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DEDICATION
To the nurses who offered their narratives and understandings of how we
create our relational lives as we imagine the possibilities in our

professional practice.



This study explores the personal msanings that nurses give to their
relationships with patiente, patients’ families and work colleagues in the
context of the intensive care unit. The orientation of this research
incorporated aspects of hermsneutic, feminist and postmodern thought.

The mathodology centersd on segquential smsall group sessions,
conducted in an interactive dialogic manner. Thess group interviews
offered the potential for a desper probing of the experiences and a
reciprocally educative encounter. 7Two groups, eight nurses in total, sst
many times over a three month periocd to reflect and discuss their own
stories related to this aspect of our professional lives. We listened for
themes that would offer us greater understanding. At times seanings were
nagotiated, at other times a partage of meaning was saintained. We
sndesavored to maintain subtlety and diversity in the narratives and in the
interpretations of those accounts.
challange in being positionsd in the space between diverse images. At
timss they perceived themselves in the role of a caretaker characteriszed
by a focus on tasks in which the self is involved in hiesrarchical
relationships with instrumsntal, technological goals. Another image of
self was that of self as a being in relationship. This image of self was
characterized by more egalitarian interactions, responding to others in
dynamic, responsive, respectful interactions. The focus was on being in
touch with other persons in more humans, contextual encounters; the
fesling of experiencing life in a bigger matrix.
call of these narratives. There is an exploration of the implicatioa of
living in (and educating for) a life which is positionsd withia an
ambiguous, complex and often paradomical world.



I wish to express my appraciation to Angela Law for her patient,
efficient competence in assisting in the preparation of this manuscript.

I have benefited much from the wiss guidance of Terry Carson. I
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CHAPTER 1
PROLOGUE: REMEMBERING WITH MARY

The intent of this inquiry is to explores the understandings that
nurses have about their relationships with patients, patients’ families
and work colleagues in their professional lives in the context of the
intensive care unit.

Rurses, especially those who work in critical care ssttings, will
tell you that the relationships that they have with others in their work
setting both provide meaningful satisfaction to their lives and are often

the source of pain, anger and frustration. I am a nurse educator. That

their professional practice. The understandings explored in this ressarch
can provoks additional thoughtfulness as ve make choices in how we wish to
ba presant to othars. It is hopad that insights gained though this
research will inspire us to create new possibilities in how we can truly
care about ocurselves and others. This inquiry values nurses experiences
and their interpretation of thoss axperiences as a source of knowledge.

I bagin the text with a narrative of my exparience a few ysare ago.
Thase svants sarked the beginning of a more conscious journey toward
understanding thase relationships and the exploration of my own
subjectivity in this contesnt.

Throughout this dissertation italics signify the voice of a
storyteller; standard font, the reflective interpretive voice of this
author. In this first story I am both the storyteller and the reflective
voice; later storiss have other storytellers. The comments interspersed
the story. Thay reprcesent an ongoing interpretation of the voices of the
nrees as they speak of their lives. I listen to their words and phrases
and respond from my own subject position. This position has been informed

A versioa of this chapter has been published. 1In D. Shogaa (Bd.).
(1992). A xeader ik feninist sthiss. Teconto: Canadian Scholars Press.

-



by my own experiences and by reflection on writings in hermeneutics,
feminist and postmodern thought. I will discuss later how this reflection
intertwines with those of the other participants in this study.

It was 7:15 on a Sunday morning, my new white 'duty shoes’ squeaked
on the highly polished floors as I made my way down the hospital corridor

to the Cardisc Intensive Care Unit. This journey was not a nev

experience; I had worked in this area for eighteen years, but today wvas

or filling the role of unit administrator, I have always involved myself
in bedside nursing even though it was not the main consumer of my
profesaional time.

I had become restless with what I perceived to be a professional
plateau; disillusioned with what I sensed to be an erosion and fading of
personal visions; and frustrated in not finding vays for meaningful action
towerd vorthwhile goals. Some might dismiss this as middle age crisis,

As I entered the doors to the unit I was aware of a heightened
sensation in my stomach and chest. Vas this excitesment or apprehension?
Sometimes it is hard to tell the difference.

