have people estabiished who do th t .  1 am 
not going to say that, if the garbqe is f a k g  out of bins on the floor, 1 am not 
gomg to clean up. But they are not paying me. ..to do sornebdy else's job that is 
not doing it properly. But the new girIs that are saying, that is not my job, when 
they have every right to do that - a little pat on the shoulder for them -- now al1 of 
a sudden they are just temile nurses, they are not domg their job properIy. 

Diane recognizes these practices as a f o m  of abuse: 'We are harder on ourselves than mybody 

else. 1 have seen people leave because they have had so many nasty thhgs happen to them". 

Hilda, an experienced nurse, dm telis a story of not king welcomed m a new unit- She 

recounts how she had lost her own position and was forced to bump mother nurse out of hers. 

Her coiieagues m the new department refused to help her during ber orientation. At first she 

thought it m - t  have k e n  out of solidarïty to theii dispiaced wiieague that the nurses gave her 

tbÊ cold shouider. The major r e m n  however, as Hilcia eventuaiiy found out, was rhat a physician 

there had objected to her predecessor's lay-off. One of the nurses eventuaüy told her that, out of 

loyalty to him, they refused to accept ber* W~th di this anger directed against her, she was unable 

to bew the resulMg stress. She quickly jimiped at an upcomhg opporninity and applied 

successfully in another departnieut. 

Iennifer t a s  about similar diculties she and her current CO-worker had experienced, 



when they first started in the deparmient. nie senior nurses there felt entitled to 'puü rank' on the 

two new ones, seemhgiy to assen theu pnvileged positions. They ordered them, "to do the work 

while they relaxed on the desk". Yet they refused to s h m  their knowledge with the new-corners 

and gleefuiiy watched hem founder. Jenuifer interpretes her experience of hostile reception as 

specfi  to women: 

But this is the kind of thing tliey sriy nurses pet on rach others' cases ... The nice 
thing would be if there was no pettiness, of this holding back ... 1 wdi not teU 
others this, it is rny own little, persond pool of knowledge ... because so and so wiii 
sted the glory or whatever ... like sometimes the pettiness interteres from one shift 
to the other, or one person CO another, so that is where you get into the business of 
di the backbiting amongst nurses. It is not because nurses back bite, it is because 
you have a whole bunch of fendes working together ruid there is a person'dity 
thing. 

She concludes that she favours the idea of more men in nursing to improve the c h t e .  

Sonya too attributes some nurses' unsupportive behaviours towards each other to ri 

commonly held negative stereotype of 'fedeness'; yet she also has some ideas on how to 

promote mutual supportiveness: 

1 would iike to see nurses in generai, that the nursing profession would be more 
together and nurses would not be against eachother. .. Do you think it is because 
they are mostly fernales? (My question to her: Do you'?) Oh, sometimes 1 think 
so ... Femaies just t& a lot..$r,t calk a littie too much.. one thing 1 don't like 
about nursing is thrit ... dunig break they aiways say things and aiways negative 
things about each other. i think if everytiody was a iittle more positive and spo ke 
about positive things, nursing wouid be more positive. 1 think there should be a 
rule that for every bad thmg that you say, you have to say something good about 
what she di& 1 thmk thitt would help to stay positive. Or even just trying to h d  
something good at the institution. 

Kathy beiiews the poor relationships exist because there is not enough guidance and evduations 

by superiors now: "...you are bemg critique4 positiveIy and negatively aad 1 thmk that is go04 

we don? get enough of that now". 

New nurses everywhere seem to encounter probIems with bebg accepted Baccalamate 

prepared new graduates, however, are rated overwheimmgiy as the 'worst prepared' by the 



experienced nurses. Sonya and Corinne, both university educated. are convinced that having gone 

through a degree progam, was a major reason for lack of support &orn other nurses. Sonya had 

experienced that nurses in aauy settings refused to be helpful to students, particularly those in a 

University program: They  are more like ... you are the student, you should know what you are 

doing ... So, 1 let you do it. You do it!". Corinne taiks about how, in self protection, she leamed to 

hide her educational credentials from O thers: 

1 never mention it to them that 1 am a degree _md. That is the best. So 1 c m  ask a 
million of questions and not teel like a fool ... Yes 1 have had nurses tell me to my 
face, that university graduate nurses ... c m  not do good bedside nursing ... and you 
are an RN and you are fiom a degree program and you don? know that?!! 1 guess 
they felt threatened that by the year 2000 you have to have a degree [now 20051. 

00th feel good about their education. Corinne, in turn, counters with how some of the diploma 

nurses perceive their roles as performance of tasks. "But &O what happens is, the older nurses 

are tinding it very hard to adapt ro changes. ïhere are a lot of issues...". She sees their hquently 

n m w  focus on skills as iimiting and beiieves chat the nursing profession wiU be able to d e  

better conm%utions tu health care with the much broader knowkdge base acquired through an 

university education: 

The three men in the study state that they set dong weii with their fernale coiieagues, 

even though they see them as lacking mvolvement in workplace issues. They recognize that they 

t h e ~ l v e s  are generaiiy advantaged over the women, many of whom are the main care givers in 

their families. Often they are ais0 the main breadwinners; some of them are single mothers. 

Bruce explains: 

Women are stilI the primary numirer, care givers, the glue that keeps the famïiy 
dynmic together ... when they are trying to juggle a professional job, such as 
nursing, &y don? dways have the time to be going to these inservices (equated 
with contmuing education).-,what happens over a course of tirne, they grt into 
their rut, their niche and they don? know anythmg else ... 1 p s s  they lack not self 
esteem, but self reliançe. 

Jack is convinced that more cohesion between nurses would improve their situation He himseif 



is also a member of a mide dominated trade union, as he holds a second job. He blames the lack 

of unity not on gender, as did some of the female coiieagues cited earlier, but on educational and 

organizationd changes that have Ied to the loss of 'team nursing' and 'camaraderie'. He believes 

that togethemess of nurses bad k e n  good when he first joined the discipline -- it had k e n  drilled 

hto them during nursing school -- but DOW it seems forgotteil He wishes for nursulg education 

again to emphrisize cohesiveness and t e m  spint: "You c m  incuicate that right in the beginning, 

ri@ when they start in nursing school the standards, the excellence, esprit the corps, the 

camaraderie, the support, the teamwork ... And again pride ... you start m the beginning then that 

carries itselfaii the way through the profession untii they retire". Sheiiy seems to agree that more 

emphasis on camaraderie is urgently needed: "a.. 1 remember when 1 was in school they reaiiy 

pushed the idea that we were patient advocates. h d  that is di fine and weU, yes we are, but 1 

think we need also to consider that we are nursing advocates as well. You know, because 1 think 

that got lefi behind". 

Carol's solution to deal with relationship problems is trying to work together, putting 

persond dflerences aside. This appmach of 'self preservation' she feeb has helped her, as the 

career she vaiued had required tier to work with many difïerent peopIe and usuaiiy in high stress 

areas: 

la general 1 get dong with almost everybody 1 have ever worked with..and if 1 
was not getting dong or 1 was having a difficult tirne with that person, 1 have 
dways tried to fix it or tried to ask what the problem was. if 1 was not able to do 
this, then 1 just pulIed myselfout of the relationship çomp1etely and basicdy just 
did what 1 had to do. Like if1 was working the same shift as them, then priority 
became the patients..,,If there was a personality problem then 1 was mature 
enough, hopefidiy, to let it go, and no t to let it affect my work. h d . . . I  always 
med to corne back to why I was there in the first place. 

Esther, a diplorna nurse with many years' experience, recently took a leadership course. 

The knowledge she acquired, she beiieves, is helpmg her to become mare aware of some of the 

underlying issues and how to deal with them: 

It is cruciai that we pay attention, watching out for the other person and what she 
is domg. You cm see who is helpmg and who is not. 1 thmk it happens 



everywhere, no t just in nursiq. As nurses we should be caring for each O ttier, but 
sometirnes it gets forgotten, So, as 1 Say, we should be looking at everybody's 
work load. There are tgnes when the assignment is wrongly distriiuted and needs 
to be changed. And not only changed for one, but changed for everybody else. So, 
I have staned speaking up. 1 am not pointing fingers, but pointing things out, and 
Say: 'look, 1 came on shift and 1 see that the assipunent is not Fairly distributed. 1 
changed it, because 1 checked and 1 see you have a iight assignrnent vis a vis 
another nurse who has, maybe, two heavy patients, and L give you one'. 

She believes chat nurses' desire to please others often interferes with their ability to be assertive 

and stand up for what they believe: 

Of course, who is u a f i ,  wül not like it. But then, to be a leader, you have 
s o m e t ~ s  to be a martyr. You can not always be popular. Many t h s  other 
nurses see you and say thanks, because it takes guts! ,4s a nurse sometimes you 
have to step on toes, you are not there to make tiiends, to be fiends with each 
other, we are there CO do a job ... 1 have been saying this, if you want people CO stay, 
you have to share the workload. It does not mean that you have to work together 
together ... You wüi have your patients and 1 have mine, But you have to be 
prepared to help each other and listen to each other. So, this is something chat 1 am 
working on...we med to change and changes are made, we have to expose cenain 
things. IF you are not happy with sornething, say it. There is no point sitting there 
complahing and stewing. 

She too advocates for mutual support in nurses' working relationships with rach other, which she 

believes cm be leamed. 

On a more positive note, several participants exhibit increasing awareness that nurses 

themselves have to try and take part in their O ~ M  destmy. Ronnie relates her experience of king 

laid off and having to 'bump' a nurse on one of the floors. She was wamed in the hum;in 

resources deparunent to be prepared for a hostile reception by the nurses there, as tùey would be 

upset about their coiieague's diilacernent. Unlike m Hilda's case discussed earlier, she found 

that the nurses on the unit wekomed her wannly. They told her that no one blrimed her, as they 

recognized the lransfer was a management decision and not her fault. Even the nurse she 

displaced showed no hard feelings. She herseif, m turn, had bumped someone else out of her job. 

Severai o b  participants t ak  about SimiIar experiences. They, like KeIly, befieve that nurses 

h a n y  are realizmg, that "we are aii m the same boat", and that there is "strength m numbers". 



To promote king more comfonable with each other Samantha brines up the example of a 

pot luck dinner the stziffrecently put together, ''whichjust made everyone happier and everybody 

was just joking slround with each other and that brought people's spirit up. So we could do stufF 

R e  that ...". She feels it to be very beneficiai for coiieagues to see each other "in a different light" 

outside of work h a  works m a special unit where the relationships ais0 have moved beyond 

m r e  self preservation towards mutuai support. Her quotation at the beginning of this section 

conveys this new-found awareness of solidarity. To funher better relations she, as weli as Kelly, 

&O mention that they socialize more with one another d e r  work. ïhey now have begun to 

support each 0 t h  regarding stressors in their personai lives as weU, like deaths in the farnily, 

sickness and divorces and feel that they thereby have becone more cohesive and coilaborate 

more. 

Mutud support, where it does exist, still is felt to be exceptionai rather than the n o m  

Danieiie: "1 think we are quite good about helping new people come in and orientating then..I 

have been there for a long tirne, 1 am not the one corn@ into a new situation. 1 think 1 feel that 

people generaily get along, which is not aiways what we hear fromother places". Derek too h d s  

togethemess is improving in his workplace: '4 think we have been lucky. In out area resuucturing 

hris brought us closer together and we have becorne a more cohesive group. And 1 work with 

s o n  redy intelligent, compassionate, geat people, 1 have been redy lucky". Asked if there is 

mutual support, he States: "Oh yeah, very much", then adds cautiously: "1 don't know if that is 

the n o m  1 doubt it". 

Discussion 

The most frequently voiced complaints by the mterviewees regarding other nurses are 

about non-supponiveness of each other. Whereas caring for patients is a given, caring for 

colteagues remaius an exception rather than a d e .  This coms as no surprise as m my eulier 

study @aiski, 1994). 1 had fomd that, aithough other nurses were considered a great source of 

support, they were snnultaneously also rated as one of the biggest sources of stress. The negative 

ef ic t  was mainiy due to 'backbiting and triIking behd closed doors m the coffee room' about 

each other, These behaviours achieve some temporary relief through venthg of feelings but leave 



conflicts unresolved and keep nurses divided amongst themselves. Nurses are also kmwn for 

'eatmg their young', a metaphor that was cited by aimost di of the participants at some point 

during the interviews. As expected, for the most part, the high stress caused by current job 

insecurities and increased work loads seems to exacerbate competition and 'oppressed _mup 

behaviours' (Robertson, 1983; Vaientine, 199 1). Adding to these tensions, as discussed 

previously, is the trend towards casurtlization. As the new 'teams' are rnostIy temporary rather 

than permanent, there is no tirne for stafi to get to know each other and integrate new mrnbers, 

especiaiiy as in rziiuiy places there is no longer a common report the ,  when connections and 

arrangements for mutud help cm be made. The concept of total patient care t h t  emerged h m  

restmcturing leaves casualized nurses working on their own. 

However, not di interpersonal problems can be blarned on the recent developments 

brou@ about by restructuring. What seems the case, though, is that existing rifts have become 

exacerbated. Nurses are haunted by the legacy of nursing's hieruchicai organization. As the 

Literature review has shown, many divisions were present within nursing frorn the start. Foucadt 

predicts that contemporary patterns of relationships articulate with past long established, as weii 

as cment ones, and further extend them In the preceding reports we are able to iden@ sevenl 

mechanisrns through which power is exercised amongst nurses, and which simultaneously 

preserve the statu quo -- basicaily they are buiiying tactics. Established nurses on an unit, for 

example, often give newly hired nurses an unweIcoming reception. They act in this way not ody 

out of resentment towards the added workload of training them, but frequentIy because they try to 

assen their own superior statu through puttmg the newconers 'into the$ pIaces'. However, 

when the new people are leaving, it does not improve the staff shortage on the floor. 

DisilIusioned many young nurses get out of nursmg altogether, some never even get smed ,  a 

trend discussed in the 1st  chapter. 

Diane's story about her coiieagues' resistance towards new staff who tried to refuse to 

carry out certain menial tasks, shows how these relationships are seifdefeatmg Probably the 

nurses there had taken these practices for granted over tïme and were accustomed to them By 

upholding them they saw an oppommity to shore up their own positions m the established 

hierarchy and to 'pull rank' on the new-corners. Diane's account is very congruent with my own 



experiences m places where long-tirne staff with strong personalities and opinions set the tone. 

There is ofien a constant scrutiny and criticism by the existmg staff of new nurses, desiped to 

d e  them 'fity into the workplace culture. No mtter how comptent the new people are, they 

can not do anything right. The 'good' nurse is the one who acceprs her/his place in the hierarchy 

and l e m  to do things the 'way it is done here'. Thereby the statu quo is perpetuated. 

Vying for approval of the domniant groups, such as physicim, is another scherne used by 

s o m  nurses to reaf£înn their stanis, even if it means h g  against other nurses. It represents a 

cornmon strategy of 'oppressed groups' (Robertson, 1983; Vaientine, 199 1). Hilda's cxpericnce, 

when her coiieagues sided with the physicim, is m example of this custom It is not only 

damaging to nursing's own cause, it dso simultaneously perpetuates medicine's continuhg 

influence over the nursing discipline. Stiiffing, officiaiiy an internai matter of the nursing 

department, lies clearly outside of medicine's dotmin. It seems that the nurses in this example 

fded to see that their alignent with medicine is also remforcing nursing's submissiveness and 

dependency. 

Another suategy is the withholding of knowiedge from other nurses, such as in J e d e r ' s  

rxpcrience. The estabiished nurses not ody try to ensure the* own superior statu, their refusai 

to share what they know mi&t also satisfy a desire to provide becter care than myone eise. This 

desire is evident in many statements aboct how good it feeis, when a patient says sornething to 

the extent of 'you are the best nurse 1 ever W. In most cases this kind of praise represents a 

very innocent reward, a 'pat on the back' for the nurses who take pride in their achievements. Yet 

some w2i go as far as not sharing important information, to make it difticuit for others to 

'masure up' to then Such khaviours f d  to serve their patients and could even be detrimentai, 

if vital data are withheld. Christha Hurlock-Chorostecki's (2000) description of her own 

experiences of non-support, when she was bumped recently, aIso c o n h m  this ongoing iack of 

solidarity. 

Samautha's situation is an e x q I e  of how workmg in isolation is most probIematic for 

new graduates. Working in a 'team' with unreguiated aids whom she manages, she seems not to 

expenence any of the customary power struggies with other nurses. Yet a strong unspoken 

expectation of seifreiiance also seems to keep her h m  seeking help. Her experience shows how 



the discourse of 'autonomy', narrowly interpreted as 'total patient care' by iollowmg mutines, 

interferes with nurses mentoring each other. It leaves the new nurses without guidance and works 

against a more uoitIed stand m n g s t  the discipline. The brunt of ~~l~~pporriveness,  however, 

seems directed towards new 'degree grads'. As Corinne suggests, it seems reinforced with the 

future threat of baccaiaureate prepared nurses taking away jobs from experienced diploma 

eraduates, as a degree will soon be the entry to practice requirement. Even though previous 
b 

diplorna graduates are supposed to be 'grandfathered', they may fear king displaced by 

baccaiaureate prepared nurses, or at the least miss out on promotions and opportunities. The issue 

of educationai requirements wüi be more closely exiunined in the next chapter. 

Keiiy's quotation in the kginning of the section about the comrnon rxpectation m n g s t  

nurses chat 'socnebody dways has to take over' shows that reiiance on others, who are perceived 

as rnore capable, persists. Few nurses serm to use open communication with their coileagues if 

prob1ems &se. S o m  participants use the discourse of the 'catty' fernale stereo-type as an 

qlanatory mode1 for nurses' non-supponiveness of each other. Nurses fiequently wish for 

'more men in nursinp' or their unit managers to 'fk' their problems. &O shown in my previous 

reseacch (Daiski, 1994). Kathy seems to ask for tighter extemai conuol and supervision of 

individual nurses. As she had not taken my educationai upgraciiig a p m  From specialty courses, 

she proposes a recouse known to her, a return to the 'good old days'. With the move towards 

profèssionalization and accountability for one's own conduct, contro 1 in recent years has become 

niore an issue of 'self-government' for nursing. As an example the CoUege of Nurses now 

requires d members to do an m u a i  self evaluauon, which should k supplemented with a 

'peer' evaiuation from another nurse, as a prerequisite for registration. Fm11 (2000) d e s c n ï  

self and peer 'surveiüance' as discursively constructed controls over a conternporary worker's 

identity as a professiond, who is cast as an 'independent h u m  beùlg' md whose work becornes 

hkhr persona and essence. 'Refiective practice' Ïmplies that continuous 'Ieming' takes place, 

as learnhg is considered the 'bvork practice that wiii revolutionize business" (p. 18). In the end 

any form of self-rewtion, accordmg to Foucault, is a more subtie formof 'govenimentalityT, a 

more coven form of surveiiiance of a profession's rnembers. At the same the, at the p t i c e  

IeveL administrative control is said to have tightened rather tfian Ioosened (see chapter 5), 



showing that various technologies of power, old and new, are at work simultaneousIy. 

While 'oppressed p u p  behaviours' and yiug for power positions inside of nursing 

continues in some settings, in others the hardships the nurses expenence seern to act as a wake- 

up c d ,  as chance and how discourses are taken up locdiy are always factors preventing 

predictability of events. Severai participants taik about recopking the importance of mutual 

support and discuss sategies to improve it. There is an emerging awareness by some a b u t  the 

dangers of withholdhg knowledge and other pnctices to maintain hierarchicd relations, as they 

stitle change, reinforce the existing inequities, and keep nursing locked into its subrnissive 

position. Fletcher (2000a. p.22) confirms that nurses' awareness regardmg their capabüities, 

cspecidy through concerted action, is slowly increasing: "Young nurshg _pduates show none 

of the reticence that characterized earlier generations: They are not content to be the selfless 

handmaidens of heaith care". She claims optimisticaiiy that the job actions in the p s t  few years 

taking place di over Canada, show "a uniiïed, suong, coilective voice, as never before, of nurses 

bandhg cogether", an example of the productive form of power. Esther's new-found capabilites 

of handihg diicult situations after shc took a leadership course seerns to confirm that education 

and increased mvolvernent in driy to day activities on the unit is a worth while endeavour for aii 

nurses, inchding those alredy in the system It can open up new ways of envisionhg and 

pursuhg chmges. 

The emerging sotidarity has the potentid to facilitate 'ck,ge h m  within', an impoimportant 

suatcpy that could rerilign power relations at the iocai level. Ovedi, it seems, that better 

awareness and understanding of the various power mchaaisms might lead to greater unity and 

render nurses less vuluerable to smte@es of domination and exploitation by others, as it opens 

up new ways of understandmg what is, but aIso what could be. interdependence, althouphoften 

discouraged and devdued, is perhaps the best form of resistance as the discourse of pmfessional 

autonomy seemhgly has been 'colonized' by the managerial discourse narrowly interpreted as 

'totd patient care' to promote casualization, and exploited for 'efficiency'. To improve nurses' 

work ltves means to reco-Pnize and counteract the many current self-defeatmg strategies, and to 

explore the possiiilities arising, such as h m  'strength m numbers' to stand up for themselves 

and their patients. Next to be exanmied is the relationship between the nurses and the 



mterdiïiplinary t e m .  Most interesting is the tie between nurses and physicim, with di its 

historical baggage. 

Relationships with the Inter-diciplinary Team 

Participants' perspectives 

Regding  other professionais 1 noticed we are a lot more aware of each other, we 
each impact on each other like dominoes. They reaiized we c m  not work in 
isolation ... we can not go and hide in a corner tvhiie m g s  happen, they actudy 
are begmning to support each other now. (Keliy) 

He (physician) is the type that wüi never know your n m  ... he wili never know it, 
because you are basicaily a non-entity to hun And that was her[a coUeague7s] 
n i e h g  stick on whether that person respected you as a nurse. You know what, 
she is bang on the mark. (Shelly) 

Working as an 'inter-disciplinary team', whose mmbers were descriid m the previous 

chapter, is geatly emphasized in the restructured system. As healthcare institutions are becorning 

more ciutwardly democratic, many hospitds reorganized under 'health gmups7 in which di the 

hedthcare employees are working together in a given deparuneut. Untii recently, physicians had 

k e n  the uncontested leaders of di the other 'para-medicai' disciphes, who were seen as their 

suppon workers. Not wantmg to endorse the notion of special statu 1 asked about them m 

connection with the rest of the healthcare team GeneralTy working more closely with other 

disciplines is welcomed and is cited as a positive effect of resmcniring (see chapter 5). Most 

participants, like Samantha, "never noticed any bad attitudes ktween RNs and them [team 

memùers]". 

KeUy's cormnent above shows coiiaboration at the bedside le& to support amongst the 

disciplines for each other. Corinne explah: 'The respiratory tecbnologists co rn  m, you can taIk 

to them and they are fine. And the physiotherapists, they are always on the floor, walking 

patients". Danielie beiieves these closer relaaonships Lad to p a t e r  respect for nurses' 

knowledge: 'The team, they corne to you for the -mfonnrition, you are there mûre times than 

anyone else. Yeah, 1 thmk they realize that we are there the mjority of the time and we may 

know things ... as fat as 1 can tel, they respect what howledge we have". Bruce shares sonie of 



his insights. He believes that, by working more closely with the team, nurses' roles are not only 

clarified for others but &O for the nurses themselves: ''ïhere is definitely a distinction, 

becoming niore noticeabie [between] the way a nurse approaches t h g s  and the way a doctor 

does. We know it m our hearts and we see it and understand it somewhat - stiü not sure how we 

do it differently, but we know there is a difference ... it's hard, we are still working on it". 

The enhanced understandmg of each other's roles contniutes towards bemg comfortable 

with each other. However, it does not necessarily lead to more autonomous pnctice for nurses, 

nor to an increase in advocacy for patients, as Bruce explains: 

Because the nurse is part of the team, it is good ... but that he or she aligns herseif 
with the client and not the team, which we initidy thought chat would happen, but 
it has not [happeneci]. So, the nurse is stiü very much a team rnember and 
espouses the tearn's values and directions. Very few times do you hear a nurse 
Say: 'This is not what should happen, because this is us [what we want as a 
team) ... she [the patient] wants to do it this way', I think we need to uy that. 

Bruce believes one of the reasons for this lack of advocacy on behalf of patients is the curent 

bed shortage. He feels it is hard for nurses, under pressure to make room for other patients, to 

srand up and represent those who need to stay Ionger. Secondly, he observes, even with 

opportunities for input and Ieadership, nurses tend to go dong with what others say. n i e  reason, 

he believes, is that nurses retnain unsure of their own worth and reIy on other 'experts' to make 

decisions. The familiar strategy is, once again, to let sorneone else take ovec 

They faii to trust not only their mtuition, but their knowledge level and 
understanding and their own relatioaships with the clients. They admire other 
profession&- Yeah, there is opprtunity to Say what you feeL..but nurses SU like 
to align themselves with other dipiines, they don't ike to be unique, they don't 
like to be separate, they don't like to be ori@aL..nurses in hospitais have 
diffcuIties, 1 t u t h m k  Gomg back to what restructuring has doue to nurses ..A has 
made us more cause-effect nurses.., we are not happy with ambiguity ... so we align 
ourselves with the sociai (naturai?) sciences, as opposed to humanites ... we have 
got a probIem here, let's get Dr. So and So to look at it. Dr. So and So says, he has 
found the dficulty and everything is gohg to be just h e .  And nurses buy mto 
tha t... they are tempted because it is easy. 



It seems that working with other disciplines bas improved work relatioaships m n g s t  the 

team, despite that nurses ofien have problems to taie a diver& stand when indicated, As nurses 

are now supervishg lower skilled workers, 1 ask abu t  these relationships. Samanha, who is 

t e m d  up with unreguiated workers in her settmg, bas mixed feehgs. Severai times in the 

interview she t&s about how she resents these workersy cIoseness with patients as rhey are the 

ones perforraing the hhands-on care. They thereby get to know the patients wdi, who confide in 

hem rather than the nurse. She ais0 feels having to reiy on their reponed observations is a matter 

of sometimes dubious trust. As they are 'unreguiatedy, their knowiedge, reïiability and 

wiiijngness ! unwillinpess to coUaborate she hds varies widely; yet she as the nurse is the one 

responsible for the 'maging' of care, mcluding their actions. Corinne has similar concem. In 

her setthg she is teûmed up with RPNs, who have a standxd'ized knowledge base and re-dared 

practice, even though their trainmg is much stiorter than an RNs. Both participants are also 

relatively inexperienced. Samantha r e c o a e s  the necessity of working more collegially together 

with these workers on the common god of patient c m .  " ... &e you are letting them know it is 

notjust their work, it is our work ... it is not üke bey have di the d i y  work, you can help them 

tao ..." Where the unreguhted workers are not doing hands-on patient care they are hardiy even 

mentioued. 

Sonya taIks about her e.xperiences at an institution where she had previousIy doue a 

student practicum. She feels that inter-discipbary team meetings there proceeded very 

democraticdy and coiiaboratively. She atmiutes the success to a femde physician who led the 

meetings with 'femmine communication skiIls', asking questions of the O ther team memtiers: 

Every one wouid sit down m the backroom with the physicians, with the chplain, 
with the physiotherapist, with every one. And we would have a m e t h g  about 
each patient on the floor. Actually..- nurses would speak up. Physicians would ask 
th nurses questions at the meetings, it was very good. But 1 don't know if the 
physician had sonsethkg to do with it, she was a f e d e  physiciam..the maie 
physicians wouid not ask everyone questions, whereas th f e d e  physician 
would, at that particular institution. 

Bruce believes that evrn physiçians are behg pushed to becorne niore coiiegiaI and to 

coüaborate with 0 t h ~ ~ .  In his settiug, mhke Sonya's atiove, they no longer hold the exciusive 



leadership in meetings: 

I think there is a working relationship in some of the things that we intersect with 
and interphase with the docs ... where the doctor sits in rounds, in conferences, it is 
very equai, it is not led by the doctor my more, whereas doctors used to run them 
Actuaiiy, occasiondiy, when she is able CO, the nurse manager is the facilitator 
... often times, thou-& 1 don? think nurses take the initiatives and add input. 