In preparation for morning report, I cheched the assignmsent board.
Usually I was the one making it out, but today, on the first day of my
‘hree month change of roles to staff nurse, I was looking to see what
another had prescribed as my professional destiny for the day. I had been
assigned to Nary Webster. BEven before the night nurse’s report, an
experionced glance at Nary’s room, her monitor and the thickness of her
"surses’ netes® ea the chart, let me knov this weuld be a challenging day.
It was clearer now that the feeling in my stomach wvas appreheasion. I
inte the ‘real werld’.
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During morning report, I learned that this 67 year old woman was a
nurse, a teacher of nurses, recently retired to the west coast. Ny most
litany of ominous signs and symptoms of her physical state. The religion
of my youth surfaced, each additional statement of her dire condition
elicited from my heart the silent supplication "Lord hear our prayer!®

Nary had been admitted three hours earlier with a massive heart
attack. The evidence from the electrocardiogram, the lab tests, the
physiological parameters all conspired to display an inescapable picture.
Nary was dying because she did not have enough uninjured heart muscle left
to sustain life. I immediately put in a call for Nary’'s cardiologist. As
Nary'’'s ‘health care team’, Dr. White and myself needed to take stock of
the situation and ourselves.

And yet I wonder - What is the experience of being a nurse in an intensive
care unit?

At moments like these one wonders if this technological gift of
*“gcientific certainty” is a blessing. The purpose of this kind of unit is
thought by many to be the saving of lives. The cardiologists and the
cardiology nurses spend years refining their knowledge and skills to apply
the ‘cutting edge’ of technological advances to our patients. We are
surrounded by the latest sophisticated drugs and equipment. We are
conditioned like fire horses to respond to the sound of the ball and the
smell of danger. There was nothing in our state of the art medical magic
that would significantly change the ocutcome of this day for Mary. Today
would challenge us to take a new and critical look at what we were doing.

I am a nurse - one who takes care of, looks after, or advises
another. I had chosen to “"return to my roote in order to rekindle a
attend to a person who was 1117 What “roots of nursing” did I seek?
unites and gives stability--allowing a plant to grow. What iamer or
esssntial part did I hope to ignite with desire throuph this tending te,
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this caring for Mary? How did I aspire to arouse some remembrance of my

linsage?

Engounter
After report, and before Dr. White had a chance to respond, I went

to Nary'’s bedside. As I entered the room, I completed the checklist
inventory that becomes automatic for the critical care nurse: four
intravenous drips, each with the prescribed drug at the prescribed rate of
intusion; the supplemental oxygen in place, without kinks nor moisture in
the tubing; physiological monitor blipping and displaying numbers
appropriately, all safety slarms functional; urinary output monitor reset
and functioning; all emergency egquipment present. On completion of this
90 second scrutiny of the accoutrements of the technological deity, I
could return my attention to Nary.

As I weat to her, leaning forward over the side rail to look into
Mer face, she opened her eyes. “"Nello Nary, my name is Ann. I will be
your naurse for today.” The simplicity of that meeting belied the
intensity of what was to come--for both of us.

wich a disarming candor she gased into my eyes demanding the truth,
*"Am I going to die?” I took her hand, nodded slightly; our eyes still
engaged, “Your heart has been badly injured by a heart attack, I’'m afraid
all indications are not very good..." “Demn!*® ghe broke in. &She closed
her eyes. During the following five minutes of silence we continued to
hold hands. PFinally I said gquietly *I will be your nurse all day, but ia
there anything you would like me to do now?*®

hor hesd. I offered a sip of cold ginger ale, placed klesnsx within reach
and helped her rearrange her body on her side, curled up. I sauggled a
pillow 4a the curve of her neck and tucked a blanket from the warming
oupbeasd ercund her sheulders.

And yot I wonder - What ie the enperience of recognising an Other?

her poreon that came out tO me, S0mS recogaition, some mwtwally though
silently achnswiedged kinship.
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What permits us this "recognition"? How do we "know again; perceive
someons to be a person previously known®"? The dictionary goes on to
slaborate:
avow knowledge of; to admit with a fc .owledgement
acknowledge formally as by special atteicion
acknowledge with a show of approval

s

acknowledge acquaintance with
acknowledge by admitting to a privileged status

I

]

acknowledge as one entitled to be heard at the time
To acknowledgs the indepandence of (another)

But, how did I know how to "be" in this preciocus moment? Certainly,
nureing text books had not even hinted at the pereonal intensity of this
encounter. I had watched nurees, whom I admired as role models, with
dying patients but my meeting with Mary had many layers beneath the
observable behaviors. Did I respond to Mary in a way that I sense I would
have wanted if our positions were exchanged? I do not think this was the
case, I did not have the sense of talking to the mirror.

Was I able to receive Mary directly, recognize in her a "eself”"? If
80 how can this be, is it an ability due to some shared human quality--to
see or hear or touch ancther? Receiving msans accepting, having the
capacity for. How do we permit each other this entering--this encounter
faoce to face?

Besponas

At 7:45 Dr. White arrived, reviewed the medical data and talhked
wvith, and briefly examined Nary. HNe subtly determined that she understood
further discussion with him. Back at the surses’ desk be and I recordered
This weuld 1ikely assure “a mere ceafesrtable death® while, in Rery’s cese



not significantly prolonging nor changing the inevitable outcome. Dr.
White went to the waiting room to talk with Nary’s husband in order to
explain the situation and elicit his support for our proposed plan of
care. Ne sought his concurrence that it would not be in Nary's best
interest to attempt to prolong her struggle with more "heroic measures® of
advanced cardiac life support.

Nary was resting gquietly. I was tending to intravenous lines,
measuring urinary output, gathering and recording numbers, documenting the

Al Vebster appeared in the doorway of Nary’s room. I went to him
and we stepped out to a quiet nook nearby. After introducing myself, 1
started, "Nary is very sick, has Dr. White spoken with you?® We whispered
hoarsely "Ne said she will not last the day...(brief silence)...I want hor
to be hept as comfortable as possible*...his voice trailing off till
inaudible. I touched his hand "I will...and I am glad that I am able to
be with you both today.” After ano*her of the silences that seemed to
punctuate the poignant phrases of this day, he ashs "Does she know?" I
aod. Ne answers in a nod of relief. As I accompany Al back to Nary'’'s
bedaide he walks to the foot of her bed, staring at her sleeping body in
stunned helplessness.

I pulled a second chair up to the side of the bed and indicated that
he should sit with us. Ne, Nary and I formed a triangle for much of that
day.

After a while Al seemed eager to tell me of the experiences of Ais
humor, her peorsenslity, the way she evercame difficulties. It was clear
that ho was proud of her, he loved her and at least for now could mot
imegine life witheut her.

So could net bear to look at her for very leag. Ne ceafided that he
brush back her hair with his finger tips. She cpencd her eyes and mmiled
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at him tenderly. HNe talked to her only when ‘announcing’ his comings and
goings from her roos.

She did not reach out in hand nor word, but I knew she was avare of
Ais presence. I sense she understood his pain and respected his needs
probably as she had done for thirty years. However I noted she rested
more peacefully in his presence.
I wonder - What is "responding” to an Other?

A part of me finds my own words incredulous; "glad to be hare with
you bothi™ How did I get assigned this part in life’'s play? Fesling like

are possible? I felt mysslf to be ad-libbing the way I was present. What
prompted my desire to insert those particular lines in that special
exparisnce?

Al was initially stunned into a voicelesss helplessness. He felt
nusbed, confoundaed by overpowering emotion. However, he regained his
spsech to talk of life shared with Mary, to spsak of a warm and vibrant
woman. Ne remsmbersd, put together again, what was essential in their
pressnoce to sach other. In their mutual love, esach for the other,
looked back to be mindful again of respect and honor. Was this quality of
presence mnade possible by & regard for their connection yet

Mehodiad Cacing

Rary slept most of the time. I ostensibly kept busy minding the
titrating the medications to ease the work on her feiling heart and help
her body meintain balance and digaity in its fimal hours. As I looked
was bumenised with soft earth tones, indirect lighting and lerge viandews.
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hospitable feeling. Thers was a sense of openness that balanced the neesds
of privacy and accessibility. The equipment was tucked away as much as
possible behind the patient. It is hard to see the person in the bed if

Whensver Al went out of the room for a ‘break’, I took the
opportunity to talk with Nary. She asked for both technical information

(for the scientific part of her nurse-educator self) and also expressed
her more personal feelings and thoughts. As we talked, I often used this

time to bathe the cold clammy sweat of cardiogenic shock from her skin, to
rub her back, and help her into more comfortable positions. During these
times we developed a guiet, shared intimacy. Perhaps the crisis permitted
for close life long friends.