Linda and severai others perceive their relationships with physicim as unproblemtic. 

Linda: 'The doctors are alright.., 1 feel reaiiy satisfied with the doctors. They are winning when 

you taik to them about things ... in the teaching hospital they are very supportive of what we are 

saying". Carol too is quite happy: "ln my cunent job it is wonderful. I think there is a lot of 

çooperation between doctors and nurses and 1 think, for the most part, people have a lot of 

respect for each other ...". Corinne does no t see any major problems either. When asked if doctors 

respect nurses, she states: "I think some of them do, some do have a good attitude. I guess it 

depends aiso on how you approach them, it is a two-way street". Danielle too has no concems: 

"Relationships with physicians'? Ah, t k y  rire good 1 would ttiink. Yeah, they seem to make an 

effort to know who is who ...", she points out. As she continues she realizes chat there is some 

roorn for irnprovement: "1 fmd that they [doctors] are very good when we approach them or they 

approach us, because our documentation is an interdiscipijnary c m  plan. But sometimes you 

chart and then you see dowu the line that the person is discharged and they are not reridy. So, they 

do not always read our notes or consuit with us". 

Some of the nurses tallc about haviq to deal with at les t  one doctor that is hard to get 

dong with. Irene, who mostly works nights, says the foUowing: '1..You do see the doctors [only] 

if sotnethmg goes not as it shouid. BULI have heard som stories, about some of the doctors, 

especiaüy one who is so obnoxious, tbat the nurses just ... they just try and back off when he 

cornes..-But there are others that are reaiiy nice". As an exampIe of a good relationship, irene 

recalIs an incident with a plastic surgeon whom she was assisting in a procedure. He asked her 

permission to cal1 her by her first nanme. She states that 'k was not üke a doctor, he was just iike 

a coiieague". When asked ifhe offered to be addressed by his k t  narne too, she said 'ho, 1 

concinued to c d  hnn Dr. S.". 



Esther feels that due to the reorganizations, the relationships in her unit with physicians 

have improved. As they now know the nurses by name, they are seeing them as 'persans': 

Before we changed over, the doctors wouM ask the charge nurse about di the 
patients. Now the nuises are more ... decennalized, the nurse has quite a bit of 
input. Because the nurse is at the bedside, she knows more what is going on with 
the patients. The doctors know certain things, but the nurse knows the whole 
person ... so the doctors shouid sspeak diiectty to the nurse who Looks after the 
patient. They (doctors) treat you dBerently now, they tisten to you. I have k e n  on 
the same tloor for many years and the doctors findly Iearned my narne. So now, 
they see you as a person acmaiiy. instead of saying 'nurse' they c d  you by your 
name. 

For her king cded by narne is an important symbol of respect. SheUy, who had just 

taken on a mw job, comments on this subject: "Now in this new position ... I notice who [doctor] 

knows my name and who does not. And the ones that gke me the most grief are the ones that 

don? know my name.,. instead of saying, excuse me, can you whatever, they just basicaiiy poke 

you to get your attention. LVhich is just so rude!" On further retlection however, Sheiiy muses, 

when physicians address nurses by nrune it is otien just a token gesture. Of the participants she 

done is copizant of the mequality symbolized by physiciiuis calhg nurses by theu h s t  name, 

while they themsetves are ddressed by their last name with the title of doctor. She feeis that 

traditional customs, as weii as gender relations in society in generai, play a d e  m maintainine 

the physicians' superior status: 

But, on the other hami, I don't like the fact that they know your first narne, but 
you don't know theirs ... They c d  you by your fust name but you c d  them Dr. So 
and So. En tbis special unit, we are pretty well ail on a first name basis, we don't 
get it as much here. But I bet you it happens a lot out on the floors ... Some of the 
older ones, it is a generationd thing. 1 donTt mind caiiing them Dr. So and So 
because 1 know I have their respect as we?L It may just be them and their 
perception of women m p e r a i ,  not just necessarily nurses in generai. 

She m e r  pomts out how doctors rdy on the nurses' guidance: "Tt depends on where you work 

and how dependent they [doctors] are on you. h the mtensive care, I think we have a pretty good 



rehtionship with c e r t d y  the residents -- we don't have interus -- but the residents rely on us  

very much, because basicaily we hold their han& through it, especiaiiy if they are young". 

Ronnie d e m i s  how relationships may vary: 'There are doctors who respect our 

j u d p n t  ... but there are those, like the chief of emergency, who is not a weU iiked person". She 

relates that, when the depamnent received a certain amount of funding for improvement of 

patient care, the chief decided without consultmg anyone else, not even the other physicians, to 

use it for a new laboratory. The autocratic m e r  he employed was what the staff unanimously 

objected to as they di had ideas about how the funding could te used. This lab turned out to be 

impractical, as it saved neither money nor tirne. ,&ng with the lab came a strict protoc01 to be 

foUowed t h t  determines which tests can te done. The staff aii felt it robbed the nurses of 

drcision making brised on their professional judgement and therefore uied to retaliate: "But when 

he is not around, we stüi do what we used CO do ...and other doctors agree with us. It &cts them 

as weU. So, that is puttmg back nursing again 20 years, because we are not utilizing our 

knowledge for what we know now". 

Samantha descnis  an 'uncaring attitude' of one physician she works with: "When you 

ask him somethg he is aiways haifway out the door...". She relates a recent incident when he 

had discharged a patient against her objection, as she feared the patient was stüi too iii and 

needed to stay longer. Defjing the discharge orders, she refused to send him home. Subsequently 

she was proven ri@: the patient needed further treaunents and had to stay in hospitai. Sonya 

descriis how, on her surgical floor, it is often dificuit to gÏve good patient care as lots of time 

and energy is spent by nurses t r achg  dowu physicians to get orders. Of course, Sonya explains, 

when they have to wait, patients blame the nurses, not the physician. Sonya- 

You have to phone them and then you have to wait for them to cal1 back and you 
have to wait for them to corne up ... and sornetimes they are not in the best of ùieir 
moods when you ask them either. .. so you feel fie,  maybe 1 should no t ask chat 
question as a new nurse ... 1 thmk the floor nurses, when they have gotten used to 
chat, then they are able to ask questions. And they know, that surgeon is just like 
that, it is okay. They get used to it. 

When asked ifphysicians respect nurses Sonya States the following: 



For the most part 1 think so. 1 thmk the higher level physicians, like the surgeons, 1 
thmk they expect a little more. i found b t  they would not yeli, but they would 
look down a little bit more t h  the generai physiciruis ... sometimes, when they 
ask us questions about our patients, we donTt see the sarne side as the physicians 
and we don't have the mwers. Then, at that cime the physician gets kind of 
fnistrated, saying, 'why didn't you do this' or, 'why don? you know'? 

Diane talks about her experiences in a mtemity unit where she had previously worked. 

When caring for patients in labour the nurses have to decide at what point to c d  in the doctor for 

the delivery. Although there are exceptions, most physiciruis like to mbimke lost office hours or 

operatmg room tirne. Yet they also do not want to miss the deiivery. Therefore, the nurse is leti 

to make the crucial decision when CO c d  thern in, and hisher competency is largely judged 

accordingly. if the physician has to either wait or misses the delivery, the nurse gets the blame. 

Diane: 

You have to push with this patient for 2 hours, but m those two hours you have to 
decide when you need to c d  for a doctor whose office is at (names a certain 
intersection in the city) and stand there and uy and figure out how long it is gomg 
to take to get fiom there to here. No, that is totdy uncdied for. And if they have 
to wait 5 minutes then you are a bad nurse. And ifthey miss it you are a bad nurse. 
They are too pedy .  They wmt eo have a full office for so many patients, sitting 
m there waiting for them, aud they want to stiIl do the deiiveries. Because there is 
a lot of pressure ... on top of everything else ... with the least sort of thing that 
happened they would be dictatmg: nurse caüed me at the wrong t h e  for ... 1 have 
sat there and listened to it! Put the bIame on the nurse... it's temble. 

Diane muses that nurses are expected to do wfm no one else ever achieved -- predicting exactly 

when a baby d l  be deiivered It seems to her that the care the patients receive and their labuut 

experience are treated as less important than the timely cal1 to the physician. She also tafks about 

what it is like to have an disagreement with a physician: "Having a fight with a doctor, that tends 

to go, like they Say, a littIe bit goes a long way. So, when you verbalize, they are not ke: 'oh she 

is just blowbg off steam' ... Usually it gets you into more trouble-..you have to be prepared to 

explain yourseif a iittle bit more". When asked if she had any serious fi@ with doctors, she 



responds: 

WelL.. 1 don? want to sound iike tootmg my own hom, but I can't say that has 
never happened to me. But 1 have not had a doctor not speak to me afterwards, but 
1 have seen it ... then 1 have seen people Ieave because of it. You either have the 
staffthat stick it out through thick and thin..., or you have the staff that can't take 
it. And 1 don't mean they are not strong, they cm? take abuse. And that is a lot of 
what it is: abuse, 

Shelly points to the mots of medicine's dominance as intertwined with women's issues: 

There is no t a red sstong fernale voice in rnedicine either .... If it is not happening 
there, how could you expect it to be happening m nursing? So, to a great extent, 
nurses are still considered handrnaidens to medicine*.. we üke to think othenvise, 
but, you watch, you just have to watch people in action and they stiü kowtow to 
them, they stiii have the power. 

Derek, too, feels that as far as the nurse-physiciiin relationships are concerned, there are many 

echoes from the past: '4 stiiI think there is an idea out there thsit, ifa doctor teus you sornething, 

you are supposed to do it". He t a s  about nurses often king scape-goated by doctors for their 

problerns and questions the persistant intluence of medicine over nurses' qudity of work litè: "If 

the staff doctor knows the nurse, and respects the nurse, your jo b is much easier. It should no t 

have to corn to that! As a team mmber, should 1 have to be accepted by the doctor, whether he 

&es me or not?...". Derek further recds some statements ruade by physicians he worked with, 

such as "we [nurses] shouId do more work, we should have heavier assipnents, we have fa .  too 

much sick tirne, we have too many demands ... and it aiways comes h m  a doctor". Similarly 

Keiiy reports that "recently we had been told by some of them [physicians] to accept a 20% pay 

cut, instead of risking members of our profession [king laid o q .  They [themselves] would not 

do it !" 

Keiiy nevertheless believes that lately physicians have beçome more supportive of nurses. 

The t u m i l  that redted f?om bed cIosmgs eventuaiiy affected their practices as weii. She thinks 

the change came about when they were no Ionger abIe to get their patients into the unit, 'kcause 

there was aot a nurse to c m  for these patients, then it affects their practice. Theu past behaviour 

boils d o m  to physicians' Iack of respect. We are supposed to be martyrs or something ...". She 

recaIls that when their own mterests started to be affected one of those same physicians, who 



previously had pubiicly cnticized the nurses, wrote an open letter in support of them 

Discussion 

Tearn work with other disciplines makes nurses feel as 'part of the group' and thereby 

promotes their o m  comfort. As the team rnembers get to know each other and coüaborate 

working refationships seem to improve and there are benefits to patients, as the approach is more 

coordinated. However in spite of knowing their patients' situations better than anyone else, and 

therefore king m the best position to spedc up and represent their interests, in team meetings 

nurses often remain silent and align with the rest of the group. Perhaps they do not stand up for 

their patients as they are used to and comfonable with foiiowmg orders and prefer for someone 

rlse 'to take over'. Many Iack self-confidence to speak up, as isve have learned. They also seern to 

possess a suong desire to be accepted by others and recognized as a member of the p u p  and 

may not want CO jeopardize good relations. O'Rourke and Banon (198 1, p. 16) claim that nurses 

have "a feu of confiict. On the most elementary level, this is expressed as the desire hot  to upset 

anyone'." However, it seems that this sensitivity towards others does not extend to other nurses, 

as discussed in the previous section. Funher, in regards to unregulated workers, nurses seemhgly 

do not perceive them as 'part of the heaithcare team', despite their close working relationships. 

The dicuities of making decisions relying on others' assessments is descriid; there also seems 

som resenmKnt in regards to the workers' closeness with patients, while nurses are 'managing' 

and coordhating the crue performed by them Thereby they themselves remain removed h m  

direct mteractions with patients. 

Physicians continue to occupy a speciai place m the interdisciplinary team, to no one's 

surprise. Now as m the past, relationships with physicians despite some irnprovements, seem CO 

remin problemtic for nurses. Even Sonya, focusmg on gender, does not question that 

physicians, not anyone e h ,  always chair the sessions. To her it seems 'naturai'. SeveraI 

participants taIk about the importance of bemg 'known' as an mdividual with an emphasis on 

thernselves as persons, such as bemg addressed by name. Many physicians 1 worked with for 

years would cal1 ail nurses simpIy 'nurse'. It implies a code of sarneness and depersonaikation, 

which seems to continue iargely today. For Irene, Esther and Sheiiy bemg called by 6 r s t  narne 



conveys a symbolic meaning of respect, with Sheiiy eventudy recopizing that there is stïü an 

lmplied inequality when nurses contmue to address physicians with their titles and last narnes. 

Yet that physicians should see others as equai players iind value their knowledge is not 

something to which most participants seem to have given much thought. The 'good' 

unproblematic relationships chat severai nurses mention might be based on specitic, 

unproblematic perceptions -- the hierarchy with physicians on top of the healthcare tearn reniiiins 

mostly unquestioned, As the historical ties extend into the present, traditions obscure power 

relationships that underly the taken-for-*mted. 

Nurses' fiequent coiiaboration in the? submissive positions by siding with physicians 

against theu own coiieagues is discussed in the previous section. Traditionai custorns work in 

subtie ways to perpetuate the physicim' status, despite the outwardly embraced democratic 

organizationd changes. Nursmg's invisbility also keeps nurses in their supportive role in the 

eyes of the public. When physicians display tiehaviours that are arrogant and demanding it is seen 

ris expected and inevitable auci as just neediug to be toleratêd by several of the participants. The 

appropriate response seems to be dut nurses adapt to their pecdarities, thereby helping to 

perpetuate the megalitarian relations. When a physician is 'nice', it is ofien perceived as 

somethhg 'pleasantly surprismg' nther than die d e .  A disagreement with a doctor is 

approached more cautiously than with anyOne else, as Diane's comment shows. These statements 

confirm the exceptionai statu that contmues to be granted to physicians. 

Samautha's story represents an example how nurses often do important work m defiance 

of physicians' orders, yet theû contriiutions remah 'invisible'. Officiaily oniy physicians can 

discharge and admit patients. When Samantha refused to send home the patient who needed 

further treannent, to the outsider it was the physician's hresight that kept the patient m hospitd 

The nurse's knowledge and actions remained unrecogaized, while the doctor's poor judgenrent 

and unçoiiegiai behaviour was not evident to others, hence can go on for another day. The 

canceiied discharge order written by the physician would be the oniy visible record, giving the 

appearance that he did his job conscientiously. The description of nurses' work m labour and 

delivery is another blatant exampie of nursmg's d e  behind the scenes, serving physicians. 

Nurses' own knowledge and ski1I.s m ensuring safe labour and delivery experiences for the 



f d e s  diiappear and seem to take on second place, whiie their competencies are judged 

according to how weii the doctors' work is facilitated with minimal intermption. Nurses tracking 

dolm physicians, acting as iightning rods when patients are upset about ha* to wait, once 

again facilitate the physician's work practices. 

in addition nurses funher accommodate physicims by patiently putting up with theù 

behaviours, which are often arrogant and intimidatmg, as Sonya's example shows. Nurses who 

fail to comprehend what is expected of them, or perhaps who 'see another side', cause physicians 

to get frustrated and look d o m  at them M e r  di, medicine's work is much more highiy vdued. 

Here too the unspoken assumption is that 'good' nurses know how to facilitate the physician's 

work appropriately and these expectations Muence their actions. As long as they are intem and 

rrsidents they depend on the nurses to terich them and help them out. When physicians becorne 

'staff doctors', expectations of them becorne diierent h m  before whiie everyone's reiationships 

with them seem to change. They are seen as entitled to an elevated status that is not easiiy 

questioniid, a phenornenon that also has k e n  encountered by Davies (1995) and Street (1993). 

SheUy expresses it weli: "The staff doctors ... it does not rnatter what you do or say, if that is the? 

mindset you are not going to change it". Theù privileged jud-=nt remains unquestioned, as 

nobody dares to chdenge it and the perception of the superiority of their knowledge enhances 

their power. 

More unbridIed pamarchy, maintained through buiiying tactics, seerns aiso dive and 

weU, as when some nurses hide h m  certain doctors. Ronnie's story is typid, as she puits out 

how some physicians continue to act autocraticaiiy. Yet the nurses m this situation show 

awareness, perhaps kcause previously they had experienced more autonomous practice and 

thefore knew of other ways. When the chief of eniergency med to take it away, his autocratie 

behaviour k c m  visbIe to them. Bemg forced back mto a more submissive d e  criggered 

resistawe. Other examples are of physiciruis mixing mto nursmg's affairs, t e h g  nurses to take 

pay-cuts or aiticking their complaints. The idea that physicians have the 'right' to teIl nurses 

what is c o m t  behaviour for them goes back to Nightingaie and her t h e ,  as she subordimated the 

femaie occupation of nursmg to the maIe profession of medicme within the hSti~ti0n of the 

hospital (Fa-Rafael 1996)- 



Overail, the attention and approval fiom physicians towards nurses, seems to continue to 

be of importance for the latter and to hold special m e d g  for them It dso seems a crucial factor 

in regards to their quality of work Ue, as they continue to occupy pcidêged positions within tüe 

system Despite som movewnts mwards more egditarian coilaboration monest the 

disciphes, as physicians are sIowly beginning their descent h m  theù pnvileged perch, for now 

they stiII rerriin a speciai mus.  These repons M e r  confirmDavies' (1999, Gordon's (1998) 

and more recently Bmsch' and Gordon's (2000) assertions that nursing, Like other traditionai 

wornen's jobs, suppons historicdy 'male' professions in perfbrming the ( r d )  public work 

Nurses remah largely invisible and b e b d  the scenes, thereby making it possible for physicians 

to do their own weii-dehed, specialized work, for which they get societai recognitioa Thereby 

physicians keep up the appeamce of 'professiond autonorny', whiie nurses fill in the gaps and 

cracks for hem and make k i r  pertormances nia smathiy. 

Traditiondy another p u p  nurses work with also telis them what to do and impacts 

heavily on tbek practice. In the previous chapter we lemed that nurses perceive conml over 

nursbg issues CO be increasingly shified toward a business rippmack They aIso felt degraded by 

administrative representatives in how they were ueated rit times. Therefore the nurses' 

relationships with administration wüi be exmined next- 

Relationships with Administration 

Participants' perspectives 

They [adminismtion] don? corn to the floor, I mem they corn once m a btue 
m o ~  ..A man &ce is communication in som sort of a f o d  kind of realm, but 
for them to corne and sit amund and say sort of 'what is the problem m nursing'? 
You know, they don? do diat (DanieHe) 

We never get good news.-. no nianagemut pemn coms and says, you did a great 
job! It is aiways we have to cut back h m  h m ,  we have to stop h t  ... sunaetimes 
it is not even ghîq people what they want but. Iistening to people and treating 
them with respect. (Derek) 

In the previaus chapter L &scribe ttme participants' impressions that control in nursing 



affairs has shifted towards a 'business approach'. However, who are the peopIe behind it, 

especiaily m higher administration, seems a mystery, ris they re& faceless and nmeless. WEe 

Street (1993) I find that the stafF nurses 1 interview are rnostly unaware of who the people are in 

charge of their institution. Somtinies, if little else, at Ieast rheir narnes are known h m  nienlos, 

the rnedium of fornial top-dom cormnunication. Most of the time they are simply referred to as 

'they'. In regards to what their acnial d e  is, the participants seem unsure. 'They' seem as distant 

(and arbitrary) as the gods of the OIympus were for the ancient Greeks. Their anonymity is 

preventing fomt iun  of relationships with them Who the nurses h o w  and interrict with are the 

people in middle management, the unit managers. Therefore m s t  of their commerits are abuut 

their relationslips with them 

The invisibility of administration is explaineci by Irrne. About the people in higher 

ridminismtion, she States: "...it is hard, you donTt see these people, you just hear about them. So, 

if you have a problem, where do p u  go to? 'They' must be in cui office somewhere ...". When 

asked ifshe thinks they respect nurses, she responds with optimism that they would, if they only 

knew what role nurses are acnidy playing in lledth c m :  

Mmmm, for the most part 1 think they do, but 1 don't think they understand M y  
what nurses go througk..and 1 hi& ifthey knew what you sacrifice sometimes CO 

do the job, the personal and everything rlse, I think they wodd have mre  respect 
... becme actudy it is the nurses thsit let the ptiysicians know. ..it is the nurses 
that are by the bedside. Thsy are the ones ... that know everything that is going on. 

DanieDe t&s about a nurse-admmistrator at her institution who had held a senior 

position She had taken seemingiy revotutionary steps wanting to mvolve the nurses on the Ei-ont- 

hes  in decisions about changes- But, Danieiie reports, she quickly 'got waiked out the door': 

... that is the problem, thac we doa't really know &m..like the previous nurse 
administrator, 1 saw ber a couple of times...Her philosophy seemed to be very 
decentraIized, she fek that the decision makhg siwuld be done at the point of 
impact, &e at the frontInle ... because she said that was not her specidty even 
thou@ she was a nurse..,.Now rhey have another gentleman nrrming things and 
that and reaIly - you know he really is out of it. 



Derek points to administration as responsible for the state of the healthcare system: 

"Administration is just gone h m  bad to worse ... the old boys system seems to nin everything in 

chis province and 1 don't thmk these are positions you earn... 1 don't think it is nin 

democraticaily". He descnïs  wasteful practices, such as changmg the name of his institution 

repeatedly in the last few years. This means every time discardimg letterheads, logos, mythiug 

that bears the old name. Then there is the constant turnover of nurses: "Agaiu, 1 blame it on 

management. If there were structured orientation pro-pms and better educationai support, that 

would not happen". Derek aIso cornplains about lack of caring and recognition from management 

towards nurses. As 'they' seern to make unreaiistic dernands, 'they' aiways find something to 

E am getting harassed that two weeks ago 1 was off with some stomch cramps, 
maybe h m  something 1 caught at work ...if I am sick one day, don't harass me 
about it. You want a doctor's note, 1 am more than prepxed to bring one. 
hyway ... a lot of negative t h g s  have to hzippen. Et is aiways ... weii, there is never 
my praise, but there is always a lot of influx of negative things, and new 
expectations from the hospitai, despite that you are not able to meet the 
expectations they have now, because they are not redistic. 

Who the nurses most of the time deai with directly are their unit managers. CmI, aying 

to understand what goes o s  taks about the complex situations that she believes the unit 

managers h d  themselves in, sandwiched between staff and higher administration: 

... with administration, 1 think there is a lot of push-pull situations m dealing with 
administration. The ones 1 deai with are mostly middle management. It is your 
head nurse, or your c h g e  nurse or your nurse manager. They are not ody uying 
to please you, they are trying to please the upper echeIon. And they hear about it 
from up top and they kar it h m  down below. And they are kind of stuck m the 
rniddle and are not sure which way to go ..A heIped me to reake that there are 
other issues mvolved and that there are other points that need to be brought in-. I 
have always tried to see the other pomt, but 1 have a h  tried to rnake sure that my 
pomt gets h e d  

h a  also recognizes the ciifficuit positions of nurse managers and that they may not be 

free to act as they necessdy wodd iike when orders come h m  above. As a case in pomt she 

tanEs abut  the introduction of unskiiied workers: 



The managers have to find support among their own managers, due to the dificult 
position they had been put into, as they had to introduce unskiiied workers. There 
was no choice: deskiilhg or job Ioss. 1 don? think they agreed with what 
happened Was it doue to further divide nursing? Maybe. It was not supported by 
nursmg, it created a division in nursing. It has not helped the environment or the 
patients. 

Linda, who works permanent nights and holds part-time positions in two different 

hospitds, d e s  a cornparison between the styles of her two managers: "ln my chronic 

continuing care we have an excellent unit manager, she is very, very supportive, she is involved 

in education and we always have in-services on the unit to upgrade you. And she is in touch with 

her voice d and she is always taiking to us through the voice maii, [even though] she does not 

see us". In her other job, a coordinating nurse deals with the day to day affairs: 'The coordinating 

nurse was one of us a couple of years back. But somehow she has lost touck..what nursing is all 

about. And it is very bard. When you go to her with a problem, she wüi tell you '1 am not domg 

mything about it, because 1 don? deai with it' ... there are administrators and administrators". 

Even when they have supportive managers who welcorne them to be involved, not di 

opportunicies for improving their working conditions are dways taken advancage of by the 

nurses. Sarah relates how on her unit, m the past, the manager had dowed the nurses tu assign 

their own breaks. It was hoped that in this way they could be fitted most appropriately into their 

work day. 'We aied to negotiate breaks so that we have an equd number of nurses CO cover. And 

it turned out that people iike to go with their buddies and there is that sillyness. Meanwhite there 

is not enough coverage. And the ways in which we were working on that is to negotiate. And 

some people are great at negotiating, but there are others ... we had to go back to assiped 

breaks...". She feels these nurses showed a lack of 'responsible judgement', as they preferred to 

cultivate their personal relationships with CO-workers without giving the appropriate 

consideration to patients' and colleapes' needs. Perhaps, she thinks, they are simply used to 

bemg 'told what to do' by others and not to making their own decisions. 

While in the above situation Sarah feels it was justified to go back ta assigned breaks, 

conml was rd-d even where nurses acted responsi'bly- DanieiIe reports how, after a thm of 

self-scheduling, magement took back this function. On her unit the nurses had been in the pst 



'pretty much seif-ninning", m regards to their work Mies. Now, with a dierent unit manager, 

they had to go back to assigned shifts. In this particuiar unit, before, "more or less, the charge 

nurse was quite flexible ..., with shifts for people with fiimilies, you need to sornetimes juggle 

things around a bit, and I don? thmk people would ever Ieave the floor unstaffed or unsafely 

s t a e  d.... and so this [function] was totaily taken over by ...an administrative assistant, and there 

is not much flexibility ...". The sanie happened in Carol's unit where nurses aIso had k e n  self 

scheduiing. She too questions why work assipments are now the responsîbility of an 

administrative assistant, seemhgly without regard for nurses as individuals who have fandies 

and other respousibilities. She aiso points out the importance of so iiciarity amongst nurses to 

bring about desired changes: 

She [clerk] forgets that we are humm first and nurses second ... it is abaut having 
the experience of king a nurse and having to fit your lité around shift work. So 
that you are working to live, not living to work ... &ere seerns to be a big block 
with srif scheduiing, so that peopk have more conuol over their scheddes.., when 
you are low on the totem poIe and your seniority for vacation is squat, and you are 
Iooking to try and get some time off for your family get togethers and sNff, the 
reality is that it is a fight, a constant fight!.. the oniy thing 1 see changing that is 
the seifscheduling routine. But then it goes back to communication and the 
realization that there has to be cooperation, And it has to corne h m  everybody. 
And places where there is that lack of support, that is where you nui into trouble. 

lrene believes that her manager either dors not want to listen or does not vdue her 

attempts to f i e r  her education. She relates how she had mdicated her wilüngness to work any 

III@ of the week, except one: "-..ail 1 ask is don? book me Sunday night, so 1 can go to school 

Monday rnonimg ... I have wrïtten to her, 1 have taiked to her on the phone, 1 have taiked to her m 

person. And the new schedule came out and six had nie down to work every Sunday night". As 

irene is usuaiiy unsuccessfùi m fmdiug someone who is winmg to switch SU, she is forced to 

make decisions between carhg for herself and fu2miing her obligations: ''-..and I end up going to 

school after being up ail night either h t  or..- once I called m sick, and 1 wasn't. But 1 felt bad, 

but I ammaking myself really, reaüy sick to stay up and go to school 1 can't do this". She 

concludes in frustration: "when you try to be Fair you get nowherel'. 



Ronnie relates how she felt offended when her manager, on several occasions, brought 

around officiai visitors h m  other hospitals to tour the unit- Yet he never hwduced the nurses to 

any of tnem. One day she co&onted hhx 

[later] I met him in the coffee roora..hd I said, 'I was wriitmg for you to 
mtroduce me'. So he said, 'you wrre so busy'. [l replied:] 'you saw me with a 
patient, 1 stopped when you guys came around, because 1 did no t want t o ~ s k  
confidentid questions of the patient m front of you guys. But you never 
mwduced me, you just waiked right past me'... he did not say anything, you 
know those are small things, but day to day things. If they could only be more 
attentive to that, it would d e  such a big dHerence. 

She goes on discussing the importance of support and particularly respect for nurses by 

management: 

But in this pmiculm depamnent we don't get that [respect], not just me.. . And we 
ail voice that as a misuation And because of this particular problem, personality 
issue, or nature, I don't know if I should say that, etitist is the only thing that is 
appropriate ... One time we lost the narcotics key, we kept losing it from one area 
of the department, Management di of a sudden &cided, no, we are not going to 
have narcotics there any more. Treatïng us üke kids, you know, we kept losing the 
key ... So people h m  this area have to go ail the way to the other area, as a 
punishment ... So, that was one of my complahts. Evenmily they replaced the 
narcotics ... m the coffee room 1 heard my CO-workers say over and over: 'Treat us 
iike kids, that is how we are gohg to behave'. 

She relates that in the past nine months they have Iost seventeen staff. "And a lot of them have 

said it is because of management, not because of the deparmient". in this situation, the nurses 

were asking for a staff nieeting, "where people are dowed to vent their fnistrations", but the 

manager kept putting it off. Ronnie thinks it is because he does not want ''to face the crowd We 

have sorne strong personality nurses m our departnient who canjust stand up and speak up to the 

chief of ernergency doctor too ... and he knows his cime wïil corn, when the [mie is right ...". 

Derek, too, talks about iack of respect towards nurses and being rreated like children by 

management: 



And we are treated badly! Like kids, that are screamed at ... threatened and until 
this day it stiU shocks me. 1 am not aiways super friendly, but I always respect 
people and try and creat them we ii... And that is ai i  I expect back.. And &O the 
way management treats nurses ... shocks me, shocks me! .. nurses ... unfortunately 
they put up with so much garbage. They are demoralized, given no support, when 
something is wrong in the hospital, guaranteed it cornes always back to nursing. 

Diane points out that a good manager has to be f d a r  with nurses' work: "ln my 

department our manager tries to understand where we are coming bm". S he expIains how, m 

the past few rnonths, he had come in four times on the night shift, to heIp out. As a hrmer staff 

nurse, he seems to understand their difficulties. irene, who has the probiem with scheduling to 

attend her classes descnkd above, atmiutes the unsupportiveness of her manager to the fact that 

she is not a nurse: "She is a sociai worker, not a nurse, and she does not have a clue what shift 

work is me. She is gone every nighc, she has every weekend off, 1 mean every holiday O ff... 1 

seem to be workmg every hoiiday gomg". Sonya, too, relates her experience on this issue: 

The manager was not a nurse. 1 don't know what he was ... and he was mana_@ng 
the nurses ... and he was actuaüy in charge of reviewing the lerunine plans for the 
nurses ... for quality assurance in temis of the patientsi clients. He had to d e  sure 
that our quaüty of care, our service was good. But he had nothing to do with 
nursmg. 1 don't think he had a very good perspective in terms of nurses and what 
they did, so it had k e n  very hard on the nurses on the floor. 

Carol expresses frustration about why non-nurses are the health services leaders of hospitai floors 

and in charge of nurses. "And why, when the heaith service leaders are deaiing 90% with nurses, 

why are they not nurses?Derek too wishes that nurses would be more involveci ninnmg the 

hospital versus a 'humber man", cited previously. DanieiIe sums up what seems by now farniliar. 

Ilme is 'just a generai Iack of respect for. .. and mcIusion of nurses mto the decision making". 

Discussion 

The main perception of the nurses is that admniistration is run by people they do not 

know and who they assume know Iittie about them and their work. In the one example about a 

h i e r  administrator who tried to have a closer relationship with staff, listeaing to them and 



involving them m decision making, it seems that it was a serious faux pas. She got replaced 

quickiy with sorneone who, according to Danieiie, seems 'out of it' and uninvolvecl As distant 

management represents the unknom in the system, unit managers seem to be the most important 

flesh and blood people who c m  d e  or break a work place. They are the link between nurses 

and higher administration and seem to hold a pivotai position with the potentiai to mediate for 

better conditions for nurses. if they understand and value nursing they c m  make an important 

contniution by making it visible to those in higher administration. Where they are perceived to 

be supportive of staff and knowledgeable about nursing at the bed side, such as Diane's current 

unit manager, everyone seems to be happier. Ronnie's and Derek's stones, on the other hand, 

illustrate how they are ueated with a lack of respect. Their experiences and thoughts on them are 

very typicai of relationship struggles between unit managers and nurses, with similac issues 

reponed by O thers. 

The greatest dissatisfaction is encountered in those situations when the unit rnauager is 

from a difFerent discipline. The nurses in this study feel that outsiders do not know about the 

nature of nursing jobs, especidiy during shiti work, compounding theu lack of respect. In 

hospitais nurses are the only ones present 24 hours a day, over the course of eight or twelve hour 

shifts. Other services, €rom which the managers are increasingly pulled, are provided during the 

day and perhaps during evening shift on a reduced basis, such as social work and physio-therapy. 

Noue of these disciphes works the ni& shift. They dl ueat aspects of patients, anri none of 

hem is involved with the whole person and di their needs, as nursmg is. Add to this the 

d i c d t y  of deiineating nursmg work, dich does not have ciear boundiuies and is largely 

invisibk to the outsider, and it becomes very hard for others to understand what nurses do. 

Davies (1995) dkusses this phenornenon of non-nursmg managers that also exists m the British 

system, as an exampIe of 'managerial science' slowly replacing 'disciplnie specific' knowledge 

as the privileged form. SoIutions to the 'health care crisis' are thoupht to be brought about 

h u g h  better management, by smctIy looking at 'outcomes'. Therefore, m theory, the 

backpund of a manager is believed to bear no importance on his/her gnenc ability to 

'manage'. Privileghg this type of knowledge can easiIy Iead to the 'bottom he' ovemdmg 

'quality of care*. 



Despite the loudly and pubiicly professed emphasis on education by institutions, in reality 

there seems Iittle support for it. Many in-service and orientation prograrns have been cut back as 

a cost-saving measure. Even when nurses pay for their own education, they encounter nothmg 

but barriers at the local IeveI, as irene's example, about king scheduied the night before her 

Monday mming class, vividly demonstrates. Many others dso cornplain about how difficuit it is 

eetting the time ofi to go to school. 
b 

Leaving as a type of resistmce is a typicai suategy that nurses employed historicaiiy. Yet, 

other patterns of resistance are also ernerging in places, probably Decause it was difficult for a 

wMe to find a job. As no one was hiring, many nurses were forced to stay and deal with the 

situation. In Rode 's  example resistmce in the f o m  of confronting the unit manager is emer_@ng 

rit the locd level. Hilda too has some advice as aiternative to ninning away: "1 tind ifyou speak 

up and give your side of the story, and you are not afraid to stand up for yourseif, you practicaüy 

have to stand up for yourseif, and 1 certainly saw it more than once, and 1 tind that the more you 

do it, the more they respect yo~..". In Ronnie's example the nurses are beginning to chdlenge 

their manager's authority, by asking to meet with him over these issues. There seerns to be an 

emerging realization of nurses' own strengths mciting their united resistance. Perhaps it is 

reco_&ed by the manager too, inducmg hirn to stail. 

However, it needs to be said, that nurses do not aiways pasp opportunities that are 

ot-fered to irnprove their conditions, as we have seen in Sarah's example. M e n  the nurses had 

the freedorn to determine their own breaks, they did so for their own personai reasons with littie 

regard for the needs of others. As power relationships are always complex and aniculatiug with 

m y  neighbouring discourses there is no guarantee that desired outcornes wül a u t o ~ c d l y  

foliow the oppomrnities. It goes back to nurses bemg humans, constituting themselves with 

conflichg desires, wants and needs, and shaped through aaining and work practices to listen to 

others that teil them what to do, or to resist passively rather t h  openly. 

Overail there are few positive examples of relationships between the participants and 

managenieut, even at the unit leveL A perceived general diiegard for nurses as ind~duais  -- a 

lack of respect - is the most universai cornplaint, foiiowed by decisions bemg made by people 

who Iack bowledge of the bed side witbout the nurses' mput. 



S-ary 

In this chapter 1 uy to show how power works through the strategic games of the various 

players. It is not a simple mtter of either posessing or lacking power; power and resistance are 

exercised by di in many places and by many means. building on and expanding other existing 

relationships. Power's productive efiects are not monolithic but heterogeneous as they appear at 

the local levels in many forrns and pises. New insights were gained, 1 believe, by looking at 

power from klow at the practice level instead of through the usual top down institutionai 

analysis. in instances where the power relations were not specificdy recognized as they were 

taken-for-graated, no resistance was noted. Examples are nurses facilitating the physicians' 

autonorny and reinforcing their superior status through unquestioned acceptance of or 

accommodation to their authority. 

The nurse-patient relationship generdy rernains the hem and sou1 of nursing, despite the 

mains chat resuucturing imposed. 1 wiii try co uncover tiirther some of its much more subtle 

power relations in the next chapter in which nurses' subjectivities are explored. The data of 

nurses' relationships with each other show chat p w e r  works insiduously and simultaneousIy 

through varied mechanisms. Theu comments and stories reveal power's embeddedness in the 

social networks, the systems of differentiation expressed as mmy hierarchical relationships. 

Unquestioned codes and traditions perpetuate these mechanisms of power, ofien unbeknownst to 

the players themselves. Examples are who can caU whom by fust name, who is ddressed with 

titles and 1st  name, who can write orders, who has to cary them out, whose knowledge counts, 

whose is diicounted and invisible -- how 'the actions of the various phyers act on the actions of 

others, actual and potentiai'. These deeply emkdded hierarchies accordmg to perceptions of 

statu and whose 'knowledge' is more vaIuabIe shape and distinguish relationships - within 

nursing's own ranks. arnongst the health disciplines, especiaily doctors and nurses, as weii as 

administration and nursmg. They impact on the positionç of players amongst each other, m a h g  

them appear naturaiized, and are 'sirmrltaneously their origins and their eî5ects' (Foucault, 1982). 

Nurses' historica1 d e s ,  as haadmaideus who foiiow orders, continue to influence their positions 

vis a vis other goups. Caught up in these long-established webs, nurses ofien are vyiug for 

approval by w u p s  that are perceived as more powerfuL They therefore con- to look for 



support and approval outside of the discipline rather than fiorn each other. 

There are many mentions of 'lack of respect' for nurses and failure to ueat them as 

individuals, Physicians continue to hotd a privileged position in the team. Nurses stiil play their 

supportive and mediating d e s ,  &g excuses for them preventing and rectiSfing their 

mistakes. As they smooth the way and fiil in the gaps, they continue to facilitate physicians' 

work, helping thern to keep their e!evated societd statu and to make their practices appear 

autonomous. Yet these customs leave the nurses thernselves standing in the shadows without 

officiai recognition. Administrative power seerns to work mainiy though its mystiQhg 

invisibiiity. The presence of unit managers at the tiont lims detlects attention and anger away 

tiom the m;Un decision makers, who remain unknown. The dominanc mageriai  discourse is 

Unpacting work at the tocal Ievel, ofien building on existing practices such as uncoliegiaiity and 

exploithg them by designhg work patterns such as casa i  s t f i g .  Severai nurses recognize a 

retum to tighter conml, after there had been some decentralization, such as input in their own 

scheduling; other participants believe that administration is mly  uninfonned about nurses' work 

and what happens rit the bedside. In the study of British nurses' job satisfaction by Tovey and 

A d m  ( 1999). po t -  relationships with management were ais0 cited as a major cause of nurses' 

discontent in some insututions. However, many of theu nurses, too, failed to make a comection 

between working conditions and management. 

The mstabüity of power relationships is noted here and there. Nurses' mvolvement with 

the multi-disciplinary team is improving communication benveen them and the other players. 

Yet, the danger is that, by trying hard to fit in, they often miss the chance to develop their unique 

roles and conm%utions as representatives of their patients. They seem to be going dong with the 

tearn even when it is a g h t  the mterest of their patients, foiiowing traditional patterns of letting 

someone else take over, reinforced perhaps by their own insecurities. On the other hand, there are 

also new si-gs of resisrance. After losing their previous fairIy comfonabIe and safe positions, 

nurses are kgbming to becorrie more aware that there is strength in nurnbers, as the many job- 

actions in recent years have shown. In an above example we see some open challenge of an unît 

manager who fails to show respect to his st& Here and there support for each other begïm to 

emerge at the unit Ievel, with good success. There are exanipIes of individual nurses d e m g  



doctors' orders when they beiieve their patients' weU-king endangered or  their own knowledge 

base discounted. However, these acts remain bidden within 1 through the existing official 

documentation. There are aiso emerging stories of mare open communication with other 

coiieagues over unfairness in work assi_enments or other disagreements. 

Nurses' relationships with others are structured, consciously and unconsciously, through 

cheir own and others' perceptions of nursing within the context of their interactions with the 

interdisciplinary team and their patients. To kani more about these processes it seem important 

to explore their seIf perceptions and seif-styling practices. The next chapter wiii therefore deai 

wvith nurses' subjectivities. We have lemed how nurses' roles in the restructured system are 

Ieaning torvards rriiin-a others, versus hands-on care vaiued by nurses themselves. There are 

dso the oId, often unquestioned images of the Iiandmiden and self-sacrificing angel bat stiIi 

seem to impact on nurses' own and others' perceptions of nursing. In the previous chapter 

discomfort rtmongst other disciplines is noted, as they perceive themselves of lower statu, 

&y due to the lack of a university-based education. Within these discourses they often faü to 

reco@r: their own important contniutions to heaithcare. How the nurses wish to practice -- 
t h e ~  relationships with themelves as 'socidy desirable nurses' -- wiii be explored. 1 am 

attempting to shed iight on how the various discourses get negotiated within the participants' 

own consciousness, to produce their images of nursing now and in the future. 



SUBJECTMTIES: 
SUBJECTION AND SELF FORMATION 

Introduction 

tn this chapter 1 explore the participants' views of themselves as nurses and their ideals of 

nursing -- how they would üke to be perceived and practice. ïhereby 1 hope to l e m  more about 

how they take part in consaucting their subjectivities, the processes through which individuais 

are mmtd into subjects. Foucault (1982) believed that, knowmgly at times but mostly 

unhowingly, individuais adopt societal concems and attitudes and teel tied to them by their 

conscience. Prior to deliberately choosing their values many complex mechanisms take pIace that 

act on people's 'bodies, souk, thoughts and conduct'. In these processes of 'subjectification' 

(Rabinow, 1984). seifunderstanding is usuaiiy mediated by an outside authority, such as 

regdatory and institutional bodies of a discipline, or through chosen role rnodels, As these 

processes are never transparent, not even to the individuais themselves, it is only within the range 

of their awareness that they are able to 'choose' and 'reject' how they want 1 do not want to be. 

Their choices are resuicted to and irnpacted on by the 'field of possibilities' accessible to hem at 

the5 specific time and place, hence can always change. Through these cornplex mechanisms they 

develop images of themselves as 'mord' subjects and fit themselves out with the 'desired tnichs'. 

In the tirst part of this chapter the participants talk about their personal perceptions of 

nursing, when they tirst started and now. They speciticaiiy elaborate on their disappointments in 

nursing. They are mvited to discuss the philosophies which guide their practice, including 

patient-focused care where applicable, as it is the philosophy adopted in one institution. Lastly 

they taik about their images of the 'ideai nurses' they envision. Through their retlections I h o p  

to l e m  about how the 'socidy desirable nurse' is constmcted and what conditions they beiieve 

to be necessary to make exceiient practice possible. Using Foucault's ideas, my previous chapters 

on nursmg's history showed that its diourses, Like those of d societal institutions, rire shaped 

by 'scientitic categorizations' and 'dividmg practices' riccepted as me at the t k .  They are also 

contingent on, and embedded m, aii the other 'neighbouring practices' such as the restnicniring 

processes, which m tum are co~ec t ed  to the political and economic discourses and events, and 



with them undergo simultaneous ongoing mod%cations. As nursmg rernains overwhelmingly a 

'ferninine discipline' and, as history reveals, nursing's image is closely tied to the dicourses 

about womn. 

In addition there are the persoaai experiences and visions that lend variations to each 

nurse's ideas about nursmg and the characteristics and conduct of a good nurse' they deem to be 

acceptable / unacceptable amidst the changing larger societal views. Tliese ideas represent the 

aspects of 'active self formation', usuaiiy arising from aivamess that they are experiencing 

'exploitation', 'domination', or 'subjection' -- how they 'do not want to be' (Foucault, 1982). In 

the previous chapters we see that resistmce is expressed during conflicts between their ideais of 

practice and institutionai demaads imposed on tliem, such as heavy workloads and non-nursing 

duties resulting in lack of tirne to interact with patients ruid to provide good care. It also arises 

over perceived devaluation of their laowkdge and contriiutions, and lack of compensation and 

respect for them, which perhaps are not new phenomena but have become exacerbated in the 

curent cümate, as there are fewer muinsic rewards. 

Later in the chapter the nurses' ideas about the occupation of nursing as a collective 

discipline are examined, Le. where they think nursing should go from here and how they want to 

get there, Views on proletuianization, such as job actions, ris weU as professionalization, 

includmg thoughts regardiing educatio n, are also examined. Perspectives on the degree 

requirement as enuy-to-practice are explored. The personai image of nursing a d  the collective 

view of the occupation are diierent facets of nurses' subjectivities and increasingly meldmg 

together as Farreii (2000) m;iintains. Both conm%ute to nursmg identities. One calIs for 

discipline as 'self goveniment', the other for coiiective and political endeavours m which nurses 

participate together. In the past and the present personal improvement is foregrounded, as nurses 

are constantly encouraged by their Ieaders to enbance their practice through education, better 

time management, cooperation with the interdiiiphary team, reflective practice etc. Yet, as the 

previous chapters show, mutual support and king together is slowly recognized as an essentiai 

strategy of resistance to brin? about desired changes. Why nurses choose nursing, their 

philosophies and ideais of practice as weil as their disappoinmients are now explored. 



The Choice of Nursing 

Participants' perspectives 

1 grew up in a Roman Catholic home and went to a Catholic school that was nin 

by nuns. And the nuns were also nurses. So it was rny drearn to become a 
nurse Ai those years. (Linda) 

1 don't know ... for some reason. right during high schoul is when 1 made the 
decision to go into nursing ... 1 can't think of one particular tIiinp that influenced 
rny decision to go into nursing, but there were a lot of t b g s  that happened 
tiftenvards to support that decision. (Carol) 

The above comments were quite typical as to why these nurses went mto nursing. Some 

seemed to slide aImost naturdy into it. Others tint weighed their choices more or less carefully. 

Severai, Like Carol, gravitatrd Uito nursing without thinking much about it. Once in nursing and 

liking it, Carol, Like some of the others, had academic obstacles to overcorne: 

And the reality of nursmg kind of hit by the end of k s t  year. 1 didn't know di this 
was nursing, they never do h t  on TV... 1 failed tests and rewrites and got booted 
out of the course! Bemg a student never has ken a p a t  love of mine in the early 
years, 1 enjoy it much more now, than 1 ever di& That downfaii in itseifdidn't..it 
only tiieiied my desire to become a nurse. It strengthened my desire more so thau 
anything. It was something ... dammit, 1 am going to do this now, if it is the 1st  
thing 1 do ! 

Danielle represents another example of somane who did not reaily deiiberate beforehand or, if 

she did, does not remember much: 

Well, 1 dont  know actuaiIy ... 1 probably just wanted to be klpfuL..m a helpfbi 
kind of profession. 1 have doue candy-suiping when 1 was a teenager, and 1 guess 
hospitais did not make nie sick, c, 1 I p d  1 mi@ apply for it. 1 must say, 1 did 
not redy think of much else, so I decïded that was it, and went mto it and never 
thought much 

Samautha seemingiy fidfiiied an early drem by becoming a nurse. She too had never considered 

doing anythaig else. Takmg care of others' was a smnp desire for her: 



Xctudy I decided when 1 was riround S...when I was Little, I remember my aunt 
w d  to be a nurse. 1 used to aiways look at her and my neighbour who was a nurse 
and think that I wanted to be one too. And ifsomone cut thek hmd, 1 used to 
always run and watch and things with ail my girfiends ... Ever since 1 wsts a iittle 
girl 1 wanted to be a nurse. 1 never changed my mhd. Even when i was iittle, I 
used to aiways take care of my brother when he was sick, or my sister, 1 used ta 
like that. Like ifthey wanted somthing I used to get themfood or sornething. 
h d  then, in high school, 1 could not go mto nursing, my mks were noc good 
enough. I just never uied ... so I did not get in, Sol becriuse of my marks 1 had to 
take t h t  pre-health program and it gea you into nursing. I redy snick with it, 
because I always wanted to be one ... 1 thought of it as, you are a caring person, you 
take care of people and di that stufF. 

RoIe mdeIs were an inuence on her and severid other participants' choices. She also was one 

of severai who had to upgrade the? rnarks to get into nursing school. 

Esther's perception of nursing as a 'naturai' job for women is typical as weU. It shows, 

once again, how nursing is cIoseiy msociated with discourses on women's roles: 

I think 1 aiways wanted to take care of people. tn my f m d y  1 wris dways placed m 
that position, where 1 had to take c m  of the rest of my sibhgs. And ofcourse at 
home, where I came boni, as soon as you are able to do housework, to cook, CO 

ciean, you are Ieti to do this. So, 1 wrts dways in that position, where 1 was taking 
care ofother people. 1 think that was one t h g  chat put me in nursing. 

Of all the participants irene had to scde the most dficult hurdles in the pursuit of her 

life-long dresim. She was middle-aged when she finaily realized it- "1 aiways wanted to be a 

nurse, ever since I was a iittk girL.1 rernember on Chrisanas we h d  sent a Ietter up the chimney 

to Santa Chus and I always asked for a nursing uniforni 1 wouId take care of di my teddy bears. 

My grrtnd father was a nurse, di my cousins in ScotIand are maie nurses, it's funny-..yeah, 1 was 

the first temale m the f d y " .  She taiks about hardstiips she encountered. Growmg up she had 

taken c m  of her sibhgs due to family probIems. Then she got married and had chiidren "So, 

there was never the ri@ tirne, there was aiwqs somthhg else coming up. 1 had to work, so I 

becanu: a secretary. That is what every one did m those days. I was good at it, but it was not whac 

1 wmted". One day, however, she read a story m the paper: 



It said that this woman was getting celebrated because it was her 100th birthday. 
She said she had a marvellous life, except she always wanted to be a nurse. And in 
those days her Dad did not let her become one. And it just hit me! I was in my late 
thirties, and I said ... I am getting there. I did not want to be like that poor lady. 
Because you could always say, aD. your life that there is never a good time. And 
there will never be a time where you can actually sit down with a calendar and 
pick a good time. If I wanted it bad enough, I have to sacrifice now. SO ... I left my 
job, which really almost cost m my marriage. My husbanb.. I got myself through 
nursing school, he could not support me, he was so mad at me for giving up my 
job, because it was hard for him,. we just fought constantly while I was in nursing 
school, about how I had chosen dreams and I could put the whole family into the 
street. 

Because of her personal difficukies she took the part-time prognm It ran in the evenings and 

lasted the whole summer! "But at least I was home during the day time. Just to get money to buy 

groceries and stuf'f I baby-sat a M e  boy and tried to study while he slept. It was a hard time, and - 
so it never actually stopped being hard, it just keeps getting harder and harder. .. now working 

nights and going to school...". 

Corinne is the only participant who openly expresses her disillusionment with the career 

of her early dreams. She wishes she had further explored it before acting on her childhood 

quat iom.  Her parents had advised her 

... to go into engineering or something. To be honest with you, I wished my parents 
wouId have had a little more intlurnce, with what I wanted to do career wise. I 
thought a nurse would lx in the nursing profession. I never looked into the salary, 
I never looked at anything else. I just thought the word, you know, when you are 
young, I thought of the word nurse and I thought wow! 1 become a nurse, it is 
ideal. My aunt is a nurse, I never redy confided in her, I mean she is in Australia, 
I never asked whether it would be a good profession. 

Yet there are also those for whom it is a more carefully weighed choice. Linda, cited at 

the beginning of this section, decided eady on nursing. She had p w n  up in a different part of 

the world where she first became a teacher. Severd years h e r ,  after corning to Canada, she 

finally went into nursing. She further descrii  her childhood impressions about Catholic nuns 

who were nurses and ran an independent nursing station m an M c a n  country. These 'role 

models' k c a m  pivotal later on to her second choice of occuparion: 



As 1 say, watchmg those nuns with their hooded things ... we would only see dieu 
Little faces ... it redy used to impress me, the kind of things they would do to di of 
their cases, because when you were sick you came out from the clinic, waiking. 
Because they gave you a needle or somethiog, whatever they used to give us. it 
was great. And you wanted to know ifyou could give, whatever they were giving. 
And that is what r e d y  has driven me into nursing, and 1 have k e n  domg it ever 
since. 

Many participants first discussed career choices with parents and coumeilors or 

underwent ability testing. KeUy recails: "'We did aii these tests in school and 1 scored always high 

on mental social things ... 1 always Mt that nursmg had a lot of tlexibility, you could do bedside, 

teaciching, ICU (intensive Care Unit) ... and it was also tlenMe with a family, you couId do it pm- 

time". SheUy feels she got more or less 'channeled' into it. Nursing was not thought of by her 

teachers as a disciphe that was high on the social or achievernent scde. She suspects rhat her 

social statu was perceived as limiting her possibilities for advancement in Lifé. 

Way back when? You know 1 reaiiy don't know for sure.. . Even when 1 was 
working and 1 nias 14.1 always had a job, where 1 was workmg with the public in 
sorne sort or whatever. 1 know, at one point, 1 considered medicine, but redy did 
not have the financial means to be dohg that, and 1 don't think I had the 
confidence to go ihrough with it at that point. 1 was not a good student m high 
school and 1 was told 1 would not do much of anything. 1 mean there was a lot of 
prejudice, because 1 came fÏom a pretty poor background d . . t h e  poor smdents 
of course will never go to University, because they are stupid. 

SheUy went into teacbg d e r  becoming a nurse and switches back and forth between the two 

occupations. Right now she is holding both jobs part-tirne. She relates that, angry at king c a s  

into the 'poor student' category by her teachers, she proved themotherwise and goc top marks m 

her academic endeavours, which she too found harder than expected. 

Jeunifer in her usuai humorous m e r  talks about the limited choices open to wornen in 

her t h .  Nursing was not a reaiization of dreams, but a practicai decision: 

Well, it goes üke this. The idea of gettmg dressed up, puttmg on hgh heels and 
pmcing off to an office to sit on a boss's lap and take notes and work on a type 
wrïter, never appealed to me. 1 did not want to be a teacher, because 1 codd not 



stand the idea of 30 sets of eyes boring holes into me, 1 did not üke school. And 1 
codd not figure out what else to do. At that tirrie womn were not as advenmus  
and they did no t drive tractors and do ail the tIiings chat they do no wadays and I 
would have Ioved to do ... so I thought, weii I can go into nursing. E have got a 
fairly suong stomch and so, and you know 1 was sort of fairly good m helpmg 
people and it is not an office job. 1 don't have to dress, I can Wear  a unitorin, it 
will be ahght. And here 1 am 

Hilda, citing some of the same reasons, wanted ro do something where there was "riction on the 

job". Mer grade 13 she was "tired of sitting on a desk". And Sonya completed two years of an 

university arts progam, got &ed and had two children. M e r  staying hone for 3 % years she 

was p r a p r i c  in her choice of nursing: 

I dways üked hdpmg people. 1 thought of nursing, chat would be the most viable 
thing 1 could do, the most téasible thing, as a mther  going back to schooL When I 
went into nursmg I thought it was just bedside nursing. But uow there is public 
heaith, community nursing, p u  cm work ni a daycare, working at a school, 
working in a hospicai. You can work in people's homes, with children, elderly, 
there is just so many different things, so many different areas. And in that way ir is 
much more excitmg. 