Ve talked of our professional lives. There was delight in her eyes
and a tone of ave in her voice when she spoke of "her” former students.
As I responded to her speech I vas amased to find a renewed clarity in my
own vision and a fresh articulation of my aspirations. This shared

About 11 a.m. I was called to the phone. The woman on the line
identified herself as Linda Bradley, a close friend of Nary’s. &She
inguired about Nary’s condition, asked if Al was there, and would it be
okay if she and another mutual friend, Susan, came to visit. I gave her
the ianformation, and let her speak with Al on the phone. Linda and Susan
arrived about a half hour later.

In the meentime Al had explained that they were “her* friends but
soon after they arrived it was clear to me that they came not oaly to be
with Nary, but also toe be an exteaded family for Al. They were very
prectical ia their care for Al. They took him awey for a while with an
offering of lunch. Later that afterscoa they drove Aim to Ails bome teo
ealls te relatives and friends.



In contrast, they understood the essential element of interaction
with Nary was just to be with her. They sat with her, held her hand,
talked sometimes. Tears frequently flowed unabashedly down BSusan’s
cheeks; Nary would sometimes join her. Often these tender moments would
be highlighted by soft, shared laughter in response to a quip from Nary.
Al’s reference to her humor was given evidence. BEven in her dream-like
cor.sciouaness, due to her deteriorating cardiac function and the
medications, Nary wvas indeed vibrant.

1 wonder - How is caring smbodied?

We formed a fellowship of caring; Mary, Al, Susan, Linda and myself.
That day we five shared in this dance, this engagement.

"Care” originally meant to "wourn over a bed of trouble or
sickness.” As I look back to that day I see that our fellowship journeyed
through the lived-meanings of "care” in a way that paralleled the lexical

= to be troubled, uneasy or anxious...

= to take thought for, provide for and look after...

= to have a regard or liking for, as worthwhile...

= to have a fondness or attachment.

Is the journey from “mourning® to "attachment® merely capricious
etymology? My sense is that they are very interrelated, perhaps not in a
linear way but in a spiral-twisting back to circle again and again.

This mourning/attachment was corporally incarnate. We danced the

patterned movements of this care in flesh and blood upon the earth. The

the comfortable sase of shared intimacy. Tears and laught

of esbodied epirits. This shared ministering took multiform oconcrete

By 6 p.n., Nary’'s cendition versened. She needed increasing ansuats
d“ﬂﬂﬂﬂuﬁmn“mluﬁﬂmﬂmnmn
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less labored. She only opened her eyes occasionally as we came and went
from the room.

Physiologically there was no reason for Nary to still be alive. Ner
heart was barely circulating blood to the rest of her body. Ner organa
were ‘shutting down’ in response to this deprivation. HNer heart beat
became more .irregular with intermittent periods of life tAhreatening
dysrhythmias. It seemed a sadistic teasing of death to threaten, then
spontaneously resolve back to normsal. But later I wondered if maybe it
wvas Nary’'s body flirting with death, letting death know she would come
when she was ready.

I was torn. I wanted this difficult transition to be over for all
of us. Part of my role in critical care nursing vas traditionally seen as
guardian of the body’s life. Although I knew what we were doing--helping
Rary, by our presence, with her death--there seemed in me a great deal of
unresolved tension.

It wvas now about 6:30. By administering morphine and titrating her
were sitting at her side talking together guietly. One of my nurse
colleagues insisted that she take over the vigil while I slipped into the
coffee room on the unit for a supper break. I had felt at ease when I had
left Nary’s care to another nurse at lunch time while I weat to the
hospital cafeteria. At that time I had brought back a sandwich to put in
the uait fridge for my supper, guided by some unspoken sense.

Now, robot-like I unpached my sandwich. As I heard the moanitor
alarms, my owa heart in my throat, I uanderstood their proclamation. A few
momeat, had surprisingly come.

Again I felt pressed into the ritwal of my empected rele. In a
Single flow of motion I silemced the meaitor bell, cheched Nary's pulse,
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I wonder - How do we understand a living/dying in the space between a
technological world and a world of being?