Romie saw nursing as a means to an end- As a chdd she hsid wimessed a nurse doing 

rnissionary work, who then becanie her rote rnodeL Thi;refore her ultimate god  for becoming a 

nurse was to do missionary work. Mer  nursing h r  ten years, a féw montbs before the mterview, 

she had traveiied with a multi-disciphary heaIth team to a developing country. She recafis 

excitedly the primitive conditions, the di, yet: 'Tt wu wonderfuL To me that is nursing! So, 

finally 1 did it! ï l a t  was the reason why 1 went mto nursing, and if an opporrunity arises, 1 stiIl 

will want to go to difKerent places and hving that as part of my Me, it wili mmfiormnie in a 

way". 

Bruce, who has 'lots of doctors and nurses in his family', made his decision afier careh1 

delirations: 

1 wanted to take medicine, but 1 saw that nurses had more tirne with people than 
doctors do and that is why 1 thrmc..and also my rnather Ioriked at nursing as 
far. ..probably as a çarnig profession. And tnrough my own experiences with 



nurses and doctors I aligned rnyself more with the nur se... that is what drove me ... -1 
wanted to be a neuro-surgical nurse, 1 wmted to be able to do those things ... to do 
the technology. That is what brought me in, 

As far as the other two men are concerned, Derek chose nursiag on second thought, sounding a 

bit self conscious about wanting to 'help people': 

1 was in a job that 1 hated, I was a buyer. 1 had to travel too much and did not k e  
the job at aiL I had a horrible boss and I was not sure where I wanted to go. 1 had 
some tiiends that were nurses... on the whole they r e d y  Liked what they did, they 
seemed to get s o m  satisfaction h m  their job. And, it sounds corny to say, I do 
üke to help people. But certainiy that is part of it, I donPt know if that is the main 
one. I knew that there would aiways be jobs, I knew it would be tlexible. I knlw 
the salary was not amazmg, but it was okay At is also a profession where you c m  
son of remvent yourself. There are so many different aspects in nursing that you 
don? ever reaiiy have to get stde, so you c m  do so m y  diierent things, I think 
that is the biggest thing. 

Jack teus an interestmg story. He had decided, at chis point in his Me, to get out of the various 

jobs he had k e n  working in and entered nursnig more or less by default: 

1 got into nursing by accident. It was not even planned, 1 had a lot of ciifFereut jobs 
over the years, before getting into nursmg, working m construction, I did s o m  
pretty crappy, temble jobs. It gave me an appreciation for not wanting to do those 
jobs any more. And so 1 was l o o b g  mto sornething eIse. So 1 uied to get into 
dental hygiene. On the day of the testing process, to see if I was a candidate for 
the program, I had a reaiiy bad attack of rend colic. 1 missed it and the ody thing 
open for iz~: SUU was nursmg. I did not reaiiy ever think of nursing and cenainly 
not me in nursmg. So I put my n a m  in and they accepted me. A n d i t  was an eye 
openhg experience, it was a reaiiy tough program We worked Iike Trojans. And 
out of our class of 3ûû probably les than IO0 graduateci. But standards were reaiiy 
hi& the expectations were reany hi& 

Once in, i&e ad the others he was quite @raseci with the challenges that the oçcupation poses. 

Kathy is thoughtful and serious as she taiks abut unexpected benefits she hund m this career 

path: 'There is one thing about nursing, it was really humbli~ ... it has reaIiy changed m". 



Discussion 

For a Iong time in history nursing was seen as an occupation that was 'namal' for womn 

and that good nurses were 'hm, no t made'. These betiefs pomt to expectations about certain 

characteristics of the type of person that chooses this kind of work. Participants for whom 

nursing was a me-long dream corne closest to the cornmon stereotype of the 'self-sacrificing 

angel', as their choices seem based mostly m emotions. Several of the women chose nursing as a 

job appropriate for fernales. as there remains an underlying theme of nursing king 'the naturd 

thing to do' for thern However, this reason is rnentioned more likely by the older fernale nurses - 

- Corinne is an exception - and seems to have featured more m the past than today. Others 

carefulIy deliberated, including those who entered it as a second career. Two of the men and 

some of the women f d  hto this group, while a few carne back to it, after holding O ther jobs for a 

whiie. Even Jack, who clajmed he got in 'by accident' had known before that he wanted out of 

the 'homile jobs' he worked in and looked into heaith related occupations. 

Sevenl participants, including some of the 'dreamers' had to work hard to achieve 

success, as it was not as 'easy' as they had thought. Yet they doggedly persisted in bringing up 

their @es through remediai classes or repeating courses. ïhis seemingly widely held 

assumption about nursing as 'easy' is aiso reflected in SheUy's account of her teachers' beiiefs 

that it was achievable for her, a rnember of a 'lower socio-economic ciass' with 'iimited 

potentids'. trene's story in particular üiustrates how the desire to become a nurse seemed to 

wow smnger m face of ali  the adversities she contmues to experience, even now, as she is trying - 
to obtain her degree through part-time studies, while working. As mentioned, she had been a 

secretary before gohg into nursing. Two other femaie participants had tau@ En@h as second 

tanpage courses, two are previous school teachers and one of them continues to teach part-tmie 

m a Commtmity Coilege, while a h  working as a nurse. There are many similarities between 

these rime traditionai 'femde' occupations. Historically they represented 'fittmg' career chices 

open to woum. Aii are ill-dehed and non-specialized; ail invoIve carhg for others (Acker, 

1999a;b Davies, 1995; Mills, 1956; Witz? 1992). 

Once in nursmg, ail participants liked the satisfaction that c o r n  with this type of work 

and aii  a p e  thar nuskg is, or at least couId be, a worth while job. They welcome the flexibility 



and variety of oppotzunities it offers. Tney taik about 'the chance for personal renewai' and 

'transformation', which indicates consçious self-stylinp -- as Derek put it, where you can 

'reinvent yourself , S imilar descriptions of conscious 'self-formation' are also evident m Kathy 's 

and Ronnie's statements md those of several participants who entered nursing as a second career, 

or came back to it d e r  working êlsewhere. 'Helpiag people' is what di participants have in 

c o m n  and enjoy. This realization came CO thern at some pomt in the? careers, fiequeatly after 

they entered nursing, if not always betgre. They are 'humbIed', iqressed, surprised ahu t  what 

nursing entails, includkg that it is much harder than they had anticipated. Yet there are iilso 

disappoincments, particularly today, which wüi be examined next. Some of them are further 

confrmiritions and expansions of what is discussed in the previous chaprers. 

Disappainiments 

Participants' perspectives 

When 1 was little, 1 thou@ nursing was. you take care of somebody who is sick, 
and now you are going to end up ha- a healthcare aid looking after them 
guess it is also because of restrucniring aad cutbacks too, ... more responsibilities. 
you are looking more medicdiy at the person, m a way ... and 1 don't know if that is 
redy nursing any more. ... because on our unit in thr: hospitai, the nuse does 
aiready the serious SM ike IVs and that... and the health care aid is the oae who 
wiii wash the person and put lotion on their back and keep them compmy and 
feed h m ,  you h o w  w b t  1 man? SO they end np getting cIoser with the heaith 
c m  aid than the actual nurse.-. 1 &O thmk too, sometmies I think it would be 
better if we got rid of the h d t h  care rtids and have a smaiier assipment, but do 
the entire care. (Samanha) 

It is a very tough W. It is much more than the physicd stress. the emotional, 
psychoIo&aI, the day m day out of @vine, it is not getting b a c L ï h e  sh î f t  work, 
the long hours, 10 - 12 patients each during the day shifts (on the floors) you are 
nrn off your fèet, you can not take c m  of purself. When you deai wwith death and 
dyhg on a M y  basis, you fée1 part of you dying at the scurr: tim. Yet you have 
to pick up [imniediately] a n o k  patient who is there. Who is gomg to do the 
debriekg- (Anna) 



In this section participants talk about disappointments they experience in nursing. How 

they 'do not want to be' cornes thereby mto clearer focus. Samantha above deplores how the 

curent realities put her m the position of manqing lesser skilled workers who do the actud 

hands-on m e .  On the one hand it entails more reponsibilities; yet it often prevents her fiom 

providing the holistic care she went into nursing for. She even questions if what she does is stiii 

nursmg. The participants di agree on nursing king 'tough'. Not only is it 'lots of work' but it is 

ais0 emtiondy taxing. h a  descnis  the hardships that are daily experiences of nurses. She 

dso, once again, deplores the ongoing deskilling, which she atmiutes to the continuhg intluence 

of the patriarchd system: 

'Deskilling' of nurses' work should not be acceptable ...[ there should bel more 
health promotion before people get sick. nurses should do the teaching about 
t h .  ..nurses are ready right now, but is society ready? No. Are institutions ready'? 
No. 1s the hierarchy ready? No. Are the 'boys' willing to let go of the power? No, 
they hold the power. 

As they are forced into undesired, stylized roles, she believes the perceptions others gain of 

nurses Iead to the ongoing devaluation of nursing: 

To be vaiued, we are not. It is not selfish to care for one self. We [are perceived] 
as h a h g  no personal lives, no families, we are not [seen as] worth taking a 
vacation, we have to give this unconditional cornmitment to the organization. 
... You are supposed to be knowledgeable to do aii these technical things, to be 
eyes, ears, nose of the physician, you are teaching, tolerating famiiies and 
patients ... but you don? get credit for it. 

Kathy maintains that in the beghing nursing was what she had expected, but no Ionger. 

"I guess it just goes back to people's attitudes now, people 1 work with Before 1 used to corne 

a m s s  so many positive people- There were not as many cornplaints back then, whereas now 

everybody [nurses] compIaias right when they come through the door...". Jack had k e n  surprised 

in the beginnmg of his career, for the most part pleasantiy, about nursing. Yet today he feek 

disappointeci, particularly about the amount of papa work, the loss of team work and 'esprit de 

corps'. lrene smUrarly is disïilusïoned over the non-nursing tasks and the paperwork that take her 



away from patients. 'Bemg with people' had attracted her to nursing and motivated her to persist 

in the face of al1 her adverse experiences: 

1 had no idea of the work involved, 1 knew it was gohg to be hard ... The 
paperwork! 1 never knew there was so much paperwork as there is! We do 
GRASP [a system that breaks criring work into a series of tasks, which have an 
ailotted time factor each] where you have to rate each patient that you take care of 
-- if they are cible to bath thernselves, that is a 3 -- every single day and then your 
t-loor gets funding. 1 don't reaiiy know what it does, but there is so much 
papenvork with people! And the part I üke is king with people, I did not really 
want to be a secretary any more. 

She dso deplores having to cake short-cuts -- which mans focusing on the tasks at hand - 'just 

to get through That is king a task master really". She further mentions lack of consideration 

with schedulùig to accommodate the orher demrulds of nurses' iives. 

Derek is particularly disappomted by the lack of respect and support from administration, 

the public and even nurses for each other. Conflicting 10 yalties for nurses in management seem to 

contnïute to further increase nursing's internai rifts: 

Weii, 1 expected ... the respect factor ... and not just getting respect, but giving 
respect as well [to each other]. 1 thought 1 would be ueated better, 1 think, vaiued 
more ... 1 guess we rire treated much worse and we are ueated badly by each other 
sometimes as weü. As nursing takes on diierent educational aspects, and 
hospitals are smart enough to bring nurses into management, 1 think that 
sometimes creates Infightmg. Instead of supporting each other and respectmg our 
profession, again crecitmg hierarchies for each other. 

lenuifer is disillusioned with 'lots of changes' she lived through during her career, 

includimg the mcreasmg technicai rationality of nursing at the bedside. 

We have gotten very technicai, machines, sîiiy props ...ail kinds of fancy gadgets, 
Lots of techuoIogy ... awtùI! And then with this emphasis on education ... they are 
nirnmg us into gIorified supervisors. When 1 h t  got there they had RNs m charge 
and a mix of RNAs [registered ninsing assistants1 and health care aids. And then 
they changed the min And now. 1 hear that they are gomg back to heaith care 
ai&. And at one tirne they abolished aU the heaith care aids and said they wanted 



professional people, so it had to be RNAs and RNs. They are putting RNs in 
charge and h a h g  them work with health c m  aids, except like they got different 
names for it. 

Next she descriïs the nurse's role in the reorganized system as incongruent with her 

own ideas of nursing: 

So now they have sort of pushed the envelope, they have stretched the boundaries 
and they are giving pople more responsibilities and put them in areas, and they 
have sort of made the nurse a glorüïed manager, so that she is doing very Little 
hands-on. She is s e ~ c i n g  machines and running up and d o m  and she is 
responsible for the work and the performance of a whole lot of other 
people ... absolutely more of a management position. 1 am looking forward to 
getting out, because it's been so mruiy changes in the last ten yem, my head is - 
spinning. T d y !  

Craving reco,pition, which is also discussed in the previous chapter on relationships, 

Corinne sounds quite desperate when she taiks about the lack of praise from her manager in 

particular: "1 am so dissatisfied with what 1 am domg as weii as 1 don? get the appreciation h m  

the higher bosses ... because you know that the managers don't care about you, so why should 1 

care'? So you don? put in a 100%. Lack of appreciation!" Irene entertains similar thoughts. She 

&O has suggestions for nurses, specificdiy managers, to acknowIedge each others' achievemnts 

more, giving praise where it is due, h tead  of the constant cnticism m which their relationshtps 

seem to be punded:  

But 1 think if a nurse feels she [sic] is not taken for granted, she is respected and 
that she is domg a good job ... 1 don't think people are praised enough We don? 
have to have someone to pat us on the back everyday and Say thanks for coming 
h...but for someone to Say, weli you redy handled that weii and you marfe a 
difference over here ... people are too quick to point out what you did wrong, or 
maybe not wrong, but they could have doue it in a difiierent way.Aey never let 
you forget tha~.. But they never corn up with, you did a very good job there, you 
d e  a Merence for that lady, she reaiiy perked up after she taIked CO yo L.. 1 
don't think there is enough recognition of the good we do. 

Confirming the Iong Iasting positive impact of praise, Rocinie reminisces about a good 



relationship she had experienced with one of her managers as a brand new graduate in k r  k t  

job, in which she felt supported: 

Things 1 had done, things 1 was not aware that 1 did well, the next day 1 wodd get 
a note tiom my head nurse, '1 know you had a busy night, dadada.. But I 
appreciated it and 1 have kept ... 1 saved it, you know. Those are srnaIl notes, it 
does not have to be a big piece of paper, d pieces of paper, that really boosted 
my morale ... 1 an more happy working. Like, when things go wrong and things go 
bad, 1 know 1 have the support, 1 know people are with me. 

Kathy beiieves that if nurses are more appreciated, "if you are starting them positive too, m y b e  

they will start feeüng good about themselves, buiid their self esteem, maybe get better 

performance ... and so ... Everybody will start feeling better". 

Corinne expresses disappointment that many nurses seem to think poorly of their own 

discipline: "A Iot of the older nurses at the hospital, they always say, if they had kids, they would 

have never recommended nursing. Tint is very discouraging. That means 1 have made the wrong 

decision going mto nursing. Or I don't know what they rnerui, it is very bad to hew b t  and I 

don't know what to do. They feel disappointed, they do, 1 could see it". Harrison and Reid (2001) 

declare similar feelings. They too state that there should te more support for new nurses and 

more appreciation of nursing as a vaiuable job, as they state: "we need to know that we made the 

nght decision" (p.27). That few recommend nursing to their own children or those of theu 

friends is ais0 found by Fletcher (3000a). 

What keeps the participants gomg? In order to ded with disappomunents Carol leamed 

h m  ber varied experiences that there are times for 'lettmg go': 

So much of nursing, 1 thmk, is saying what needs to be said, doing what needs to 
be done and then.,.letting it go. If you can go honie and Say.., 1 know 1 did what 
was ri@, 1 know 1 did what 1 had to do ... 1 may not feel F a t  about it now, but+.. I 
am going to let it go.. And as a nurse, if 1 can keep that m mind for myself, and 
realize there is always something to Ieam m a situation..I wiU be abIe to &a1 with 
the bull-shit, as weU as the good stuff, and for me that is the only way I am going 
to be able to stay in nursing. 



Shelly, too, is aware that there are Limits to what you c m  do: "You know yourseif! 1 think that is 

it, be honest, be fair and put m a good effort. Know that you have done the best of your ability 

md don't beat yourselfup that you did not get to do what you wanted to do. Cet to be redistic 

about what you are facùig out there, any job". . attitude is also embraced by Hilda: "You can 

only do so much You got to have a sense of humour. You have got to be able to leave it aii 

behind..,just do the best you can do". 

Despite aii their disappointments, and unlike Fletcher's (2000a) findings, most of these 

participants wouid still go into nursing ogain, if they had to do it over. h a  thinks new remits 

should know about the current situation to avoid unredistic expectations: 'Would I encourage 

people to go into nursing now'? 1 would give them the whole story, 1 would be very frank and let 

them know it is much more". Samanth: "I'd still do it again, though, yeah". And Esther States: 

"1 am satistied with being a bedside nurse". Even Corinne hopes to eventudy find somethp in 

nurshg that she wüi be happy with Kelly has sorne ideas, m d y  for nurses to take more 

responsibilities for their own &airs and show Ieadership: 

Hospitais have to give more status to the nurses, more involvement by nurses and 
nurses to take that oa..not to assume that someone etse is gohg to do it for you. 
We need leaders m our profession who are wilhg to wdk to the end of the m e  
branch and to look over and be wdhp  to take a leap .... and the more we see each 
other doing that, nurses right now, there is so much ener a... nurses are mgry right 
now and we need to chamel thrtt, we c m  channel chat. 

Sonya, who is working in a place where the workloads are no t as heavy and the nurses provide 

rhe hands-on care, expresses satisfaction and surprise about what she encounters: "lt is not what 1 

expected, but 1 rediy enjoy it and 1 redy like it. It is much more than what 1 thought it was. 

S o m  of it is much worse. It is more exciting than 1 expected." She feeis much nmre optmiistic 

than the others about her d e  and the choice of areas to work m "And there is so much more that 

you can do with nursing than 1 expected It is protiably a very dierent perspective h m  0 t h  

people's thoughts on it". 



Discussion 

Generally the nurses deplore severai points: king forced mto the role of hands-off 'case 

manager' andlor hi@ tech task performance without time for 'king with patients', non-nursing 

duties and not receiving recognition and respect. Further there is a lack of acknowlegement by 

others of the emotionai impact of nurses' work on them It cm be atm%uted to the traditionai 

discourse on pro fessionalism. Profession& are to remaiu neutral and detached. They are 

expected to see patients as 'objects', as 'others', to be worked on by them -- a 'dividing prxtice' 

in an attempt to 'separate the product from the producer' (Foucault, 1982). However, this 

separrition is m confiict with nursing values, as the interpersonal relationship Lies at the core. 

Nurses, as hrimans deal wwich other humans, not Heless objects. They render an dtruistic 

humanitarian service that can be emotionaliy drainuig. This aspect of th& work becomgs 

increasiugly 'invisible' m a system ernphiisizing the empirical, in which there is no masurement 

for emotionai labour, as it is not recorded within the existing protocok (Baines et al, 1991). 

Further there is the Iack of appreciation and praise, particularly from superiors, who evaluate 

costs and benefits in an increasmgly market driven system 

The 'polo-miut' problem (Davies, 1999, which reduces nurskg work to a senes of talcs, 

rnostly performed by others, proves the p a t e s t  disappointment. It seems to cake away what had 

lured the participants into nursmg m the first place or at least what had kept them there. 

Participants aIso believe that they would be capable and prepared to conmiute a Iot more, if they 

had time and more input. As mentioned before, the underutilization ofnurses' knowledge and 

skius b h g s  up the question, why higher education is demanded at a thne when jobs are 

becoming more and more technical and streamlined mto tasks prescriid by protocok. Sonya's 

comnients show that a good education can irnprove nursmg's conm%ution and satisfaction witù 

their work, but oniy ifgiven the right o p p ~ ~ t i e s .  She is lucky to work in a setting where the 

st&g is better than average 

Most staternents show confidence that nursing is stiü wonh wMe and chat change for the 

better is possible. Yet, chrough the experience of the realities of nursing and particularly the 

events of restmcturing, participants admit that some of their views became Iess idealistic. 

SimlIariy Tovey & Adams (1999) found perceived Iowering of standards of patient c m  an 



important factor in leadmg to nurses' dissatisfaction. Mitchdl (2001) and Webster and Bayiis 

(2000) d i u s s  the fett dissonance as 'moral residue'. In contrat to 'mord conflict' which is 

more easily recogaized and pronounced, it leads to a Lingering feeling of dissatisfaction and bum- 

out. At the same t h ,  a common strategy expressed by some of the seasoned nurses is 

recognizing lirnits to what they cm reaiisticaüy achieve, and 'letting go', as Carol. Sheiiy and 

Kiida show with their remarks. Perhaps this strategy is too readily used at times. It is a good way 

to attempt self preservation but can lead to a lack of effective resistance. Its focus on individual 

cophg rnechanisms once more Iielps to maintain the status quo, instead of explu ring O ther 

pa ssibilicies. 

To leam more about the participants' visions of the 'sociaiiy desirable nurse' and the 

associated 'tnrths', in the next two sections we wüi Iook at the philosophies h t  guide the 

participants' nursmg practice, foilowed by the discussion of the 'ideai nurses' t h t  they would 

üke ro be. 

Philosophies of Nursing 

Participants' perspectives 

When you have been a patient yourself, you see what it is iike on the other side, or 
when you have f d y  members who are sick. 1 love to take care of rny patients 
the way I want someone to take care of me ... and that guides my practice. And the 
same with my coiieagues, I treat them in the way 1 iike them to ueat me. (Ketly) 

When 1 Iook at a person, it is their body, mind and spirit. So, a lot of times when 1 
talk to the patients, 1 do ask them, especiaüy when they are doue, do you have a 
fait4 do you have anythnig you beiieve that provides you support? Not just the 
family, not just the doctors, 1 look out. ..so 1 do incorporate tint into my 
assessment, mto my care. (Ronnie) 

Several participants, üke Keiiy in her statement above, feel that the experïrtnce of king a 

patient heIped them to 'see the other side'. Kathy appiies the golden d e :  '4 p s s  w k  it coms 

d o m  to is chat you treat anyone else the way you want to be treated, if you are m the reverse 

situation". Ronnie d e m i s  looking at the whole person. Others simply mention that they try to 



do a 'good job'. That it is 'for the benefit of the patient' is universally expressed, Linda's 

statemnt is typical: 'To do the best 1 cm for my patients. And that is w h t  keeps me going ...". 

Jack &O makes it cleu that he works to improve patients' situations and derives his personal 

satisfaction from doing it: 

1 have so many different philosophies ... my phïiosophy is probably ... to do a good 
job, wherever 1 am working. Be happy with the job t h t  1 do ... At the end of the 
day behg satisfied that 1 did what 1 crin, tverytlhg 1 can, and ken  supportive and 
lemed and carru: away from my experiences ... with a better appreciation for what 
i am doing. But again, also to d e  sure the patient is benetitted most of aii! 

Danielle betieves that nurses can make a dserence in how patients experience ihesses 

through th& knowledge about navigating the system It is their duty to he1p them througti: 

i Iike to see that people get a good experience when they corne through the 
hospital systen..sometnnes it is very stresshi for the patient and their fmüy ... 1 
just like to see, especialiy bedside nurses to get to know the system, to try and 
help people through the systern..you know, you feel badly becaust sometimes. for 
whatever ceason, you couid have ken  a lot better ... it is part of nursing to heIp 
people lessen the impact, even if sometimes you can't do much about the 
situation ... and sometnnes t h g s  don't work that weU and work kind of st-lpidly.., 
so you uy and c h g e  that, if you c n . .  Sol we have to try and rnake the system 
run better, b t  is what hospitals and the system are here for, helpmg them get 
better ... deal with whatever happeus. 

TWO of the participants daim h t  adherence to their reIigious beliefs guides their nusine. 

Sarah taiks about the influence of her Christian background: "1 don't have a particular pfiilosophy 

of practice other thm patient-focused care ... weii, my own personal phiiosophy is h m  a 

Christian perspective and i work €rom that pbiiosphy. I do prayers; I am not perfeccl'. This 

perspective demamis sellless dedication, as she Iater explaias, ''1 am working the best 1 can, not 

to please my boss, or to get a promotion, but what drives nie is myself, because this person is 

important ... 1 am here so that this person cm go home,..hr exampie: praying for paients, give a 

dying patient a sense of peace, by prayiug with her". Ronnie too seems to have fo& her 

holistic philosophy of nursing mentioued above by buildihg on her reiigious values. She cIriims 

to derive a F a t  deai of personal fdflkmnt h m  'selflessness' and caring: 



What is the core of my beiiefs as far as nursing? 1 believe that caring is #l. Caring 
is one thing that each nurse should have. L le ,  without caring it would be dificult 
to nurse ..A accounts for so much as far as nursmg goes ... 1 think like for cne 1 am 
nursing, because 1 want to care for that person. Not just the physicai, every aspect, 
you know, looking afier the whole person ... Treating everybody !&e that and 
understanding that iives are valuable. ... value üfe and ahhh, for me it has a tot to 
do with my faith and beiiefs: How 1 see a person. What we are cailed to do, 
Christian teachmg, that di of us are created by God, we are loved by him. We 
love our neighbours as ourselves, treat them as we k e  to be treated. 

Some of the others discuss nursing pnctice and what it means to [hem tiorn a more 

worldly perspective of kinship. Irene's elaborate response is typical, as she tdks about treating 

patients and their frtmilies as ifthey were farnily of her own: 

1 always, aiways put myseif in other people's shoes. 1 tee1 it is not just the patient, 
it is the entire family. It is such an upheavai, when someone goes into hospitai, or 
someone is in the cornmunity sick. It affects the entire famiiy, not just the 
individual patient. And you have to Iook at it fiom that point of view and 1 think if 
this was my f d y  member, 1 would want them treated a certain way, dignity and 
respect, and i f 1  was sick, that is the way 1 would want it. So 1 aiways chink one 
should treat others as you want them to treat yourseif. ..to the best of my abiiity 
anyway ...y ou can't always do everything you want to do, but ... to the u m s t  of 
what 1 can do, that is what I want to do. 

This notion of family is ais0 echoed by Derek: "You treat people the way you want to be 

treated. Everybdy who is in dut bed should be a loved one. Somewhere, deep dom,  it is your 

mother, it is your father, it is your favourite aunt." And Samantha declares: "1 love to care for 

people l es  fortunate than me... and less fornate  thm my fdyY,.and, when I take cm of then 

a lot of UtnÊs 1 Iook at sonieone around my Dad's age p u p  and 1 look at them and think of my 

Daâ and think how wouId 1 like my f d y  to be treatedhow would 1 want the nurses mat them 

and that is how 1 try and treat my patients." Jennifer States that m her M y  work s k  thinks about 

what it would be like to have to go t h r o m  the procedures herseif. She too refers to her patients 

as 'extended family'. 

Carol is a mmber of the holistic health movenient and also practices 'healing touch'. 

This aiternathe treatment is based m the belief that illness resuits h m  a diiarray of a person's 



energy fields. Through 'the laying on of h d s '  by a healer, the energy fields are rearranged for 

the person to get well again. She believes that it helps 'seeing beyond the [physicai] body" to 

expand understanding of human beings. Bruce talks about how two nursiq theorists help hirn to 

conceptualize nursing: 

Peplau, she indicates, also Watson a bit, this entering one's We and becorning a 
part of it. ... a d  1 think &ut is what nursing is: interaction, king part of, living 
with 1 B e  that .... The ideal nurse lives with the person. Does not experience with 
but 1 think, interacts with, engages with, just part of king there. Our Ianguage 
does not do it very weil. 

Severd of my interviewees corne h m  an institution practichg patient-focused care. On 

the whole they ail a-me over the values of this phiiosophy. Whereris in the traditional paradigm 

the hedthcare providers are considered the experts of what heaith is and how to obtain it, the 

goal of this phiiosophy is to t d o r  c m  to the individual patients' needs, as perceived by them, 

rather than moving them towards estabiished norms. Hedth and ïüuess are descn id  by the 

individu&, how they tfiemselves d e h e  it, which could be difXerent h m  the healthcare 

providers' perspectives. This view goes beyond absence and presence of dise= and 

encompasses the whole person experience. Esther's comrnents about patient-focused care are 

typical: "Patient-focused c m .  .. 1 think it is good. When you approach it that way, the patient is 

satified. Yet it is also a personai phiiosophy, because when 1 cun in the hospital as a patient, 1 

would k e  this type of cm."  For her the personal interest shown by the nurse wlio practices h m  

this theory, plays an important d e  and is aise based in personai experience: "1 have k e n  a 

patient m a  hospitai and 1 needed care-..that is when you notice it most what good care means." 

Linda muses about som of the pros and cons. She &O points out present constnints to 

this way of practice, mainly the lack of tirne: 

The families have been mfomied about it [patient-focused carel and &y are using 
it as ammunition in b t s  of areas too, to fight for their riphts-.-Why not! It is not 
dways negative, because sometimes they have the right.. I thmk most of the times 
they have the ri,@ and 1 wish sometinies they knew what they shodd be asking... 
and.. mainly in active care it used to be a chailenge, because you want to teil the 



patient what to say. But you cm't say !.. and then they are not gettmg proper 
informaüon, especidy from the doctor .... and because of wbat you know ...they are 
sort of. ..lefi out at times, because you can't help and they are so trustmg of the 
doctor ... But now they are mare iniormed and they are asking many more 
questions. E think they like it this way better. 1 don't have the tirne for it because of 
the cut-backs, but it is much, much better this way. 

Kathy, in her comment below, agrees with the philosophy but cautiously points out that she is 

sceptical about how much it is currently toilowed in actual practice, based on her own 

observations: 

Oh yeah, yeah, 1 agree with it, The focus should be the patient ... 1 man it is the 
patient ... oh weU, when you have to bciug in the families and di the others, the 
diierent tearn members for coming up with a solution ... and things like th m... It 
works out ,...And then again, you hear so much from the family about the patient 
not king seen, and then you look at the chart and it has been a few days since the 
doctor has k e n  m...So, 1 don't know how much is bemg doue ... 1 can't reaily say. 

Bruce too diicusses problems to practicing from this perspective m the current tuinml of 

retnicniring and 'business approach to hedthcare', once again pomtmg at hospitds as the biggest 

obstacles to actual nursmg practice: 

Basicaiiy taking these courses on patient-focused care have mdeed made nie feei, 
yes, it is aue what is happening ... and where we need to be as a nurse. Trouble is, 
it is hard to do it where we practice. Today 1 would say our biggest problems are 
hospitais. The way they are organized, their philosophy ... 1 think, however, they 
cm not be any 0 t h  way. 

He gocs as fat as to suggest chat knowîng this type of practice and not king able to carry it out 

makes nurses even more fiustnted, like dangling a carrot in front of their noses but not dowing 

them to eat it. And Sarah's comments summarize some other common difficuities which are 

hterfering with the new perspective, such as caring for o k r s  when feeIinp krself uncared for. 

1 did the course. .. 1 am going to take the second part now, because after a whiie 
you lose your focus, aii the stress and the needs of people and the morale king 
Iow.-.and the stress Ievel of the nurses ... peopIe c a h g  m sick and you m s b n  
staffed al the t h ,  it gets you d o m  and you fmd you don't practice patient- 



focused care...it feels very fiustrating, you need the time to do that ... but at the 
same time 1 find a need to understand where the person is coming from is 
vitaL..where the patient feek strongly abu t  their history m the back of their 
mind...we know about the diiease, but instead of looking at that [patient's 
feelings] h t ,  your focus on the disease ovemdes what you are domg. 

She W e r  elabontes on her O wn stniggles in her nursmg role between the traditionai and the 

patient-focused care approaches, which she too feels is aggravated by the tensions and pressures 

of the restructured work envirooments: 

The most dficult thing for me is ... I found myself b t  I had to no t suggest 
solutions or impose solutions on patients ... and let them corne up with their own 
goals ... and to know whether or not they are Ïncerested m suggestio m... it is hard to 
be a nurse when you have to deal with a situtation ... We have good role models, 
but the resuucninng has dampened the spirits. 

Discussion 

By exploring their philosophies of practice we are kginning to leam about the 

participants' active self formations as 'moral subjects'. Most interviewees t& about their 

philosophies in practical t e m ,  a perceived moral duty to provide good care. Sotne seemingly 

hesitate at h t .  Perhaps they have never thought about their vaiues unt.2 now, at least not 

consciously. Yet for m y  their philosophies go beyond duties, often buWmg on and 

transforming with philosophies of 'neighbouring discourses' such as religion, nursing theories or 

holistic heaith practices the participants know abut. Spiritual components surface, either based 

in their religious, acadernic or holistic health values. Aiuuisrn m the form of 'putting yourseif 

into the other person's shoes', treating patients as they themselves would iike to be treated or as 

if they were 'family', is most commoniy mentioned. What aii these c o m n t s  show is that they 

are based m a humanistic perspective, recogni2inP the weII-bemg of persons mvolved over the 

values of the system The impression is that nurshg transcends bemg 'a job' into kmg a 

'calling'. 

Ronnie and Sarah both have strong religious backgrounds which are influencing how they 

practice. The image of the 'good Samaritan' is an accepted tradition m nurJnig smce Nightingale, 

who berseif was deeply religious. "Tt amse h m  the Judaeo-Christian imperative of care for the 



stranger as agape" (Bradshaw. 1999, p.477). Carol, an adherent of the holistic health movemnt, 

couceptualizes the nurse-patient interaction as exchange and repatterning of energy. Bruce, 

speaking from a more acadernic perspective, shows that new conceptualizations can expand 

visions and change how nurses practice, which confirms the importance and effectiveness of 

education. A cornmon theme m most of the statements seems to be the belief t h t  practicing their 

values leads to 'self fulfillmeut' and personai satisfaction. Previously, in the section about 

disappoinnnents, we see the 'points of resistmce' emerge in the form of their disagreements with 

and disilIusionments over the status quo. Conflict arises when nurses are expected to act in a 

certain way they see as tiitile and which hmders theu abilities to do a 'good job' the way they see 

fit. Exampies are 'papercrire' and statements of 'not enough tirne' to be with patients md 

f'ctmilirs. Mitchell's (2001) description of the 'moral residue' of contlicts, impacthg on nurses' 

weU-king and feeiings of self-worth, is mentioued above. 

in one institution there is a conscious attempt to reconceptuaüze nursmg at the bedside iis 

'patient-focused c m ' .  At the sarne time the policies of this pmicular hospitd are getting slowty 

reshaped CO reflect and becorne congruent with the philosophy of the patient at the centre of 

services. Yet these changes take place within, and in spite of, a traditional, paternalistic 

hedthcare system. The five participants mvolved generaliy agree that the patient-focused care 

phiiosophy can lead nurses into a better direction. Yet, concurrently, fears are voiced about 

adopting this approach Lack of time is the most tiequently mentioned impediment to this type of 

practice. It also seerns that for many nurses it is threatening to give up the expert role. Linda 

worries that possessing specialized information could be used by some families to manipulate 

staff, teaving nurses vuinerable. Then, &er m e r  deübentions, she admits that the FamiIies' 

questionhg is justified in most cases. These fears reveal how nurses are socialized aaditionally 

to mess and diagnose according to estabüshed 'nom', emulating the bio-mediial science 

perspective. In this mode professionais are the 'experts' with superior knowledge about heaIth 

and ilhess, providmg them with an elevated statu vis a vis d~ patients. 

The customary focus is on the illness and the goai is 'normalization' rather than listeninp 

CO patients' expenences and concerns, what they fear and wish for, and tailoring care CO their 

needs. Through their d e s  as welT-meanhg 'experts', heaIth professionais teii patients what is 



'best' for them, based on their privileged 'howledge', thereby helping to shape the subjectivities 

of their patients into an identity and ü€e styles, acceptable to society they live in. When their 

'pnviieged' knowledge is shared with the patients and f d e s ,  the nurses fear they could be less 

otien seen as the 'experts', revealing some relations of power between nurses and their patients 

chat are not usuaily adrnitted to. Themselves socialized into their 'des', nurses seemingly are not 

cooscious of their own advantaged statu vis a vis their patients that their 'expert knowledge' 

provides for h e m  At the same the ,  w i t h  the institutio nal hieruchicd reiationships, ado pting 

the role of patient representative holds the potentid for delirately reshaping relationships with 

patients in more cgaiitarian ways, more congruent with &eir expressed philosophies as diicussed 

above. It c m  provide the nurses with an unique d e  and distmguish them h m  the other 

members of the mterdisciplinary team We wilI now iook rit the descriptions of the sociaily 

desirable nurses, arising out of the participants' phiiosophies, and how their ideds fit into the 

resuuctured system 

The Ideal Nurse 

Participants' perspectives 

The ided nurse would be sorneone who is weii educatitcd, articulate, who balances 
the mtellectud with the caring, someone w h  is supportive of her colieagues 
... who realires that there are sorne thtags we cm change and others we cm not. 
An advocate of (w)hoiistic care, of patient-centred, fdy-cenued care, of 
coliegiai reco_enition m n g s t  the professions who saives not to br: complacent 
with the scatus quo. (Kelly) 

I thmk confidence is a red biggie, because otherwise they [nurses] have no voice. 
A lot of them are pretty soh spoken and don? want to rattIe the cage .... they don? 
speak up for themselves ... who cm relate on the whole ... to the patient, to the team 
members, to ai i  the different disciplines, but is there hr the patient, advocates for 
the patient .... m.. is self confident. (SheUy) 

The above quotations seem to comprise the participants' main ideas about ided nurses. 

Tùey reflect thek visions of nurses as 'nmrai subjects'. KeiIy's coqrehensive description covers 

the major characteristics nientioneù by the pamçipants, inçluding the ability to change and be 



confident. Shelly relates confidence to the concept of 'voice', necessary as her image includes a 

social activist role for nurses advocathg for the5 patients and themselves. Rotmie too sees self- 

confidence as an important asset to suive for, as it enables nurses '?O stand up for themselves and 

their patients". Kathy mentions open-rnhdedness and creativity. Irene, more practicd, talks about 

thinking and planning ahead towards when the patient, who needs to be seen as an unique 

individual, gets discharged. Jack particularly stresses the importance of experience which, for 

hospital nurses, includes a large experientiai knowledge base and handling emrgency situations 

effectively, both of which you have to l e m  'on the job'. He ais0 mentions the need For role 

models: 

Somebody who has a good hedthy exprrience aad education. Good bedside 
manaers, good patient skills, good people skills, hm a very professional 
demeanor, somebody who is weU punded and untlappable ... and as 1 am 
speaking, 1 am envisionhg severai nurses 1 am working with ri@ now, who have 
always been that way. They sort of set the standards, the yard stick toward what 
excellence in nursing reaiiy is .... They set an exampie ... and whenever the crap hits 
the fan, they are able to manage it. 

Carol sees the ided nurse as somme who is always w i h g  to leam and realizes her/his 

respinsiiility towards others. She loves what s/he is domg, gives of himherseif to the point of 

'burning out', once more con%ning that nursing is seen as a 'higher caiiing', not just a job: 

... who, h m  a human point of view has a lot of wonderhi qualities ... is not ...j u s  
in nursmg for the job ... they have to have a hem! They have to want to be there, 
even when they are bwaing out, they have to be able to Say, 1 got to step back here 
for a few minutes and take a break, or 1 can not stay in this job any more, it is 
dciving rrre crazy... Because to oie a person who chooses to be a nurse has to look 
at it as a profession and not a job ..A dUnyt know how else to word i~ . .  1 don't think 
there is a right answer. 

Bruce is entering graduate school and appreciates scholarly thniknig. He cofZIIflients on the 

nurse-person relationship as the core of nmmg. As he sees these interactions as always 

erriergent, the nurse ne& to be abIe to feeI comfortabIe with ambiguiùes and unpredictability. 

He also d e s c n i  the gratincations he receives by engaghg with his patients, entering the 



'inside' of their lives: 

My ideas of nursing now, that is why 1 want to go back to mental health nursing, 1 
do more reai nursing there ... it is more geared to struggles with unsurities, it's not 
cause and effect, you are not working even in a medicai Line of disease that c m  be 
cured..it is unpredictable ... personally I have O ften felt closer to the clients with 
mentai ilinesses or other clients, who experienced increditile ostracisrn h m  
society ... 1 have aiways liked to work with the worst of the worst kind of thmg, 
society's term, not mine... 1 donTt want to change pads, pants, tubes, pills, 1 wmt 
to do some more, somthing else ... and it did not corrie to me until now, but you 
becone part of. ..you are not outside. 

Jenuifer, etaborating on the importance of working together, discusses how the individual 

differences among nurses should be seen as assets, uot liabilities, in her opinion, beyond a 

common p u n d  to ensure basic, safe practice, it codd be advantageous to exploit the diversity of 

talents nurses have, to the benefit of patients: 

Ideai nurse, is there such a creature'? 1 reaily honestIy donPt believe it ... some 
people are good at chatting and making patients feeI emotionaily and sociaiiy 
well, and some people are just very good clinical nurses and they have excellent 
anatomy and physiology backgrounds. And other people are mare geared to paper 
work ...y ou kind of have to work together as a group ... the whole thing is that at the 
end of the shift those people, tiiat were under your care, have gotten what they 
should and that you have done the best job t h t  you cm.. . as long as we Iearn to 
do something üke a standard body of work and do it sociaily weii.,.it is as 
individual as your personalities ... sornethiag üke entertainers, one guy dances 
weli, others do other things weiL..we ali briag a Iittle somtbing different. [As 
long as] there is a basic body of knowkdge that we di adhere to, know 
medications and their side effects ... get sorniebody up safely. 

Diane seerningly summarizes that the ided nurse is open-minded, questions and 

coIlaborates with others, assens hirdherseif, shows good communication skiUs and works well 

with CO-workers. She adds the importance of feehg safe enough to ask questions when not sure: 

Someone who is smm, no t afraid to question anythgig...and cares for their 
patients ... everythmg else you can gec by with except.., if you are arrogant and 
think you know everythïng, or if you are a h i d  to ask questions because you rnay 
look stupici.. I am always askiog questions, even if 1 know the answer... even just 
to listen, or something is bemg doue and 1 amgoing, that is not the way it has 



k e n  done before, why are you doing it? 1 love to know why people do things, or 
their reasoa..you see a lot of mistakes king made, when people assume too 
much Iust bemg a good worker ... coilaborate ... I think it is a huge parc of any job. 

Samantha, as a new nurse, comments on coliegiai support: "If you have a junior nurse to 

be supportive to her [sic], and guiding other nurses [as a senior nurse] ... just caring and very 

helpful and stuff '. Irene, also new, in a similar vein: '~..somebody that does no t forget that people 

are new and have to le m... and is wiühg to open up her arms and embrace anybody that is 

coming on the floor and just show them things". SheUy also seems to recoçnize caring for 

colieagues as vital, as she shares her vision of the ideal nurse. She recomrnends nurses begin by 

becorning aware of how they talk about each other and not to berate each other. She beiieves they 

&O should care for themselves to prevent exploitation and resulting buni-out: 

... and [ a l e  needs CO] draw the h e  in the sand and say, this is it! Oh yeah, it is 
always a big g d t  trip, even when you c d  in sick ... here 1 am 'put the patient first, 
put the patient first' and 'oh yes, you have to work overtime because what is gomg 
to happen to the poor patient' ...'y es you have to do this, because ... you know all 
these support workers are no t here any more, then who is going to do it?' So 1 
think they need to be looking at both now...we certainiy have to be patient 
advocates more so than ever, but 1 think we also need to be our own advocates as 
weU.. taking careof people who are sick, but you are not aiiowed to [be 
sick] ... and then again you are not supponing one another. So and so cded  m 
sick ... again! It is Like, what do you expect when you are stressed to the gills, you 
c d  in sick frequently ...y eah, and probably son~times you are sick and tired of 
work and you probably need a mental heaith day. 

Anna too mentions, once again, that 'caring for seif' is cruciai for nurses. She also feels, it is not 

an expectation that others hold of nurses, such as managenent and even the public. Like Shelly 

she believes that eqIoyers take advantage of nurses' work ethics, such as 'king there for 

patients', 'puttmg patients' needs first', to render them cornpliant with the demands of the 

system, aise diiussed by Fîetcher (2000a). 

S o m  of the more recent graduates seem also aware that they have to stand up for 

themselves, 'as no one else wiü do it'. irene, new to working m a hospitai settmg, tdks about 

some ciifficuit situations that she encouuters with her CO-workers: ".A seems to me that 1 heard 



this before ... nurses always eat their young And 1 never knew what it meant, util 1 went [to 

work] m the hospical". Having known difiïculties m ber life all dong she believes helps lier m 

fixing adversities. Sb relates how two of her colleagues kept putting her d o m  repeatedly. irene 

felt that she should deïuse this situation in an assertive and open m e r ,  as this statement 

shows: 

So, 1 taIked to her and said; 'this is what 1 am seemg Liom p u  and 1 don't üke it. 
When I fist  met you I Wred you very muck But 1 feel such a wali comïng up 
ktween us. 1 would like to know bow you are feeling about that, because it is 
bochering me. We have to work together ... the patients don? need us glsuing at 
each other, 1 got to get this out...'. But there is iilso another one, she is permanent 
nights, that is redy bad. 1 am going to have CO talc to her. Oh my Cod, this is stuff 
1 never thought I was gomg to have to do. But 1 am ping CO resotve it ... I rriean no 
one is going to corne up on my behdfmd be my Mommy and say, she is a nice 
girl, you donTt have to raik like that CO her ...( laughs). I have to be grown up and do 
it myself, that is ali. 

Discussion 

The ideai nurse is portrayed by di participmts as smrirt, knowledgeable, siüiled, 

comp~-sionate, creritive, confident and loving herihis work. For di of them nursing is 'tnore ttian 

a job". These images dearly go way beyond the portrait of a nurse carrying out a series of 

presçnid tasks, as it is projected on them in their institutions. For the participants, nursiog 

needs to be h U ~ d  at the bedside, as class room Iearning alone wdl never do it. It involves rote 

modehg and mntoriiig. The descriptions seem a far cry h m  nursing's acnial role m the 

restrucnired system -- as discussed in chapter five -- m which they de liver to td patient care m 

isolation f h m  the5 coileagues and lack t h  to 'be with' their patients. In addition there is tess 

practical experience now for students and decreased orientation times for new staff. The main 

conceni for chese nurses, repeated over and over agaiu, is chat "the patients get what they need at 

the end of the &y". In order to practice individuahad care you have to ask patients what their 

needs are, Ïustead of a s s u . g  to know what is best for them Sonya, as a new baccalame 

graduate, leamed about this important point mterestingiy enoughnot m her theoretic4 courses - 
h 

even though it had been raught in her program - but h m  the interactions with patients 

themselves during her practica: once again, her experience CU- the importance of the hands- 



on oppomuüties to consolidate theoreticai leaming and d e  it corne to We. Yet, despite ali 

these ideah, we also heard earlier that nurses do not use dl opportunities to interact with their 

patients, even when they do have the time. And some are said to be openly uncarhg. 

Patient advocacy or 'representing the patient' is almost universally stated as an ideai. We 

also heard that in reality nurses sometimes fail to bring forward theu patients' perspectives, as 

they would rather just go dong with what the 'inter-disciplinary team' decides. Some remriin 

unaware of their own conm3utions' value, as we saw in the previous chapters. They feel out of 

place in committee meetings amongst the rest of the team, wondering what it is they have to 

contniute. To be an effective advocate caring aione is not enough: a nurse needs to be able to 

speak up. That is where the self confidence piece cornes in. These staternents support 

McGregor's (1996) conclusions of 'confidence-building versus mtormation building' as an 

important goal of nursmg education. Some participants, h a  and irene in particular, aisa 

include caring for self and standing up to others, as 'no one else wül do it for you'. Without 

caring for themselves tirst they feel that caring for others can not take place, which is aiso an 

ûssumption in Watson's (1985) theory. 

Apart from cûnng for selves, patients and theu families, several participants stress caring 

for CO-workers. A significant quality that the ideai nurse possesses is to be kind and heIpfuI 

towards other staffmernbers, particularly new graduates. It coms, not surprisingly, mostly h m  

the nurses who had recendy joined the discipline. However, it is also mentioned by severai of the 

old-timers. As dkussed in chapter five the turmoil created by the recent bumping and lay-offs 

seems CO have sensitized many towards this issue. It is also shown in the previous chapters that 

M e s s  and support is mostly far fiom what the participants, particuiarly the recent graduates 

and those new to an unit, actuaiiy experience. Upon reflection, however, the nurses seem to 

recognize the importance of aurturing their own. 

Jenuifer's suggestion to vahe nurses' diverse talents is m sharp contrat to unquestioned 

'amformity', histoncaily the aim of nurses' training (AshIey, 197611997; McPhrson, 1996) - 
clearly undesirabk and too restrictive m her eyes. When docile nurses obediently carry out orders 

it serves institutional and physicians' needs, not necessdy those of their patients. Today the 

nurSmg roles çreated during restnicniring are of mdividuais 'fitting into' predesigned job 



descriptions within the system to increase its efficiency @avies, 1995). Consequently 

institutional goals are often m conflict with nurses' own perceptions of their work, which is about 

rendering individualized quality care to cheir patients (Camp bel, 1992; Padgett, 1998). As 

diicussed m previous chapters, by recycbg old disciplinary tactics that hark back to historical 

roots, top down organization and domination persist, and now even more than before corne from 

outside of the discipline (Davies, 1995). 

However, gmwing awareness bmught about by education, new ideas, a broadening of the 

field of possibilities dong with nursing's o m  expandine body of knowledge, dso hold the 

potentiai for engendering effective cowirer discourses. Suategies of resistance might come Forth 

fiom nurses themselves, aiming to regain cantrol over nursing's own affairs. More active 

collective resistance is an essentiai strategy and will be explored next. Bellaby & Onïabor (1977) 

discuss one of the collective ways to improve working conditions in a discipline as 

proletarianizatiorz It entails unionism and, ifnecessary, suike actions. A second f o m  of 

coRective action is professionalization. The nurses' views on both these strategies are now 

explored. 

Proletarianization in Nursing 

Participants' perspectives 

Well, 1 don't know who is looking after the patients when they are striking ... 
Sonetimes it is like, ifthat is the ody way to get your voice heard, ifyou try 
everything, and no one wants to üsten with the normal routes of irying to get 
information out, then sometimes you have to go out.. . as long as the patients are 
safe and taken care of. .. even though you are a nurse you shouid still be heard 
(Irene) 

StrikÏag? ... strikmg.., 1 personaüy wouid not strike. 1 would rather be domg 
something diierent, like wrïtmg a Ietter, or something. WeU in this area, 1 don? 
have m c h  experience as to what 1 wiü do. 1 don? know. (Corinne) 

A question on job actions was added drrring the piIot study when Anna suggested it as an 

important topic. She sourds cynical and angry, anticipathg the public's reaction towards nurses 

in such an event: "Should we strike? God forbid. Families would think that we are basically very 



seifisb..ifyou go on the Street, protestmg, very un-ladylike, nurses don't do that". Like several 

others she also envisions an alternative solution involving the nurses collectively, as a preferred 

strategy: "1 would love us to be able to work together, as a unified goup ... and becorne politically 

active, to change things ... rather than have[ing] to say: Well, we are not getting what we want, so 

we must be able to strike! You have to be able to intluence the policies ... from the p s  mots 

Ievel!" As at the time of m s t  of the interviews the Quebec nurses were on strike, this topic 

cornes up naturdy in the course of the discussions, often before the question is asked. Sirnilx CO 

Irene's comment above, most participants Feel that sornetimes strike action is the only way to be 

heard. 

Like irene, Shelly uses the voice metaphor: '4 rnean we had no voice and they were not 

listening, and they cenainly were not taking us senously, and 1 was m Full agreement. If they had 

taken us to a vote and said we are considering strike, yeah certainly 1 wouId strike if that is the 

case, because 1 thEk that is the only way we are taken senously." She, üke the two men below, 

seerns to have few quaims about stnking. Derek expresses strong support: 

Definitely! Right on! I am proud of those nurses. 1 think it begm as a cohesive 
p u p  and unfortunately it is gomg to affect patients, but nurses wüi never 
completely walk away. Essential services are kept. It is a valuable profession and 
if you are domg a job that is irrrportant, that is valuable, then you should have the 
euts to stand up For that, and stand up for yourself, and effect change! The nurses " 
have k e n  treated temily, have terriMe working conditions! ... these are educated 
people saving iives! 1 am pmud of them! ... if more people stood up, as a coliective 
group they couid effect change. Because I mean, we are the people looking after 
the patients, 24 hours a day, not the doctors, not the administrators! 

He wishes that the Ontario nurses union were stronger and wouid also go on strike, as Iong as the 

patients are not bemg compromised He aIso believes that a s h g  for self win benefit the patients. 

He too recognkes the importance of carine for self, previously emphasized by Anna: 'You have 

to value yourseif, make yourseifhappy, tifore you are gomg to help other people. And in the end 

it isody gomg to help patientsy*. Simihly Jack, referring to sonre of his experiences fiom his 

O ther job, States: 



There are only 3000 merabers in my [other] professionai association, and they do 
a tremeadous amount of organization and lobbying, and they get great respect, 
they have great cachet, and they have great benefits, great percs, great salaries, 
great hours, great esprit de corps, good canaraderie ... and these are issues ... and... 
expenences that 1 could take to nursing! That wouId just enhance nursing 
dramaticaiiy, instesid of these buüshit, cnppy, unimportant research prograrns that 
are beiag initiated by CNO, ONA and M A O !  It is just so easy to organize and 
just so easy to inform and educate nursing and the public as to what nursing redy 
does and so.. . there is just so much that is not king done to help nursing now, 1 
just h d  that incredïbly frustrating! ONA is out of touch! 

Danielle recalls how she felt disappointed and taken advantage of, wlien no one had cared for the 

nurses and their families during the recent lay-offs: "As nurses, they ssiy you can't strike, oh my 

goodness, everytbg is faüiug apart, but yet, you are gettiag dumped on". 

However, most of the other participants suuggIe with reasons for and against the strike 

issue, showmg diiomfort. This ambivalence is captured when Sarnantha conmients on the 

Quebec nurses' actions: 'They are dealing with the same stuff that we are dealing with here and 1 

thmk that nurses wouldn't redy do it, udess they are pushed up agaiast the waü...kind of mg ."  

Corinne, quo ted ia the beginning of the section, expresses the stroagest scepticism and also 

favours alternative actions iike media campaigns. Carol seems to agree with her: 

There is a big part of me that says: Go girls! Go girIs! Do what you got to do! And 
the other part of me says: hold on, this is not the way to wlve the issues ... this is 
not gomg to get you anywhere, but in the hole! A b . .  and m the long m... it's 
going to lose you a lot of support h m  the public, whereas, if you moved on a 
more media extensive, politicaily active kind of situation, you mi& continue 
your public support, and gain more of it ! 

Ronnie States less enthusiasticdy: 

Strike? Persoaaliy that is not somthmp that 1 would like myseif to get mvolved 
in. But, as far as now the way 1 see things ... that is the only way they can do 
it ... things are m a critical situation right now, as far as the aursing situation, if they 
want anythïng to change, that is the way they have to go. Souads very aggressive 
but ... 

Sonya ventures quite timidy: 'YeahL 1 think it is good that they ask fOr something that is faV, 



but not too muck .. because I see it trom ùoh..points of view ...". And fuialiy Kathy seem 

uncornfortable with fernaie 'aggressiveness', which does not seem to fit her notion of appropriate 

femininity : 

1 don't know what it is about the head of our union, but she just sounds so 
aggressive every tirne she talks.. Like she does not talk like a negotiator, she is 
dways on the attack! Like in her position I wished she was acting more 
professional in a way ... iike a professionai voice for d i  of us, ... just to give us a 
whole different image ... iike so that people wüi.... take her seriously. 

At this point, however, she deiiberates about wornen and their position s o m  more: "Of course 

there is something about women ... 1 mem do we women have much voice in anything ... I mean 

we are always stepped on ... If there were more men in the profession would people take us more 

senously?" 1 point out to her that the Quekc nurses are rnostly women too. She then muses: 

"n(iha Maybe they have a man doing the union job...". When I reply that no, their president is a 

womrui, she laughs, "people feel more sympathetic towards women than men sometimes ... Like 

the weaker seL.. single rnorns with kids to support." 

Discussion 

Ponte, Fay, Brown, Doyle, Perron, Ziu i  8: Barrett (1998) e x d e d  factors leaLmg to a 

strike vote amougst the nurses of a particular hospitai. They found that a lack of administrative 

responsiveness to their concem, fear of change, resistance to use of unlicensed workers, 

reduction in job benefits, workplace heaith and safety concems, and inequities between saisies 

of nursing staff and senior executives were perceived as the main reasons for strikmg. Their 

hdiigs seem very sirnilar to m y  concem identified by the nurses in my study. However, 

many of my participants iidditionaily express that detenorating patient care and their concern for 

patients are major factors. They also feel that their own weil-bemg is to the benefits of patients, 

sis it enabIes them to provide better care. The voice metaphor and 'not king heard' is once again 

evident m several staternents above. 

in this section, more chan aaywhere else m the mterviews, conflicthg discourses corne to 

the surtàce. Strike action is not an easy topic for the participants, who enjoy 'heiping oihers' and 



whose goal is aiieviating suffering and improving other people's Lives. Many are clearly 

ambivalent, 'divided withm themselves' between their cornmitment towards patients, as they 

know that patients wiü be inconvenienced at the very Ieast, and their own desires to be heard, 

respected and rewarded. Most of theù first reactions are to declare concems for patients. 

Additionaily there ;ire apprehensions over how they want to be perceived. Seüless dedication, 

historicaiiy an important characteristic of nurses, stiil conmbutes suongly to how they constitute 

themselves. Sonya is aFraid to 'ask for too much'. Several feel very uncornfortable about king 

sren as 'agressive' and 'unlady-me', showing how discourses about women contniute to their 

subjectivities as nurses. This aspect is expressed most clearly by Kathy. She is not comfortable 

with the idea of nurses asking ouuight for thernselves as her aiticism of the union leader's style 

shows. Most appropriately, m her view, the voice of a w o m  should be a very specilic voice, a 

'professional voice' or a 'woman m distress voice'. Even though she concedes the need for 

action she holds strong convictions regardmg how women ought to go about 'asking for 

thernselves'. She is obviously more cornfortable with traditional 'ferninine' snategies than 

'aggression'. As some participants are tom between king 'gentle and nice' and 'aggressive', 

inner conflicts as dividig practices, are evident. While the old subject positions of semess 

dedication and sacrifice for others shine clearly throu_& there is also an emerging new-fond 

militancy as they go on to express approval and understanding for the striking nurses. 

Jack and Derek, m contrast, seem to m f e r  the ' d e '  workmg class perspective on 

srrikes to the 'femaie' diicipiine of nurshg. Yec they too are keeping the patients' weii-bemg in 

mind. Asking for 'good salaries and benetits' and 'respectT, Iobbying and organizing to improve 

their own conditions, as weU as t;iking job actions, seem more acceptable for them as men than 

most of their ferde  coiieagues. Yet Sheiiy md Jerinifer also have few qualms, showmg how 

dB'erent discourses shape subjectivities and are taken up in difFerent ways by individuals, 

therefore always producing varjing and hetemgeneous eects. Most other participants however 

see strike as a 'Iast resort'. Severai woutd pretèr an alternative route through negotiation, niedia 

campaip and political action. Yet, in the end, they also see striking as justitied under the 

circurnstances. Some go as far as to express dissansfaction with their own nursing unions, as they 

d e m i  them as IargeIy meffective. W1th the exception of Corinne, who admits that she does not 



know much 'about these things', di who were interviewed during the time of the strike express 

their understanding and support for the Quebec nursing coiieagues -- a perhaps surprising show 

of solidarïty when considering that mumai collegiai support at the practice level is soreIy Iackiag. 

This seetring incon-mency too suppons Foucault's assenions that discursive practices are taken 

up dierentty at different local levels. X tluid 'interdiscusivity' or 'hybridity' of discourses 

(Farreii, 2000) is performed by each of the nurses, as old and new ones intermingIe, denotirtg the 

ongoiq s ~ g l e  and changes that work place identities undergo. 

As it ntmed out, during the strike, there was a lot of public support t'or nurses. which 

suggests chat many mmbers of the population are beginning to recognize nursing's plight, again 

probably not what administrators had e.xpected of the public. The Quebec strikers cleverly 

integrated concern for the public's interest as a major issue during their campaigu. As with a few 

tesemations the participants supponed suike action, a change tiom my previous research 

hdings (Daiski, 1994) is evident. At that time, at the early stages of restnicturing, haif of the 

nurses 1 mterviewed felt that unions were inappropriate for t h e n  and strikes were deemed 

unacceptable by dl. My data also support Fletcher's (2000a) tindings that nurses are slowly 

beconiing more militant. Perhaps the nurses thilt are left in the workfOrce now are rethinking 

their attitudes. As the recent events of restructuring obviously caused a lot of disiiiusionrnent 

rimongst nurses their aitered awareness seems to lead towards different relationships with 

themselves. They slowly become comt'ortable with sering themselves as 'asking for themselves', 

showing the impact that restnicniring had on their perceptions of what counts as appropriate 

conduct. If the Ioss of job security was drsigned to increase the? docility and coniplimce, the 

results turned out quite diierent than expected, iiiusuating the heterogenous and productive 

effects of power. Next, 1 t u .  to nurses' ideas on professionrilization and associated hiwr 

riducation as the second major collective strateg. 



Professionalization and Higher Education 

Participants' perspectives 

We are a profession in process ... because 1 think we are now startuig to see our 
unique identity ... even though it is two steps forward, one backwards. 1 think we 
are seeing ... we can practice nursmg if we take away the doctors and hospitals. 
That was dways my query, if you took away the hospitais and the doctors, would 
nurses exista? And in my muid they are now starthg to e.uist...away from those 
things, and therefore i think we are more on the wriy of becorninp a separate 
professionai body. (Bmce) 

No. it [nursinglis not a profession, I tell you why. We are the jacks of di trades as 
they c d  us. Because you find that you are doing everythmg that nobody else 
wants to do. T'here are things Be... even cleaning the floor. Why would we take a 
mop to clran, because it is not nursing!? Why would we be writmg doctors' 
orders? That is the doctor's work. So, a profession is, when you can define, you 
have a job description, a directive. But we don? have anything in nursing yet, 
where it is deked what we can and can not do ... not well.. there are some 
guidelines and standards ... but there are other. ..lots of things we do and they rire 
not in there. And the doctors ... everybody tells us what to do. (Linda) 

These two opposing comments seem to span the range of the participants' diverse 

thoughts on the issue of professionaiism. Bruce believes that nurses need to create and becorne 

more aware of their unique conm%utions and to delineate their own knowledge against that of the 

other professions. The focus should be on what nurses do mdependently without needmg a 

doctor's order, their autonomous functions, and that they should move more into the community 

and seIf-employment: 

1 think the biggest obstacle to the professionai developmnt of the nurses is the 
hospitai. 1 think it robs their autonomy typicaiiy ..... and a h  nursing education in 
the past, We had so many reaiiy wonderfiil nurses that wanted to go m and 
become a nurse and they have k e n  formed, turned and ironed and changed to suit 
the school and the hospitai. 1 think we alrnost have to compromise, working m 
hospitais, but I think if we were not strugghg with the hospitals we wouId die, 
that keeps us alive, that keeps us focused on what we should be doing ... because 
we feel the tension in our H e  if we don't do it. 



He sees hospitals simultaneousIy as holding nurses back, yet mcitmg thern to clanfy their onm 

goals md vaiues. He emphasizes, once again, that nursing needs to define icself more: nurses - 
triking more initiatives in their own r i f f a h  and getting out of hospitais, out from the existmg 

hirarchies, as 'deskilling' of nursing care and irs increasing down-loading to lower paid workers 

bishapperhg myway'. He belirves thac retlective practice might be helpfül and could be taught 

to di, Siçluding the nurses aiready in the system, as they need to become clear about what 

nursing means CO them. 

1 think we need more understanding of ourselves, and that is da ne ttiraugh 
reflectioa In t e m  of relationships, 1 think nurses need ro maybe look at that part 
of their practice. 1 think we ais0 need to look more at understanding what human 
is, and what health is in the mta-paradigm It sounds reaiiy academic, but I think 
chat happeos with reflection. What is nursing'? That is where nurses need to grow 
up and we are starting [to do this]. 

h a  LOO feels nurses should become more active in their own fate, pointhg to autonomy as a 

sign of professionalism. She discusses the arnbiguity that surrounds nursing and other fende 

occupations: "lt seems you value wtiat I do, but aot how 1 do it, or what 1 say about i~..youjust 

want me for just parts of what 1 do ... Maybe it is because we are a iernaie dorninated profession, I 

don't know ... or maybe the culture, society, how we have been sociaüzed, this is women's work, 

be it in the hospital, be it m the home, where ever ...". She is even suspicious of feminism. in her 

eyes it '%as not been a lot of help to us, 1 don't think,..there are stïii negative connotations 

adhering to feminism. We goc to figure it out ourselves, before we ask someone else to do it for 

us". 

Linda, quoted above, tùrther points CO the consequences of bemg a fende occupation. 

She believrs nursing is kti with everyttring that no one else wants or is required to do. Wow 

then can we c d  ourselves professionals?" she asks. "[Forjone thing, because we are... used to 

be..-we are a fermie career, our roIe is nurturing. I thmk that is why we are smck doing what we 

are dohg today, we are stili mocheriug people", duding to societai expectatioas. She feds it wilI 

ody get bener with "the theunber of men m nursing approaching haif of the work force". She 

believes h m  to be biogicalIy different and more assertive: "'Because they [men] are not the 



same, we are made of ditTerent hormones ... and they are gomg to say: no, 1 cm't do that! Because 

it is not part of them We are used to cleaning the floor, so we just take a mp .  We don? even 

tliink twice ...", Danielle similarly States that the non-nursing tasks. Like house keeping and 

clerical work, impact on nurses' self-perceptions: "It does not make you feel as a professionai". 

Derek seerns to agree, He further suggests that nurses need to look at how they actively 

participate m creatmg the5 present situations. As a start, he thinks, they need to l e m  to 'set 

limits'. He uses a story about laundry bagging as a non-nursing task chat is not patient-related. 

When he tirst began his nursing career he refused to to this chore. His argument was: "1 ;un here 

to Iook rtfter patients. If 1 do that, the next thing, there is a washer and dryer and you want me to 

wash it". Therefore he had argued that other workers should be hired to do it, as "it was not a bad 

job, but not what 1 was payed for. And it is not arrogance, and it is not desertion ...y ou have 

limits. And if you are willing to do everything, we affect other people's jobs as weii". However, 

w y  of his f e d e  coiieapes, having 'always done it', continued to bag the Iaundry without 

questioning. Getting no support h m  them he eventuaiiy gave up. Jack descriis a similar 

experience with Iaundry disposal. He was "shocked" when he saw ''nurses canying heavy 

laundrybags way down the h a "  When he refused to do it some of his CO-workers, "iittle women 

wei-g 100 ibs.", would cany his bag as weii as their own, which made hirn feel unchivalrous. 

He therefore pd_@@y gave m and, like the rest of the nurses, began to carry his bags. 

For sevenl of the participants it seems selfevident that n u r s e  is a profession, irene sees 

nursing as a profession because, "it is not that everybody can becorne a nurse. You have to have 

the qualification to become one. The standards are there." Sarnantha taiks about innate 

c ~ c t e r i s t i c s ,  combmed with education: "You have to have it within you to be a nurse. ..not just 

mybody can corne off the Street to be a nurse, you have to be educated and you have to be very 

Imowledgeable and skilied....". She mentions the Coiiege of Nurses guidelines. For Carol too 

nurses seem to possess some specid characteristics, "because 1 don't believe it is uust] a job. 1 

thàik that anybody who is a nurse brings nursing where ever they go ... they cm put a real human 

perspective on i~.., because it is part of who they are. .. "- 

Knowing that one of the haDmarks of professionalism is an university education (Cohen, 

1986) most participants hope that the degree tequiremnt wül help to value nursmg. Yet, 



simultaneously, they deride the preparation universities provide, beiieving h t  it gets you statu, 

but less cornpetence and skills. KeUy, herself baccaiaureate prepared, supports the idea of 

university education for nurses. She beiieves that m education including iïi'rai arts wüi help 

nurses to become more 'articulate', as opposed to the pas, when the virtues of silence were 

promted. Being heard, she beiieves, wüi enable them to be more active in shaping their destiny. 

At the same tirne she descnis  nursing as J e w d i n g  maturity and know-how, "... not only for 

the physicai stuff that you lem,  but aIso the emotional, it needs mturity, it is a nemendous 

responsibility ro be a nurse. Coping with deaths is ta..Ung ...". Ronnie too M y  beiieves in 

education: 

What wüi d e  a difference: education, 1 am going back to education again. It 
redy puts new ideas into people's minds, dows peopte to explore, open up their 
eyes to see, but that alone, if d nurses have their degrees wüi bring changes, will 
be a change üomnursing now. They wüi h d  new ways of doing things, new 
ways of king mvolved and getting tfiings ctianged. They wüi be more ... self 
contident in bringing fonh theù rights. When rhey get involved with cornmittees 
they have more things to bring with them, to speak up t'or thernselves. 

Jenuifer is convinceci that the right combiiation of experience and education is very 

beneficiai. She describes herself as having experience but lacking education and therefore c m  no t 

"see the forest from the trees. But the nurses thrit have the higher education and have doue som 

clinicai work sort of take a step away and l e m  a IittIe bit theory ... they c m  see the forest". 

SheUy also sees higher education as go& dong with protëssionalization: 

What constitutes a profession? One of the mditionai markers is a unîversity 
education ... it certainiy is more than just a nursmg perception, it is a public 
perception. So if you had a d e p e  you were probably perceived as better. I don't 
think necessariIy that a degree d e s  you a better nurse ... I mean we see that ail 
the tmie. We get someone who cornes straight h m  unîversity to the bedside, and 
if anything, the clinical skills are lacking. That is not what they are trained for, 
that is not their focus ... but, how many degrees do you need out there'! 

Later she points to other strategies that she sees also as important: 'But 1 think nurses need to 

take more of a verbai stance ... and start votmg and attend& meetings and bringïag about 

change. And 1 don't know .At does not take a degee to c h g e  nursmg, it takes more input h m  



us ... 1 don? know, 1 think it is because we are a predominantly fernale profession, For a lot of 

women it is a part-time job..,", recognizing the current difficulties created by casurilization, 

which M e r  enhance the disadvantaged femde occupation. She fem that the current demaad 

for more education facilitates getting rid of nurses with high senionty who are paid the most. 

Wlde it is promted by nursing leaders as a mile-stone on the road to professionalism, she sees it 

as exploited by administration for their own purpose as a new strategy, to further the goal of 

'bottomline' : 

But, you know wtirit, now they are laying off people with seniority, because it is 
costhg them more than hiring new grads. And telhg you they wmt degree 
nurses ... they are not getting degree nurses, they are getting îi-esh pads with 
degrees ... and they are usmg the degree as cover to get rid of them [the senior 
nurses]. They are mostly young nurses that are king paid less. They are looking 
for cheap nurses. Hospital administration does not care, whether you have a 
degree or  no^ The professional bodies do, but not the adminisuators. And people 
who are working on their degrees are more Lely to work part time, so you don't 
have to pay them benefits. And they will work anything, because they need their 
mney to pay theu rent and their tuition. Probably there is somebody somewhere 
io a back office, discussing that. 

Esther t&s about resuiting pressures on nurses she perceives as unreaiistic and unnecessary. 

With the recent developments continuous upp&mg is demded  by employers as weii as the 

CoUege of Nurses and there is a push for gettmg a degree, even though previous diploma 

graduates are supposed to be 'grand fathered' a d  &erefore exempted h m  o b t d n g  a d e p e :  

You work and you stiii got your famiiy to look after. They expect that you 
uppade, have retlective practice, peer feedback, and you have to do d these 
urnpteen things md...you don't have the tirne! 1 am over 50.1 wdI retire, sa 1 don't 
want to do any more my BScN. A few courses yes, one course a year, 1 don't have 
the time to do more. Right now 1 am satisfied with gomg in and domg my work. 

Carol has the foliowmg to Say on the issue of baccalaureate education, which she too sees as 

imposed by the nursmg elite: 

1 think there is a lot of people on the 'pro'- side [for baccalaureate degree 
preparation] that fbeiieve] we wiil benefit h m  the transformation. pe t ]  =nie of 



the actions have reaiiy made it 'con' m a lot of people's minds. 1 think that there 
are some people who are too forceful with it, who have not rnade the greatest 
decision in bringing the baccalaureate into the practice situation. And because of. .. 
some of their actions they have redy put a negative force on that ... they have 
raised a lot of things ... oh yeah, 1 am not good enough now as a nurse, because 1 
don't have a degree? It d e s  other people feel infenor. ..it is in their actions and 
what they say, that they are creating a dicho tomy or a rift between nurses .At may 
not be their intention to cause a rift ... it may not be their intention to d e  
sornebody feel infenor ... 14û,000 nurses we have in Ontario, how msiny of them 
have degrees'? And these people are getting their backs up because of that. 

Even though Carol agrees with degree preparation itseifshe, like most, is wary of the limitations 

of this stntegy. It might elevate nursing in the eyes of others she thinks but also asks: "ifit is not 

doing that [eIevate nursing] on the inside, what good is it?" Other participants too are guarded in 

theu beliefs that the degree requirement wüi be a cure-aii and doubt that the baccaiaureatc 

education is gomg to 'fix di our problems'. This scepticism was most evident in one of Diane's 

c o m n t s  regard-mg the value of more education for nurses: "Tt is not the answer to the 

problerns ... but I mean, we are not going to get more respect tiom doctors or whoever. 1 thmk we 

are uuaiiy Iooking for the respect tFom the doctors ... but no, not in getting any more respect from 

the doctors". 

Danielle, who holds a diploma herseif, is ail m favour of degree preparation. However, 

she too has reservations, once again regardkg practicd leamïng: 

But as 1 say, the courses should always include a big clinical part, because nursing 
is very hands-on ciinicd, and... some people are just not that way, they don't cut 
it ... they don't talk to patients, they know what to order and they know what to do, 
but they won't be able to communicate ... and for bedside nursmg, 1 don? think 
thûr the degree programs do sort of incorporate a big part of that mto their 
Pro,- 

She elaborates on why good nursmg can not be leamed h m  books doue and why a big clinical 

component is important, panicularly now, as the 'physicai' care is ofien doue by other l e s  

educated workers who the nurses are supposed to guide: 

AmL..with the patient care gohg back to the ward aids, heaIth care ai& and 



people that are just not paid that much, that hold a certificate, basicaiiy they 
[nurses] talk to patients, find out what the patient's probiem is and ded with it. To 
me there is a gap there, like knowmg that Mrs. So and So is worned about this or 
rhat and ber home, you h o w  it is just the whole picme, not just her hip 
replacement or gdbladder surgery. whatever it is. So, a big clinicai component 
would be very important. 

Derek states that improvhg nursiag &O involves thinking about and "getting back to 

basics, it is within our cme for our patients", while Danide descriis what is Unportant for 

patients: they "want sombody who is willing to be there at 2 : M ,  when they téel sick. nia t  is 

what nurshg is about". Kathy's advice is to focus more on the nurses' conmon goais than their 

differences because, 'ive di w u t  to help people, right?'Severd participants go as far as 

suggesting that perhaps gender and historical traditions are more of a reason for nursing's Iow 

starus, than the Iack of an university education. As a stmtegy aIready mentioned m the Iast 

section, Keily calls for getting more involved with the media, "get the joumalists into the hospital 

to tkd out what is happening. They [nurses] cm not rely on what goveniments are spitting out 

and teUing us", she argues. 

Jack suggests hiit a niche exists for the dipioma program particularly rit the bedside. He 

feeis tliat the professiood association, "the RNA0 ... shouId be combinnig and unifjing and 

creating a new role for nursing and better direction tIian fiactionalizing it. There is too much 

hctionalization in heaith care...", which he blames for the recent devaluation of experience. He 

continues angrily: "And then you are getting back mto these ... PhDs of nursiug. 1 mean my God ... 
we donTt need these people! They should just tire hem, get rid of them, hire some people wich 

erassroots experience, cornmon sense and 1 teU you the problem would be fixed in no time at 
b 

d!" Linda too believes that the diploma nurse is "actuaily more equipped to d d  with direct 

patient care, compared with the d e p e  nurse". She states it cakes "degree nurses longer to 

acturilly catch on, most likely due to their preparation". She admits, howewr, that they eventuaiiy 

c m  

Sonya feels confident that her education was appropriate and prepared her wetl. She is 

optimistic a b u t  its value: 



My coileague is a diploma nurse. She just _duated  too and she knew just so 
much more than 1 do, in terms of tasks. She kno ws how to do a dressing, she 
knows how to do that IV properIy. I don't have that eexperience, but 1 have head 
knowledge, 1 have theory, 1 have technology and 1 can pick my way, like.., 
logicdy plan things ... it is dierent, but 1 thhic it carries you so much M e r  than 
just knowing that task. 

To my surprise the nurses bring up an interesting point. as aimost aii of them ask the 

question: "Who wiii do the bedside nurshg. when everyone h a  their degree?" Jennit'er observes, 

somewhat disdainfuiiy, that most of the ones that become educated leave the bedsidt and forget 

about patient care. Here is her description of the 'educated nurse': 

They are going to be in charge ... the baccdaureate nurses are going to end up like 
supervisors. So you are going to end up with your nurses becoming supervisors 
and your practicd nurses becotning what the RNs used to do ...Ah... 1 see the ones 
[educated nurses] that tlit around now, they are di in theu Street cloths and they 
put a lab coat over and they bang on their nane tag and they usuaiiy have a book 
or paper in their hand, and they sort of caii y o ~ .  they waik through the clinic and 
a patient grabs them and says, 1 have to go CO the bathroom. And they Say, just a 
minute, I get a nurse for you! That is my experience. Because they have become 
educated they have taken sort of a step higher, you know ... sort of 1 arneiite h m  
this, 1 am a step above. 

Esther seems to have the sam concerns. She too asks: "What is going to happen to the 

bedside nurse, ifeverybody is going to school..". Jack questions why rinyone who spent so much 

tirne in education would work these "horrendous shifts, hours and put up with the workload for 

the money they get!" 

Corinne, as a degree graduate, codims these views when asked where she wants to 

work: 

No, no, not at the bedside ... 1 wilI be so honest with you. I don't know if it is a 
good thing or a baci thing, but noue of the degree nurses want to do bedside 
nursmg. That is a fact I thnik it couid be possibIe [they wouid stay], I did not 
think about it, but it could be possiiIe. But tbere got to be major changes! That 
rrreans a major change in the sense of. ..the attitude of CO-workers. 

Reflecting on the future she States: 



What is gomg to happen m 10 years? It is very interest@. Because 1 myseif, 1 
know, 1 wiil not work in a hospitai. Next Apd  1 am quitting. 1 only want to get my 
one year experience and 1 am going to have to get another job, a nursing job, out 
in the community somewhere. 1 know that for a fact. It is redy disappointing for 
me, when 1 went mto this, knowing what education, what I am aiming for, what 1 
do and the appreciation that 1 get and 1 don? get. 

She hds the job of bedside nursing, that had k e n  ber dream, disappointingly unattractive. 

Carol is upset over what she perceives as a devaluation of nursing, when degree prepied 

nurses leave the bedside. She asks in desperation: "1s not nursing taking care of people? 1 am 

concerned about nurshg's attitude chat, if 1 do rny degree then 1 do not have to do bedside 

nursing. If that is the attitude that some people have when they go into nursing, that they don? 

have to do bedside nursing, then, what are they going into nursing for"? She then admits after 

further deliberations: "1 think you could have some awesome nurses coming out of the degree 

program, if you up their ciinicai hours in the hospitai during their trainmg". Even Corinne later 

States that there could be a role for degree nurses at the bedside: Tan you imagine having a 

whole floor fuii of RNs with degrees? You would have so much input towards decision making." 

Sonya seems to c o h  their views. She loves w o r h g  at the bedside and sounds confident m 

her abilities to acquire the necessary skilis. It has to be remembered that she works in a setting 

that is much better staffed than m s t  others. She also feels welcomed there, despite king a 'new 

degree graduate': 

You just need ta see it once or twice and you wiü know it, And you will be able to 
ask questions, if1 do this then what wül happen? So, fuid out why it is so, instead 
of just doing ir+ And 1 do find some nurses j u s  do it and chey don't ask questions. 
And that does not help the patient. Because they need to ask questions, they need 
to criticaiiy think about situations- They have the experience, they know what to 
do at this moment And ifyou ask them, they don't know the answer, because they 
nrver thought about it and never asked questions themselves. It is part of the job, 
they know how to do it and they can do it well 

The above comirients ülustrate h t  the participants are divided on the issue of 

professionalism and most seem unsure of what a profession is or  shouid k Som., üke Bruce, 

feel that nursmg has the potentiai to be a profession, as it does show elemnts of pmfessionalism 



- but is far from being there yet. Linda, on the other handi denies vehementIy that nursing is a 

profession. She discusses how everyone, including the 'housekeepinp girl', has job descriptions 

that deüneate what she is expected to do, everyone but the nurses. Whïie it is taken for gmted 

that nurses are doing non-nursiug tasks, there are also m y  other important aspects of theù work 

that are not in the job descriptions. Because they are not f o d y  wt-itten out in standardized 

'textuai forms' for others to appraise, they remain mostly 'invisible'. Yet they d e  nursing whrit 

it is. As discussed before, caring and sensitive communication are examples of ways of 'being 

with' patients. Their underlying knowledge base is not officiaiiy recognized and it is hard to 

transiate these concepts into quantitative measurements in units of tirne- 

Comments h m  those participants who take it for granted that nursing is a profession 

seem somewhat fuuy and lirnited to certain elements, such as having a reguliiting body. Of 

course the same crin be said aiso for any made, not ody professions. Some of the? descriptions 

seem to contain elements chat hark back to historical beliefs about nurses 'being bom, not made' 

(Ashiey, 1977), such as in the comment 'you have to have it in you'. As these discourses are 

deeply entrenched in the 'social nexus', they remah invisible and therefore clnquestioued for the 

most part whiie helping to shape subjectivities. h a  dudes to feminism's disregard for nursing 

in the ps t ,  as nurses were ofien derided by their own sisters for clinging CO traditionid f e d e  

roles (see also FaIk Rafael, 1996). Lmda, like severai others, uses discourses of biological 

sciences as they articulate with the gender discourses, when she wishes for more men in nursmg. 

Many 'meniai tasks' are taken for granted by the nurses in the system and unquestioningly 

Sitepted ineo theù jobs. They have long been naturaiized responsibilities of women in generai, 

and nurses in panicular, perpetuated and remforced by training them as docile workers- Over the 

years, to Save money, support personnel have ken  laid-off and their tasks added on to the nurses' 

duties. 

Two of the mien med to refuse canying out some of the menial tasks. when they k t  

started Mone, however, they were unable to change these long-standing routines that their 

fernate coUeagues just continued on domg. At first glance this exampIe seems to support Lmda's 

belief that nursing possibly change when haü the nurses are men. However, in the previous 

chapter 1 discussed how some new womn nurses in a unit med to refuse s M a r  =nid tasks. 



They too were unsuccessfuL 'Biological' females also can laok kyond the taken-for-ganted, 

showing that divergent thinking is not only a maie prerogative but rather gets obscured by 

popular unexamined and deterrninistic discourses. In the above example 1 tried to show that 

hanging on to traditionai ways, no matter Iiow mappropriate, serves as a technique of asserting 

power positions by the existing staff tow ards newcomers. 

Sheliy, with insight, points to the necessity of nurses becomiag mvolved in actively 

shaping their future. We have seen eariier that 'Ietting go' is one of the prevaient coping 

strategies which are often resorted to, perhaps too quickly. As the trend is towards cmaüzation, 

discussed in the previous chapters, once more an existiq hurdle gets actuaiiy reinforced by the 

restructured work organization. Casud nurses are often too rriarginalized to feel part of a bigger 

whole and get involved. As, most of the tirne they are attached to more than one work place, it is 

hard for them to see their work as 'more than a job' and to develop a sense of belon_@ng and 

ownership. As weil, historicdy, wornen were expected to care more for their families than a 

career. 

As discussed eariier, one of the cornmody accepted hall rnarks of a profession is an 

'extensive university education' (Cohen, 198 1; Larsen, 1977). Sonya describes weU the 

ditrerence bettveen the diploma nurses' preparation for technical performance and the d e p e  

nurses' education as icnowledge workers. Following routines and carrying out prescriid tasks is 

not enough Herself baccalaureate prepared she supports education whole-heartedly and beiieves 

that the concem for skiiis is overrated. She is confident that the tasks can be picked up quickly, 

yet communication, criticai thinking and problem soIving are the main assets an education 

provides. The benefits of iibenl arts courses were p i m d  out by some. Yet several experienced 

nurses rriiimtai. that they aiso Ieamed 'higher ski&' over tirne on the job. Perhaps formal 

education is not the only source of higher learning. However it c m  provide a head start on it. 

Surprisingly, despite som reservations, most participants agee  t b t  a degree education is 

a good move -- a fmdig quite puzzijng at kst,  given their attitudes towards young degree 

graduates diiussed before. They h o p  dut it wiIl devate nursing m the eyes of others, 

particularly as many nurses feel intimidated amidst th o b r  professionals and see themselves as 

l e s  educated. A d e p e  mi@ gÏve them the necessary confidence and skills to becor. more 



involved and visible in policies and committees, which they find beneficiai. Yet many do no t 

believe that the degee wiil be a cure-&, most participants doubt that it is gomg to 'EK our 

problems'. Diane questions whether it wilf foster more respect from doctors, once again 

ilIusrntmg the important roles they play in the nurses' quality of work üfe. It also shows that 

traditional discourses and ingrained beliefs might be stronger than new credentiais. The danger of 

a M e r  extension of aiready existmg internai rifts is pointed out mmy h s  during the 

interviews. Baccaiaureate prepared nurses, it seems, m pitted against those who hold diplom. 

As they get preference for jobs and promotions, one more Jividing practice is created, another 

Iayer added to the existing hierarchy that separates nurses from each othr,  and plays out in 

hostility towards 'degree grads'. 

While overaii supporting degree preparation icseif, all the long-tirne nurses are upset 

about the concurrent devaiuation of experience h t  they perceive to go dong with it. It kads me 

to suspect that their resistance is directed not a g h t  education itself but agriinst the concurrent 

perceived devaiuation of hands-on work. Severai mention that degree prepared nurses certainiy 

have a lot of 'book knowledge' but do not know w h t  to do in practice, as the importance of 

more practicum experiences for student nurses is brou@ up again. This view is dso supported 

by Harrison's and Reid's (2001) recent survey. Additiondy the nurses aiready m the sytern 

rnostly seem to object not to that, but HOW, the mandatory degree education was brought about 

and imposed on them As experience appears devdued, they seem suspicious that the degree 

requirement serves vested interests of the elite goups in nursing. It is aIso m e r  exploited by 

employers who redesign jobs to include a degree prepmtion and thereby exdude the 

experienced diploma nurse. Today's disproportionate en-iphasis on classroom education also 

seerns to help jus@ -- and perhaps obscure - the shortened clinicai expenences for students and 

orientation progarns for new employees. 

Jack opedy expresses resistance through his contempt for nursing's 'academicaiiy 

prepared' leadership, and their 'academic research'. Throughout the interview he mentions the 

'uselessness' of 'these PHDs m Nursing' several tmies. E ask him afterwards to tel1 me why he 

feek this way. His answer is t b t  he objects to those w b  had never worked at the practice level 

and therefore do not understand what is gomg on m the b a l  world'. Coupkd with experience 



education is not a problem he concedes. His explanations, once more, confirm that resistances 

are directed against imposition on staff nurses From above by others, including their own 

leadership, who do not know the bedside. He tiolds themresponsible for elevating learning in the 

classroom on cost of expenence. He feels they have 'sold out'. 

However, a degree preparation seems to have also some unanticipated consequences: It 

changes the nurses' owrt perceptions about their roIes, which adds a surprising twist -- they leave 

the bedside for other positions, community hedth, as Corinne hopes, magement and staff 

education, ris Jeunifer observes. The reason why nursing leaders pushed for a degree preparation 

was to better prepare practicing nurses to deal with and understand the complex health issues 

conceruhg their patients. Leaving the bedside therefore seems to dcfeat this purpose. Yet, 

paradoxicaily, as we have seen eariier, most nurses go into nursing because they wmt to do 

patient care. Participants speak about 'interactions with patients' as the reason why they enjoy 

their jobs. When others do the hands-on care they get tiustrated. Most see the only 'reai' nursing 

as king at the bedside. Carol, in particular, passionately questions why anyone who does not 

want to do patient care should be going into nming at d. This surprising development raises 

questions about the nurse of the future: Wüi there k my RNs at the bedside to care for patients, 

or will they ail work ekewhere eventuaiiy? Sonya's experience, however, seems to point towards 

the conditions that are in existence in most places, not university education itself, as the reason. 

A degree seems to provide desperate and disappomted nurses with a ticket to escape towards 

sornething more rewarding. As Sonya works in a more favourable setting she remains content to 

stay at the bedside, at least so far. 

In summary, the participants believe that an universai degree preparation might actuaily 

be useh1 m improvmg their status h the eyes of the public rind other disciplines. It is a step 

towards professionai recognition. However they dso realize that it wiU not solve nursing's 

problems. Further they resent how it was imp~sed on them h m  above accompanied by a 

perceived concurrent devaluation of experience, which they betieve is absolutely essential to 

good nursing pnctice. Yet, at the same time m chapter !ive, we aiso see a devaluation of 

knowledge. Routinization of nursing is inmasmg 3s jobs are becoming a string of tasks. and 

nurses cornplah that their knowkdge and skilis are underurihd 



S m  

in this chapter 1 exptore how nurses nim themselves into moral subjects, their self styling 

pnctices. The ideal nurses they want to be put their patients first, ccire about colestgues and, as 

some mention. care about themselves. They are educated, iaowledgeable and articulate. They 

love thex jobs and stand up for orhers and themsehes. They are also experienced in hands-on 

nursing, treating patients as they chemselves or their frimilies wouId like to be trented. It seems 

the bedside nursing job, sis it is now, does not represent satistjring practice in many ways, despite 

the nurses' attachnents to patients. feel devalued and fnistrated as their knowledge is 

underutilized and th& work and experience nor nppceciated. At the same time they are unable to 

perform accordhg to theù own standards, due to hi& work Ioads and staffinp patterns, leading to 

'moral residue'. 

To a large extent resistance of individuai nurses is directed against being told, by others 

who lack knowledge of the kdside, how they shodd practice. With the mtroduction of the degre 

requiremnt, HOW changes are Unposed ' h m  above' and without theÎr input, m this instance by 

th& own nursing elite. is once more the most objectionable point. Despice concessions t h t  a 

'IiberaI education' is heipful for brio& in new ideas and increasing 'self-confidence', rnany 

fed their years of experience diounted in favour of f o n d  'classroorn knowledge* and a d e p e  

preparation. They strongly maintain that both, experience and educsition, are vduable and 

necessary. As nursïng needs to be lemed with r d  patients, the bands-on cornponent is very 

important, yet clinical experience and orientation programs have becorne constandy eroded. 

S o m  of die participants rriaintain that discourses on pro fessioualizrttio n have fiequently been 

'coionized' and exploited by people m administration to k i r  own advantage, such as when 

experienced diplorna nurses get laid off and replaced with inexpefienced degree nurses who are 

on a beginner's pay scaie. 

Contmuhg lack of respect and appreciation for their work shown by others is cited yet 

again as very disilIusioning. For SOUE of the y o q e r  nurses, especiay those with degree 

preparation, it is especiaiiy hstmting to work in the present task-centred system, as their 

knowledge cm not be utilized. These factors lead to comments of 'not giving 100% of 

themselves' and wanting to leave the hospitai environment. It kconiies again evident tbat not 



ody experience is devalued, but paradoxicaliy so aIso is nurses' knowledge at a time when more 

education is dernanded. The knowledge leamed in universities, in particulûr, can not be appiied 

in the current systen Underutilization of nurses' capabilities is also reported by Fietcher (2000a) 

and MacMillan (2000). Combiied with unsatisfactory working conditions for degree prepared 

nurses, who have alternative options, it leads to a sometimes painful ribandonment of bedside 

nursing, even though that is where they wanted to be in the tùst place. 

To achieve better working c~nditions for chemselves and improve care for patients, job 

actions are seen and increasingly approved as last m o n  strategies, 'as long as the patients are 

cared for'. The need for concerted actions is recognized at some level by ail; however, there are 

currently many barriers that reinforce divisions within the discipline and are in the way of 

professionalization. The existing historical hierarchies t h t  split nurses seem M e r  reinforced m 

the current c l h t e .  Fust of di the increasing casuaiization is in the way of a stable comrnunity 

amongst staff nurses, as disnissed in chapter five. Then there is the establishement of Further 

divisions, as specialized nursing jobs, such as nurse practitioner positions, are considered 

'advanced practice', while the majority of jobs remain a-defined. The spiit between diploma and 

d e p e  preparation seems to pit classroom learning and experience against each other as a 

mesure of value. Many experienced nurses are Ni.nnig aga& students and new nurses, for fear 

of Iosing their own statu within the hierarchy, thereby CO-creating nursing's continuhg devalued 

position. They are ofien unaware how they themselves are reinforcing the traditionai roles of 

nursing, oppress their own coiieagues and even disfie to share their knowledge with patients at 

times. They also often continue to wait for others to 'trike over' and fix things for them, as they 

see themselves in a 'victim' position. 

Much that is taktn-for-granted and remaias invistible needs to be uncovered to raise 

awareness and expand the 'field of possibiiities' for change. Foucault (1982) taiked about the 

shapïng of individu& as 'govemment', canied out through an 'ensembIe of strategies'- in the 

discipline of nursing it takes place within institutions of education and work. Foucault descnid 

socialization processes as individuaIizing, as weii as totaliLing practices, robbmg subjects fnst of 

their old identity and then reshaping them in a desired form and tying them to a new idenaty. 

Even though nurses start out, as caring mclividuals, to heIp patients, they seem to beconre 



accustomed to serving institutions and other professionais. Perhps, as severai participants 

suggest, valuing diversities and their various conmiutions and rallying around a collective 

vision, compatible with their own personai philosophies, could become effective strategies to 

stay with their eariier ideals. Thereby they could mate counter discourses around common goals 

such as we 'al want to heIp patienrs'. Sawicki (1980) too betieves in coalition building across 

diversities. And Ashley (1997) envisions a 'community of sharing and caring'. United nuses 

could become the key players who make rr dfirence in healthcare for the quality of patients' 

tives. The resulting job satisfaction would simultaneously improve their own work iives. 



CONCLUSION: 
WHAT DOES IT MEAN? SOME IMPLICATIONS FOR THE FUTURE 

Introduction 

At this point 1 want to summarize the highlights of the various chapters and tie together 

the themes chat emerge throughout this project. Reflectïng back on the Literature and findmgs, 

and using Foucault's ideas as a guide, 1 wiii uy to draw conclusions that shed light on nursing's 

curent situation and future choices. Within today's 'field of possibilities' how can nursing be 

ire) vdued and envisioned dflerently? How cm w r  show the importance of caring'? What needs 

to happen for nurses to bring about changes that d o w  for 'ethical practices of the self? in the 

prevdent discourses on budgets and eficiency, liealth is seen as a commodity. Healthcare 

workers, and even patients, seerningly are inserted into predetehed slots to fit the system and 

expected to produce desued 'outcornes'. Societies seem to head relentlessly towards the 'bottom- 

iine approach' and bureaucratization m healthcare (Davies, 1995; Greenspun, 2000; Gustafson, 

2000). 

Therefore 1 wüi disçuss implications that ;irise tiom my research for nurses themselves, 

their practices and relationships with their patients, physicians and other members of the inter- 

disciplinary team they work with, and particularly with each other. What roles are possible for 

nurses in the funue? How can their important conm%utions to hedthcare and their patients' 

qualicy of life becorne more visible and best be utilized? What are the mssages for employers 

and administrators, regarding recruitment and retention of nurses? What are the implications for 

nursing education -- how c m  we, as educators, facilitate the development of the caring, 

knowledgeable mdividuals that my participants envision as the ideal nurses they would like and 

could te? And lastly, which areas should be explored by m e r  research? As s M a r  

restnicturing seems to take place in other sections of public services, such as social work 

(Chambon, 1999). and education (Acker, 1999a;b; Dehli, 1995; 1996), these proups, too, can 

probably gkan some insights from the hdmgs. Nursing's issues are also closely linked with 

women's issues, as we have seen. Therefore somie aspects of the study might be informative for 

women workers m generai. 
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Summary of the Thesis 

In chapter one 1 state the area of concem the thesis deals with, namely the impact of 

restructuring on nurses' work. It contains an o v e ~ e w  of the current situation in healthcare in 

general, and of bedside nurses in hospitais, in particular. Caring is increasingly detined as a 

'string of tasks'; lay-offis and bum-out amongst nurses are rampant. Many leave nursing 

aitogether, whiie the qudity of hedthcare deteriorates. This phenornenon leads to the research 

questions on which the project is based. What does the restructuring process look like at the 

bedside where it is transformed into actions? How do the chmges impact on nurses' perceptions 

of themselves and the quality of the5 work lives? What are the nurses' perceptions of their own 

roies and of the relationships that they have with others in the system? How do nurses themselves 

participate, knowingly / unknowingly, in the relations of power that b ~ g  about restructuring and 

shape their positions? What are the discourses behind the processes that reorganize institutional 

work and relationships? How do they impact on nurses' subjectivities and work lives? What are 

the participants' ideals of nursing? Which changes are accepted and embraced? Which ones are 

resisted and how'? What suategies could be used to (re)vdue nursing? How could the nurses 

actively participate in brhging about changes that promote their patients' quality of Kfe and theù 

own quality of work Life'? 1 artempred to answer these questions throughout the thesis, 

particularly in the three 'findings' chapters. 1 began with the assumption that the nurses' 

perceptions are important, As fiontLine workers at the bedside, they have an b i d e  view on how 

the changes actuaily play out, as they bear the brunt of their effects. 

Accordiig to Foucault (1982; 1980)' di discourses f o m  an mtricately cornplex network 

with ail other neighbouring discourses, past and present. To better understand the present the 

past, in which these discourses originated, needs to be revisited Therefore in chapter two 1 begin 

with the historical context m which nursmg as a discipline deveIoped, The ongins of professions 

are examineci, particularly how mdicine, as a cIassicai profession, moved h m  a statu group 

towards a weii-reimbursed and highly respected social class. The barriers for worzlen and their 

professional project. in general, and nurses m particular, such as their Iack of kgal and 

nidependent social status at the tinïe when modem nursing tecarne established, are discussed, 

C o q m u s  are dram benveen medicine and nursing regarding their p s t  developments, w k h  



are closely intertwmed through complex power relatiomhips. Foiïowing the historiçal review 

contemporary nursing's redities and trends are discussed. Current thoughts on professionrilism 

are examined and alternative visions k d  in some contemporq feminist views expiored 

(Ashley, 1997; Daiy, 1990; Davies, 1995: FaIk Rafael, 1996; Rich, 2001; Sawicki, 1988; 

Spivack, 19931, 

Chapter three deais at length with the conceptuai ilframework. 1 descn i  the concepts of 

power and subjectivity from a Foucauldian perspective: how power works band in b d  with 

resistance, its strategies and connections to subjectivities. Seifgovernment as the main 

contemporary mechanism of 'govemmentaiity' and the roles 'professionals' play are explored 

The function of discourses, representing 'what counts as true' and containhg the 'assembly of 

d e s '  through which power works, is discussed. The chapter ends with a look at some 

contemporary discourses of 'managed care', rooted in magerial  science and concemed with the 

'bottom h e '  and 'efficiency'. These discourses, despite rippearing antithericaI to the goal of 

'qudity of cm', mcreasingly invade heaithcm md replace professional disciplinary knowiedge 

in directhg its course. Many nurse leaders (see litennire review by Smith, 1998) seern to buy 

into thern. They h o p  to promo te their own and nursmg's stittus through an ability to reconciie 

chese divergent goals. Others, however, myseifincluded, are scepticd thrit this could be achieved 

In chapter four 1 discuss the methodology of the research The project's purpose is to 

explore the nurses' perceptions of nursing in Ehe contea of resuucniring, as they d e m i  their 

work experiences. A FoucauIdian niethod d e m d s  a close examination of everyday practices 

and the2 anaiysis m light of 'veridicai and counter discourses' (Chambon, 1999). Therefore a 

quditative, descriptive-interpretive approach was chosen for the study. 1 b t  describe the 

original design, the ethicd process and considerations to ensure anonymity for participants, site 

sdection and recnùmien~ A comprison was to be made between similar areas m two diîferent 

hospitals: One uses a common humanitarian phüosophy based in a nurskg ifwory; the other 

adheres to gened broad guidelines of the CoiIege of Nurses but leaves it up to each st& 

member h m  which philosophy they want to practice- One of rny go& was to detemine ifa 

cohesive institutional phiiosophy &es a difference in the nurses' practice- Five participants 



s h e d  their ideas a b u t  working with the patient-focused care philosophy. 

As no other participants came forward, some modifications of my approach beciime 

necessary. There were concem of being identitïed in the restricted space of two settmgs. As 

iürther lay-ORS were looming potentiai participants feared rembution, on pan of management, 

for unfavourable cumments they rnight d e ,  an indication of the atmosphere of fear 

restructuring had created. At this point 1 began recruiting from ail areas of any hospitd city-wide; 

the only condition was that participants were bedside nurses. This strategy proved very successful 

and the process is descnid as the journey. To get a cornprehensive variety of viewpoints 1 then 

used theoretical sarnpling methods. An ethnopphic proNe of the participants is dso provided. 

At the end of the chapter I descn i  the process of data andysis in which hdings are organized 

into three Iayers, representing three chapters, five, six and seven. Throughout the chapter 1 try to 

mate  an 'audit mil' for others to foiiow my reasoning. 

Chapter five descnis  the k s t  Iayer. It is the most superficiai one and shows the picture 

of restructuring at the bedside Erom the participants' viewpoincs. ïheir thoughts and feelings on 

this process are reported and then discussed. Several major themes emerge and later cary 

through di three layers. The most prominent ones are 'lack of voice', 'sittmg on the sidelines' 

and 'not king hearci and understood'. The participants perceive c h g e s  as imposed fmm above 

by others with no knowledge about theY work, while they themselves were no t consulte& They 

feel they Iack respect and reco_enition, particularly h m  their own superiors. They compIain of 

high workloads and 'not enough time to be with patients'. Their knowledge and skilis are 

underutilired while much of their time is spent on 'meniai tasks and clencal work' chat could be 

performed cheaper by other workers. Scheduling has becom much more inflexibIe chan More, 

which impacts on theü personal lives, partidarly of those who are trying to advance their 

education. ïhere are some positive changes, such as closer coiiabontion with other medxrs of 

the heaith team and mvolvemnt in committees and poiicy making. Ho wever mostly it is felt that 

the quality of care and workmg conditions have markedly detenorated, 

With cûsuitlization continuity of care and stable teams have disappeared. The mst  

extrem example of the resulthg 'Mt-in-tk nursmg' care delivery (Gustafmn, 2000) is 

e m p I o p n t  through city-wide agencies. To remah profitable they charge hospitals way abve 



272 

the salaries that their nurses receive. Staffing patterns have changed h m  working t o g e t h  and 

providing primary care for the same patients throughout their stay towards 'total patient care'. 

Thiç mans that nurses work in relative isolation h m  estch other caring for certain patients 

during their shift, yet assignments might be enrirely different the next day. S o m  places have 

nurses teaming up with lesser skilled workers, who do the lmds on care, w Me nurses act as 

'case managers', coordinstting their patients' treatments and thernselves performing only the 

highly skdied procedures on the m. This arrangement leaves no tirne for them to get to know 

their patients. Even familes' help is sornetimes engaged inappropriately, endangering safe care 

for criticaliy ili patients. Conml over nursing is perceived to have shifted mwards rnanagemnt 

based on a 'business approach'. Many nurses leave the discipline and burn-out is rampant among 

the ones who stay. Nursing is said to be seen as 'just a job' by many. How the participants 

believe restructuring shouid be carried out to improve current situations is summarized below: 

More input by the bedside nurses m reoganization of work environments and where and 

how cuts could be / shoutd be made. 

Decreased workloads. 

Nursing education with more focus on practical bedside experience and longer orientation 

sessions for newIy hired nurses. 

More recognition and support by management for nurses. 

input by nurses into their scheduiing, more fiexile working hours. 

More conwiuity in assiprnents, hands on patient care, r e m  to primary and team nursing 

with stable staffing patterns. 

More support staff for menial tasks, especidy clencal work 

Ove& hire more full-the staff, pay them weii, educate them well and m a t  them weL 

Chapter six looks mto the 'strategies of power', how power works through relationships. 

In this second layer the focus is on power's niechanisms and the imderlying diourses, how 

nurses, knowbgly and imknowmgiy, perceive and negotiate their d e s  with others: their patients, 

other nurses, rnembers of the muIti-disciphary team and administrators. The nurse-patient 

rdationship remains at the kart of nurSmg, as participants ail derive their greatest job 



satisfaction fiom king able to k l p  others. Often nurses wül go out of rheir way to give good 

care to patients. Yet due to inçreased stress and workloads the quaIity even of these relationships 

begins to Wear thin in some places. Scared and dissatisfied patients otien get an-ery at the nurse, 

who appears as the 'inmediate enemy'. As nurses highiy vaiue recognition kom patients for theù 

work, king critized adds to their disillusionment. How nurses relate with each other, as weU as 

their own inegaiitarian relatiouships within the nursing hierarchies, dso cornes to iight. They use 

various mechrinisms of power, such as siding with physicians againsr colieagues, vying for 

tipproval by those thought to be more powerful, withholding ofknowledge t'corn other nurses and 

builying practices within their own berarchies. The latter are directed particularly towards those 

new to the discipline and new to a particular work place, where established rank systems are 

maintained. 

Traditions that seem to give licence to certain categories of nurses to teU others what to 

do exist and are taken-for-pted. As these 'dividing practices' (Foucault, 1982) have become 

'naturalized' they are not readily noticed. Although these rnechruiisms have k e n  m place since 

nursing was estabiished as an organized discipline, they seemeven more exricerbated as 

casualization isolates nurses h m  each other. If they are recopized they ofiea are rationlilized as 

'specific to women'. How focusing on one discourse can easiiy Iead to biindness towards other 

issues is dernonstrated m Nestel's (2000) examination of midwifery, diicussed eariier. Yet there 

is also increasiug awareness. Amidst the turmoil resuucturing created, ar les t  some of the 

participants seem to realize that these practices are self defeating and most clamour for more 

couegial, kinder relationships. Ea some areas nurses are beginning actively to support each other, 

realizing that they need to heIp themselves, as no one else wiD 'do it for them' and chat there is 

'suength m numbers'. Ttbey discover it to be a rewardmg experience- A new-found soiidarïty is 

also evident m the recent job actions that took place in unprecedented numbers in several 

provinces over the Iast few years. Despite the multi-culnual goup of participants difFerences 

arising firom race or ethnicity di not beconr: evident; perbaps this was due to the focus on 

restructuring versus other issues. 

Increasing mter-disciplinary team work has improved relationships amongst the team 

members as they gain a better undemand'mg of each others' roles. Theii collaboration faditates 



caring for patients. Yet, the downside is, nurses ofien tend to go dong with the team's decisions 

without conrn%uhg the unique insights gained from their sustained interactions with their 

patients. Perhaps Iacking confidence to speak up, and doubthg the importance of their 

conrn%utions, they miss opportunïties to take on an unique role as representatives of patients and 

their families, whose weii-bemg is their pro fessed raison d'etre- 

Historicdy sanctioned 'veridicai' discourses and traditions of nurses supporting 

physicians and their work continue to impact on nurses' practices -- largely taken-for-granted and 

therefore invisible to thern. By examinhg their stories and cornrnents they come into sharper 

relief, particularly the ongomg facilitation of physicians' work, while their O wu achievements 

remain in the shridows. Doctors stiil meddle without officiai authorization into nursing's affairs, 

such as hiring, lay-O ffs and wages. Nursing practice, even tokay, is widely assumed to be 

subordinate to this group' work by many outside of nursing. Bio-medicd knowledge remaius the 

'veridicd discourse' (Foucault, 1982) often to the excIusion of other types of knowledge and 

healing practices. Nurses' practice of 'caring', on the other hand, is stiil poorly understood and, 

as nurses lack 'voice', remains unproclaimed. Administrators are thought to be orchestrators of 

restnicturing 'm an office somewhere' and to make the major decisions that impact on nurses' 

working conditions. As the top administrators are largely unknown and operate in mystiSfmg 

anonymity, the unit mmagers are the ones the nurses interact with The participants strongly 

criticize those unit managers who they perceive as focused p M y  on 'maging' instead of 

supporthg their staff. This is particularly evidrnt when the manager is h m  another discipline 

and therefore lacks the knowledge background to understand nurses' experiences and work. 

in chapter seven, the deepest Iayer, the nurses' subjectivities, how they perceive 

themselves and are perceived by others, are explored. Nuses' identities have been shaped against 

those of physicians and O thers and their perceptions and actions have k e n  nomialized within 

traditional diiourses of the disciplnie. These traditional discourses are also embedded m the 

compIex network of neighbouring practices, such as discourses on women, the bureaumatic 

system and society ni generai, that pomay their identities m specific ways. Participants reflect on 

their ide& and philosophies of nursïng, their conceptuaikations of how they want to be and 

practice. They value both education and experience. They also masure close relationships and 



interactions with their patients; yet increasmgly they are reduced to managmg others who do the 

h d s - o n  care and to perform h i a y  skiiied t s k s  on the run, which leads to 'the polomint 

problem' (Davies, 1995). The ideal of nursing is expressed as 'bemg there for patients' and 

treating them as they would like tliernseives or their families to be treated. Campbell's (1992) 

assertion that bureaucratizatioa is aiien to nurses' own perceptions of their work is thereby 

confirmed. How individual participants see nursnig dso articulates with other discourses, such as 

Christian religion. nursing theories and the holistic health movement. The nurses familiar with 

patient-focused care di agreed with its philosophy, and would themseives k e  to k ueated in 

t his w ay . 

Yet, as seen m the previous chapter, when given the opportunity to represent patients' 

views and wishes, they ofien go dong with the inter-discipünary tearn instead, lacking the 

confidence and will to speak up. Nurses are sometirraes reluctant to share ùitormation with 

families and patients, afraid that these groups might 'abuse their power' when given 'too much 

knowledge'. They admit that it is hard not to teU patients what is best for them and to respect 

their choices instead. Holding on to the 'expert' knowledge mystifies nurses' d e s  and creates an 

inegaiitarim relationship with patients and families that ironically is m keeping with the 

traditionai concepts of professionalism The phiIosophy of patient-focused care holds the 

potential for those that understand and work with it to gaul insight mto their own power 

strategies. Once avare. they can develop ways to practice ettiically within their unavoidably 

megalitarian relationships, with 'a minimum of domination'. 

Ideal nurses not only care for patients but also for coileagies and, as some participants 

add, for themselves. They value seif-confidence and open communication with each other. They 

are begiming to ser the necessity to advocrite for themsebes a s  nurses, as they slowly r e c o p k  

that they themlves are trapped m a web of unequai power relationships with others m the 

system, who 'impose on hm'. The participants ahost unanimously support the Quebec nurses 

who at the titre are taking job actions and approve of striking as a '1st resoa, as long as patients 

are cared for'. in this section the stniggk of 'oId' and 'new' subjectivities is evident, from 'king 

there for others' to 'asking Cor themselves', as mdividual nurses take them up and mhabit them in 

heterogeneous positions. They also talk cibout o k  collective strate@, such as niedia 



c q a i g n s  to 'make thernsetves hexd'. In regards to professionalization the2 perceptions are 

divided. Some uncriticaily sec themselves as professionds. others believe nurses me on the way 

to becoming professionds, and a few vehementIy deny that nursing is a profession, mostly due to 

how others mat them. The degree requiremnt as entry to practice, which is aise a professionai 

requisite, çurprishgly is largely welclcomed Even older diploma trained nurses, m n y  of whom 

cire said to 'eat their young', especially new 'degree p d s ' ,  admit that a liberai education will 

instili nurses with self-coufidence. It is hoped that higher education wili elevate nursing in the 

eyes of others. At the same t h  the limitations of this strategy are aIso recognized: there are 

SOUE doubts that doctors wiii respect nurses more because of it. It also 'wiU not fix nming's 

problems' - nurses need to 'stand up for themselves' and 'make themlves heard'. The degree 

cequiremeut is simultaneously perceived as m e r  dividing nurses and playing those with and 

without d e p e s  against each ather, as a need for more unity is recognized. Hospital 

magements  also are suspected of exploithg the situation by redescriig jobs, Iayhg off 

experienced nurses hi& on the pay-scde, and replacing hem with brmd-new graduates on Iow 

salaries. 

As Foucault (1982) predicted, at the 'local lever' the points of resistanct, and therefore 

also the possibilities for change, ;ire found where nurses have insights into the5 exploitation, 

dominariun and subjection. The nurses object to strategies of d o ~ a t i o n ,  huw restructuring was 

'imposed h m  abve '  on them by those l a c h g  knowledge of the bedside, without their 

involvernents. Similady they resist how the mandatory d e p e  requirement was also lnwduced 

'hm above by the nursmg elite'. Aithou@ it was an act of benevolent intention, it thereby 

became a 'totalizing' practice. They are panicdariy iuigry about the concurrent devaluation of 

experience that went dong with it, As there is Iack of recognition for ttieir work, they see 

themselves s taken-for-granted -- 'doing good, feeling bad' (Acker, 1999a;b). AU maintain that 

nurshg, as a practice discipline, can not be Iemed in the cIass tuom aione, it needs to be 

experienced at the bedside- Yet not ody experience is devalued. They all feel thrit their 

b w l e d g e  and skiils are undenitibed, as more routmization is mcreashgiy mtmduced. Much of 

the knowIedge gained in University, such as commrmication ~131s. can currentiy not be appiied in 

most settings, due to weasonable worklo&. Establishing relatioaships takes t h ,  which they 



do not have. This brings mto question why a degree is required amidst 'deskillùlg' and 

routinization, showmg how contradictory discourses are transforming the workplace 

simuhaneously. And lastly they are forced into roles they 'do not want to be' (Foucauit, 1982), 

such as 'case managers' and 'task providers', instead of 'caring' bedside nurses. Their ethical 

practice is interfered with. 

The major themes surface in chapter five and then, Like leitmotifs, cm be foüowed 

through six and seven. They are about 'not be iq  heard', not 'feeling understood' and not 'king 

appreciated'. Nurses see thernselves as rnarginalized, without input into any of the changes 

brought about by restructuring. They are left with 'not enough the '  and 'no continuity' in caring 

for their patients, to do their job as they would like to, which interferes with their 'self-styling', 

how they want to practice as mord subjectn A lack of respect pervades the system, not only 

'receiving but also giving' it. The data lead to a multiplicity of curent discourses sustaining the 

relationships of power in healthcare which cm be better understood by looking 'through the 

window' of nursmg's past (Chambon, 1999). 

Lack of Voice and Respect, Feeling Marginalized 

Looking back towards nursing's historicd developrnent the Iack of voice is nothing new. 

Nurses, as women. held no legai statu at the tirne of Nightingale. At that the ,  when nursing 

emerged as an organized discipline, women could not hold public office. Their silence and 

support of professionai men from behind the scenes was demanded and rewarded. Medicine 

appropriated the hegemonic discourse of the 'naturai sciences', which is exemplary of the 

positivist paradigm and research methods. Its goal is to conquer disease by findmg cures and 

eventuaily eliminating death. The caring discourse pales m cornparison, as its promises are much 

less dramatic, such as comectedness, support and quality of life for those stricken with illness, 

aiding in their 'hesiling'. Women's nurturing and caring roIe is also something chat is expected, 

but not appreciated. Seen as a 'naturai ability' the hard work that goes mto it is not vaiued 

(Adkms & Lury, 1999; Davies, 1995; Farrell, 2000). Performing this role d e s  wornen feel 

unsatisîïed (Acker, 1999a). From a Foucauidian perspective wonien's social roles arîse out of a 

'reghm of tnith' consishg of .scient%: categorization (the 'weaker sex', carhg as natucal to 



women) and 'dividing practices' (ernphasis on biologicai dserences h m  men), leding to a 

distinction in society's members, dependent on the concept of gender. These gendered 

desipations emerged over tirne, but are aiso constantly in flux as they transform through 

complex 'agonisms as well as antagonisms of strategies' with aii 'the neighbouring discourses, 

past and present' (Foucault, 1980, 1982). 

As was d e s m i d  earlier, nurses as members of a femaie discipline unable to establish 

tuil pro fessio nalism, became subordinate to medicine and hospital administrators, within their 

own hietarchical structures. Through lack of legal and social status, they were regulated h m  the 

outside, foilowed orders, and their labour easily exploited, as self sacrifice was constructed as a 

femgiine Wtue. Their training was obtained Iargely through an apprenticeship mode. While 

physicians gained respect, nurses increasingly lost it. Nightingale's drearn had k e n  to start an 

honourable profession for women to provide them with an appropriate medium to channe1 their 

energies and make valuable coam'butions to society. Yet, particularly in North America where 

schools lacked endowments, nursing students were forced to seli their services to hospitais in 

exchange for training. With the institutionalization of healthcare, graduate nurses too had no 

longer a choice but to work for hospitais lnstead of directly for patients in their homes. 

Resistance, in the form of a c d  for nursmg instruction m t o r d  educationd settmgs 

outside of hospital schools, was evident early on. Yet only in the 1970s was there a widespread 

move into coUeges and universities. in Canada the Weir report had recornrnended a uaiversity 

education as early as 1932. A degree requirement as entry to practice wili h d i y  be in place in 

the year 2005. However, it has to be remembered thrit this cail originated fiom the aursiug 

leadership. It had k e n  imposed upon the rnarginalized rank and file nurses, who felt it was 

brought in at the cost of devaiwtion of experience. Divisions within nursing had always existed, 

fiom the matrous at Nightingale's time presidmg over the bedside nurses to other groups with 

special statu, such as public heaith nurses in Ontario early in the lu t  century, vis a vis their 

hospitai colleagues (Stuart, 1999), as nurses iive within their estabIished hieruchies. 

My data seem to support t h t  nursmg actions remain IargeIy nivisible to the public and 

subsunied under medicme. What the media report on is labour issues, such as nursmg shortages 

and saikes. Amongst themselves nurses often show littIe respect towards each other, as whaiever 



power they exercise 'cornes at a cost' (Foucault, 1982), fkquently paid by their own coiieagues. 

Nurses in leadership positions, such as management, mostly impose on bedside nurses. By 

seldom consulting the ones who are most affected by these decisions, they cany on historical 

traditions. In the Literanue we see au uncondirional acceptance by many nurse leaders of the value 

of medical kno wledge. Many continue to try emulating physicians' successes (Beletz, 1990; 

Molony, 1992). Lately there is widespread adoption of managerial science as a new 'veridicai 

discourse' (see Smith, 1988). Creating speciaiized roles for a few, such as nurse practitioners, is 

considered more desirable than the eievation of ail  nurses' roles by valuing 'caring'. Within their 

own ranks, estabiished nurses versus new nurses, experienced nurses versus newly graduated 

nurses, and diplotm nurses versus degree nurses, di use strategies of power that strive for an 

advantaged position withh unequai relationships. These 'autagonisms of suategies' amongst 

themselves prevent effective and concened actions. 

It seems that noue of the current suategies of power is new, but they di build on historical 

mechanisms. As Foucault predicted, by sirmiltmeously reinforcing and exacerbatmg the already 

existing relationships among the players, these same mchanisms seem to have created the very 

conditions that made restructuring possible, in the way it happened. The conditions themselves 

thereby simultaneousIy got further remforced in a vicious cycle. How some of these discourses 

eet negotiated within the nurses' own consciousness and influence how the nurses wish to - 
practice - theu relationships with themselves -- have been glnnpsed m the participants' 

cornments and stories. 

However, amidst the seemhg continuities there are also discontinuities. Power, as a 

positive, productive force hrts created new opportunities. Whereas i s y  nurses stiU see 

themeIves as 'passive victims' and wait for others to 'fix their problems', there is also more 

active resistance today than m the past, as the widespread recent job actions attest to. That a b s t  

aii my participants agreed that suiking is s o m t h s  necessary, seems surprising, as six years 

rariier the attitudes amongst a sample of staff nurses haà been mwh less favourable towards this 

option. Another difference is that nurses Ieave nursing m droves. The ensuing nursing shortage 

has led to an unprecedented tum-about - nurses are now king wooed to r e m  to Canada h m  

the U. S. with bonuses and fd-cinie positions (Sharkee, 2001; Mackinnon, 2001). Alberta nurses 



settled recentiy with a 42% pay hike as they negotiated their contracts 

and other provinces, including Ontario, are in the midst of bargainhg right now. Grinspun (2001) 

tdks about recent political involvernent and propss  that nurses have made at the level of their 

professional association, ailowing them mure input into their own affairs, such as through the 

appomtment of a Chief Nursing Oficer to Ontario, increased funding for reÇ1Uitment and 

retention, as weU as educational assistance and a smnger advisory role with the government on 

poticy making. It seems that nurses hally art begitutiug to te 'listened to'. 

Limitations of the Study 

This study represents a snapshot of a particular timespan over approxirnately seven 

months during the resmcturing pmcess taking place in a major city in Ontario. There is no c I h  

that the twenty participants are representative of nurses in general or that restrucnrring had the 

same impacts and manifestations elsewhere. While l oobg  for a variety of viewpoints, 1 reaiize 

that these voluntary participants represent a 'biased sample' in their cornmitment to nursmg, as is 

evident from their levels of education and number of specidty courses they had taken. Of course, 

by no means, are they representative of ail other nurses and their viewpoints. Their perceptions 

were enlightening about what went on at the kdside within the temporai and geographical 

confines where the study was canied out. Som of the underIying discourses that shape 

subjectivities and actions were glimpsed h m  their taies and comments. The data obtained cm 

not claim to be accurate interpretations of the events themselves and are by no means exhaustive. 

Negative comnîents about nursmg practices were made m relation to 'other' nurses a d o r  the 

participants' own experiences as 'victim'. 

Amongst nurses many other viewpomts exist, possbly as m y  as there are members of 

the discipline and only sorne of them are represented here. Although personal beliefs and religion 

were rnentioned as guiding practices, some issues that did not corne mto focus in this stuày relaie 

to how 'race' and 'cuitu~es' affect nursmg* Even though my participants represent a variety of 

ethnic a d  r a d  backgrounds, difTerences due to culnual diversities did not surface. 'Class' 

came up once when one participant reported that she was 'channeued' mto nursing by her 

teachers. As she was %orna lower class and would never amount to much of anythiag' nursmg 



was thought to be the appropriate choice. Yet this aspect was not pursued with other participants, 

as it was not the focus of the research As restrucniring was mahiy a labour issue, revolving 

ciround job security, staffing, seniority, workplace environment and workloads these areas were 

in the foreground. A second reason is chat the interview questions 1 asked were focused on 

restnicturing's effects and hence not conducive to reflections on 'dividing practices' that did not 

appear to be directly related to this phenornenon. in the next sections 1 wüi try to draw some 

conclusions from what we have lemed. 

Nurses' Future Roles and 'Professionalism' 

ï h e  bicggest issue for nurses seems CO revolve around increasing mutual respect and 

cohesiveness. 1 believe it is extrernely important that efforts should be directed everywhere to 

care not only for patients but also for colleagues. A reconcepniiilization of nursing should s tm  

with 'retlective practice' (Davies, 1995). As they think about it the participants seem to recognize 

that mutual support is beneficial. Perhaps nurses themselves cm begin Ieaming to appreciate 

each other as humans, by unlearning the stereotypes they hold, and then to look towards what 

they could becorne. Stuart (1999) shows the human side in some of the nurses who went to the 

%st World War. Even thou& the ads of the day portrayed them as "the self-denying 'rnothers of 

the world' who would Save it h m  the barbaism of war" (p. 17 I), their decisions gomg ta war 

were often made for other than paaiotic rerisons. Frequently "good times rather than the horrors" 

were revealed. Many went for adventure, mvei, perhaps to escape the boredom of conventionai 

marriage, to find a socidy acceptable single Me and a new career in the welI-respected field of 

public health nursing upon theù r e m .  

Frey (200 1) and Buresch and Gordon (2000) encourage nurses to 'find theû own voice' 

and leam how to speak about what they are doing, to rnake nursing 'visible'. Buresch and 

Gordon (2000) talk about the differences between physicians and nurses when they inform the 

public about their work: Nurses tend to submerge theu 'i' mto the 'we' of the health care team, 

to the pomt of &givbg credit to others, particdarly physicians, while obscuring their own 

conm%utions- Physicians, on the other band, often can not find the 'we' in the 'i', as they f d  to 

acknowledge others' input. They tend to portray iheir own efforts as solely responsibie for patient 



survival and recovery. The authors point out further dut nurses feel d e n  w h t  they do is tao 

ordmary, as it lacks the hieh - drama of medicine that the media feed on. Yet it is in these acts of 

human comecredness tbat healing takes pIace. As Watson (1985) maintains, 'there can be caring 

without curing, but there çan be no curing without carnig'. Nurses therefore m u t  l e m  to 

concepnralize and articulate nursing more ckarly in order to create a counter discourse that is 

heard. Once they see their work as important they can leam to appreciate and support rach other. 

They further could refuse to support other professionals through 'ordered carhg' (Faik- 

Rafàel, 1996), such as chiising physicians, and thereby wasting their o\m and the patients' t h .  

They could refuse to do rnenial tasks, and support coiieagues who wish to do so, instead of 

sabotagine them. Holding Ioyalty to patients as their %st priurity, based in n u r s i .  knowledge 

and research, they could focus on promoting th& wel-bemg cind representing thek wishes with 

the rest of the team Theù relationships with patients is after ail the 'hem and saul of nursùig', as 

these and 0 t h  data 1 coiiected show (Daiski, 1994; 1997). They also couid f o m  powerful 

alliances with the public who seem increasingty to grow disenchanted with the deterioration of 

quality in healthcare. By sharing knowledge with thelem they could practicr 'empowered caring' 

(Fak-Rafaeh 1996), sirmiltaneously aiso helping to empower others. A counter-discourse could 

be created, based m a common vision and phïiosophy. Its god could be a 'community of sharing 

and caring' (Ashley, L997) that is capabIe of chdenging the current 'corporate m a g e d  care 

appronch' (Padgett, 1998). 

Implications for Recmitment and Retention 

For emplo yers and managers it mi& be more cost effective, when resmicturing, to ask 

nurses who are the experts at the bedside about their input and avoid costly mistakes. They rnigfit 

want to sit d o m  and discuss the recommendations of their stliffwith thea Happier employees 

mi@ take Iess sick the, be more productive and more loyal to an institution where a 

CO Uaborative aamsphere exists. Cronin and Becherer (1999) suggest unit managers to provide 

positive feedback for work weil done- My participants had stated that support for and 

appreciation of their work wrts very importaiit to theux yet m y  of k i r  Mit managers were seen 

as unjustly criticd and disrespectful of nurses. De1 Bwno (1993) also recommends to buiId a 



stable work force not just filling positions for the short-tem Otherwise h t r a t e d  nurses will 

leave hospitals for other areas of work or see nursing as 'just a job'. Longer orientation tiraes and 

staff mixes of new and experienced nurses will facilitate kt ter  care and decrease stress. Carey 

and Campbell (1994) place high vaiue on preceptorship and mentorship of new nurses, 

particuiarIy through role modehg md emo tional suppon W o r b g  together in stable teams 

should aiso mcrease stafï morale and provide better patient outcomes. 

More full-tirne employment. tiexibïiity in scheduling, particularly for the purpose of 

rducacion, will also benetit ernployers, as weU as patients, in the long m Cooney (1994) found 

that productivity of experienced and happy staffis definitely higher than that of part-tirne 

entployees. irvine, Sidani. and McGiltis Hall (1988) liuk good nursing care to shorter hospital 

stays of patients, which will decrease expendinires in the systcm Currently McMaster University 

in Hamilton conducts a research project on Nursing Effectiveness, Utilizahon and Outcornes 

(Picard, 2001, June, 20, p. A3). Picard highiigfits recommendations of the research, such as 

contiuuity of care, more full-time employment and overall better working conditions, that shouid 

be tied to accreditation of hospitals. Scott, Soctialski and Aiken (1999) advocate for coiiaboration 

and decision making with staff. With better workmg conditions there might be previously 

untapped resources, when nurses c m  acniaily apply di the knowtedge and skills they have 

acquired, through education as weil as expxience. 1 wouid add, most importantly, that at the unit 

levels nurses shouid be consulted, in particdar about which tasks can be performed saIely by 

lesser skilled workers and which ones they need co do themseives. Bringing back tlexibIe 

scheduiing is another key issue in reducmg burn-out and sick t h .  

Impiications for Nwsing Mucation 

A likral education seerns to be appreciated by the nurses, and the degree preparacion is 

thought of as an approved avenue to take- Contidence building instead of only information 

buildmg is an important goal (McGregor, 1996). such as by adopting a 'carnig curridum' 

(Bevis & Watson, 1989). Most importantly experience shouId not be devalued at the cost of 

cIassroom learning. Nurses want and need hands-on experience during education and orientation 

to new work envïronments, as m a practice disciph experiential learning is essentid They also 



need help with integating the theoretical knowledge into practice, due to the complexity of 

human beings and their conditions, for m y  years. Leaming about nursing's own body of 

knowledge and nursing's historicai roots and current context fimm critical perspectives holds the 

potential for nurses to becom aware of everyday taken-for-gmted practices and to expand their 

'fields of possibilities' in how it could be different and better for their patients and thernselves. 

Thereby Ieaniing cm become a uansformative and emaucipatory e.qerience. 

Like Buresch and Gordon (2000) 1 think that nurses should share their stories, particularly 

to demonstrate application of theories to practice in order to narrow the 'theory-practice, gap. 

Students could be encouraged to publish weii-written essiiys, in which they relate their practice 

experiences to theoretical nursing knowledge, for other nurses to benefit and lem. FmeU (2000) 

discusses how dominant discourses can be taken up by educators in various wriys. Quality 

management, for example, cm refer to foUowmg care maps accurately or to providing excellent 

care for patients accordmg to their needs. Within the dominant discourses 'new spaces of 

freedom' cm always dso be found. Lastly, striving for professionalism we should provide our 

future practitioners with options to cmfuNy think about what this profession should look like. 

Do we, as a comrnunity, want the traditional mode1 with its 'eiitist structure and knowledge 

shrouded in secrecy and guarded jealously' (Woolf, 1938)'? Or do we want a 'cornmunity of 

sharing and caring' (Ashley, 1997)- of connectedness and concem for each other as weii as the 

eco-system (Ddy, 197011990; Rich, 2001), tt mode1 of 'empowered caring' (Falk-Rafael, 1996)? 

implications for Further Research 

Further research efforts should be directed towards m a h g  caring and its benefits to 

patients visible, thereby helping others, as welI as nurses themselves, to value nursing. 

Qualitative approaches need to become more recognked to show nursmg's benefits, through 

patients' stories, nurses' stories (Buresch & Gordon, 2000). They aIso need to be linked to 

quantitative criteria such as shortened hospitd stays, decreased readmissions and better health 

req- fewer services. Some studies shouId panicularly explore whether nurses' mput into 

restnrcnrring could make it more cost effective. Further research, sinnlar to the studies of Carey 

and Campbeii (1994), Cooney (1994), Cronin and Becherer (19991, Del Buono (1993), hine et 



al. (1988) and Scott, Sochaiski and Aiken (1999), as weil as this thesis, could support relations 

between job security / satisfaction and recruimnt / retention of nurses and better patient 

outcomes. 

Other areas that need h h e r  exploration are the nurses' relationships with eaçh O ther, 

other health profession& and their patients. Nurses need to gain more insight into their own 

power practices, to becorne aware of 'haw they do not want to be'. It should be further explored 

how the circulating discourses that form subjectivities through these everyday pnctices can be 

made more visible. Ways should k tound to show how thuigs couId be different -- how things 

are is always -'exceptional' -- by expanding the 'field of possbilities' (Foucault, 1982). 

Conciuding Musings 

My data were coliected between the end of 1998 and summer of 1999. Now about two 

years later the nursing shortage h;is becorne severe. Nurses are currently negotiating in severai 

provinces, including Ontario, for a new settlemcnt. They are also 'working to d e ' ,  me3ning they 

are now taking their due breaks, haUy, and refusing overtirne, as negotiations keep breaking off. 

They recently settled in ,4ibena with a much publicized pay incrense. in Nova Scotia nurses 

currently take job actions, while the govenunent is bringing m legislation to take away the right 

to strike for hedthcare workers. As usualiy the tocus of the media is on wage issues, not workmg 

conditions. Here at home, fiom what my students teli me, employers still dermuid that nurses 

work in casuai positions for more h one unit, few are hired Wtime. S o m  nurses, especially 

those in speciaiized units, are Ieaving to work for agencies, which have lots of assigmnts for 

them at the moment, due to high demand Through this m v e  the nurses see their salaries tdce a 

big mcrease, while as 'agency nurses' b i r  responsibilities are fewer, and they gain conml over 

their schedules. Yet, there is also a danger in this strategy. As they are no longer protected by 

their unions, in the long run when supply of nurses again exceeds demand, they could see their 

wages and work opportunities pltunu~t. Stress Ievels m hospitals are as hïgh as ever and staff 

sickness is rampant, particularly due to back injuries h m  heavy lifting. Hospital representatives 

sdi cornplain they are underfunded Recentiy the CE0 of a major institution wmed of 

impendhg stafflay-offs, includmg those of nurses, to stay within the limits of the budget It 



seems very iittle has changed. 

Ou a more positive note, patient-focused care is piloted in severai institutions across the 

province under the auspices of the CoUege of Nurses. Tt is important. 1 beiieve, to dfierentiate 

the paUent-as-expert of his/her own Ue h m  h e  patient-as-expert in management of the diseme 

process itself. Whereas the former discourse tries to render the nurse-patient relationship more 

equitable, the latter d iourse  supports the ongoing devolvement of responsbiy for services to 

patients and their families within the current neo-lirai agenda In two of the hospitais from 

which 1 had reçnrited participants, reguliu meetings are now king held between nurses in tiigher 

administration and staff. Bedside nurses are invited to share cheir concerts and ideas -- a good 

start. A letter to the editor (Jack & McLean, 2001, p.5) of the latesr Communiciue reports on a 

day-long workshop (with pay!) during which the staffnurses were consulted on how to prornote 

exceilence of crire in their setting. The response is reported as 'remarkable'. In addition m y  

nurses on duty that day, who could not attend, participated through a survey. in the same issue of 

the Cornmunisue (Macleod, 2001, p.4) 1 l e m  that a new diplorna nursing program is iu the 

making -- the RPN of the future wili have at Ieast four semsters of Community CoUege 

preparation, s t d g  in 2005 when RNs wiU graduare with a baccaiaureate degree. Perhaps it wlis 

recognized that there is a 'niche' for a diplorna nurse, afier ail, wMe a new layer of degree- 

prepnred nurses was added into the nursiag hierarchy. The danger is that trahihg of this new 

diplorna nurse could focus on the purely 'technical' to provide care as a 'string of tasks' in 

keeping with the 'managed c m  b w o r k ' .  The university-educated Registered Nurse at the 

bedside, on the other hand, has the potential to elevate the discipline mto becoming more 

howledge-based, and could add a 'counter discourse' of 'reskining'. 

As SOUE of my participants have started to realize, nurses need to think a b u t  h i r  

common goah such as wanting to 'help people', and then develop a common vision around 

which they can d y  and which zkns for a 'minimum of domination' of others, coiieagues ad 

patients. Wtth the shonage of nurses right now perhaps some 'spaces of frerdom' (Foucault, 

1982) have opened up. The time rnight be ri& to squeeze into them. 
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Bedside Nurses' Perceptions of N u h g  in the Cümate of Restnicturing 

Dear bls,fSir, 

The pupose of my project is to l e m  about the impact the current restruccuring of the 

heairticare system has on the bedside, and how ic afkcts the people hvolved 1 beiieve it is 

important to heu tiom nurses, who are on the fronrline, what it is üke to work w i t h .  the present 

eavironment. What are your experiences and the rhoughts you have in this regard? From your 

place at the bedside, what are the efiects of the changes in the healthcare system on you and your 

work? Please remmber there are no right answers. But, to find better answers, your voices need 

to be kard and inchded. 

if you wodd iike to participate we wili discuss this topic at your couvenience. 1 will 

audiocape our conversation and Later transcn'be it. This study wdi become part of my doctoral 

dissertation, ResuIts wüi also be 'scussed at conferences and possibly published. Your identity 

wdI be h o  wu to me only. To protect your privacy 1 wiii keep out real names and aii identifjing 

characteristics. You have the n'ght to withdraw from the project at any the, if you wisk 

Meanwhile feel free to ask me any M e r  questions regardhg the study that you may have by 

contacthg me at the numbers, h ted  beiow. 

Sincerely, 

ïsolde Daish, RN, M D .  Student 

Ontario Institute for Studies in Education, University of Toronto 

252 Bloor Street West, Toronto, Ontario, M5S IV6. 

Telephone: (work nirmber and hom number) 



Letter of consent 

Title of the Project: 

Bedside Nurses' Perceptions of N d n g  in the Climate of Restructuring 

1 hereby consent to participate in the above named research project. [soIde Daiski wilI 

conduct an interview with me, which wili be audio-taped and later transcribed by her. 

I have read the letter explainhg the project and want to discuss my ideas on resmicniring 

in nursing and how [ see myself as a nurse. 1 am &O awre that my participation is strictiy 

voIuntary and that 1 can withdraw from the study at any t h ,  if 1 wisk 

Participant Researcher Date 



Gppendix B 

Interview Guide 

Part A: Dernographics 

Job celateci idormation: 

How long have you ben a nurse'? 

How long have you worked within the present institution? 

Wtaere did you work before that? 

What is your present position? 

What is your education: highest lrvel achieved? 

Did you take any specialty courses/ certificates in nurshg? non-nursing t 

Other iaforrnation: 

Age p u p ,  gender, cuiturall ethnici rocid self identitication, professional/ occupationai 

memberships. 

Part B: Interview 

Main question: 

What has your expience ken with the curent restnicturing of the healthcare system? How has 

it affected -ou and pur wotk? 

Prompts: 

TaIk about advantages. 

Tdk about disadvantages. 

How do you cope with the present situation? 



What is your present level of satisfaction with your work? 

How do you thmk resuucturSng sfmuld be c h e d  out? 

institutional reiatioaships: 

Main question: 

1 am hterested in your relationships with peuple you encounter through your work: 

First: patients and their familied ti-iends. 

Second: pur nursing CO-workersl administration 

Third: dactors/ other disciplines. 

Prompts: 

How do you feel they perceive nurses and nursing? 

How do they treat you? 

Perceptions of occupational identity: 

Why did you decide to becorne a nurse'? 

1s nursing what you expected it to be or not? Elabrate. 

b t  do you think about it now? E-g. Descri'be a typicd good day ruid a bad day. 

Wfiere do you think nursmg should go from here? M t  do you tbiak; of the baccdaureate as 

enuy to practice? 

What is p u r  idea of the 'ideal nurse*? 

What conditions are necessary to be / stay the nurse you idedy wouId üke to be? 

Do you think nursing is a profession? M y /  why not? tfnot, what is needed? 

What about job actions? 

Do you have a personal philosophy that guides you in pur practice? 

For Croup 2 ody add: 

Wfiat is it like to practice h m  the pkdosophy of 'patient focused care'? 