Were the liturgical procedures of the intensive care unit all empty
routine? Maybe, but possibly this last rite gave us all a little more
time, a verification that, no, we were not imagining Mary’'s death. It
offered the opportunity for a comfort in the coincidence of such powerful
human emotions and the stark facts from the science of physiology. How
did I play this part of my role, this part of my being? It seems I was
informed and comforted by some unarticulated inner knowing, sesome
recognition of Mary, her husband and friends into a way of being, of
responding to life and death on this particular Sunday afternoon.

While we are embedded in this idiosyncratic, ambiguous, human
condition, we also stand in the midst of a logical, orderly, predictable,
technological world. Does this require us to be torn by schisophrenia or
ie it possibly a call to inaugurate a new polytheism? Is this an
opportunity for a comfort, to find strength in the coming together of
these pluralistic realities? Certainly, I cannot imagine life in the
intensive care unit that would not venerate these diverse perspectives.
In_Celebxation

Al needed to leave the room immedistely, so he and I went to an
adjacent guiet place. Linda and Susan soon joined us. There were no dry
eyes in the room. We talked of Nary. They spoke of her life, of her
porson, as she had lived her life. I shared my knowing of Nary whea we
talked of this day. In spite of the tears, or possibly enabled by the
tears, our being together felt in some way whole and in celebratioa of
Nary, in celebration of our own lives.

S0 - Now do we cslebrate life/death?

What did we proclaim with our public and appropriate rites? Now did
we homor--cbesrve our understanding of life and death? Did our being
together in some way make us whole? What allowed us to fesl complete,
sound, healed?
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I have cared for many patients before Mary and many since then.
Although there was a special uniqueness on that particular day, I have
witnessed this phenomenon of recognition in many of my encounters with
othars. Bor do I wish to imply that it is limited to, or even
predominantly found, in nurse-patient relationships. I believe it to be
a human experience.
Our very language alludes to its presence wvhen we speak of this
recognition, this connection in our everyday lives. For instance we say

says

When I sav the grieving family my heart went out to tham.

As I travelled through the slums of the city my eyes took in the
suffering children.
= 1 was touched by his story.

It felt satisfying to be really heard.

I have hesard this relatedness named "caring™ or "empathy” as though
by giving it a label we have encompassed it. For me it is an undeniable
gquality of our human existence that begs for a better undarstanding.



CHAPTER I1I
THE CONTEXT OF THE QUESTION

My experience with Mary and the subsequent writing of and reflection
on this story was clearly a turning point in my journey. The quest to
more clearly understand wyself in relationship to others in wmy
professional practice would now pursue a wore conscious, purposeful
pathway. That pilgramage has led directly to this study.

In brief, I wish to focus my question on how the critical care nurse
perceives and responds to her relationships with others in her
professional life. I want to understand what this person is saying about
relationality from her particular subject position(s). How does she
‘imagine’ herself, create herself in these interactions?

Bowever, I begin with more of an introduction of my self because the
history of this self is the matrix in which my question is intrineically
embedded. These experiences not only permit me to ask these questions but
compel me, through the grounding of my orientation, to wonder about life
in this way.

Sanssis of Noondexina/Wandexing

The recurrent image of this self as a wonderer/wanderer is firmly
rooted in childhood. I was a female child of working class, Catholic,
second generation German immigrant parents. As I grew up, I watched them
struggle to integrate traditional values with the American promise of
upward mobility. My two siblings were considerably older than 1. Ny
femily lived in a rural area adjacent to & mid-sised U.S. midwestern city.
I spent much of my preschool years exploring nearby fields and cresks in
the company of my dog. In retroepect, I believe that the contest of thees
experiences in nature had a profound influence on my sensibilities and on
the personsl epistemology I would embrace.

Asnie Dillaxd (1982) describes the sensibility to this kind of
knowing in the story of her emcouater with a weasel.

13
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A yellow bird appeared Lo my right and flew behind me. It
caught my eyes; I eowivelled around - and the next instant,
inexplicably, I was looking down at a weassl, who was looking up at
.

1 was stunned into stillness twisted backward on the tree
trunk. Our eyes locked, and someone threw away the key.

Our look was as if two lovers, or deadly enemies, met
something e1se: a clearing blow to the gut. Tt wes also 4 bright
blow to the brain, or a sudden beating of brains, with all the
charge and intimate grate of rubbed balloons (pp. 13, 14).

Similar experiences in my childhood called me to live in a world of
complexity, ambiguity and to cherish the enchantment of the moment.

In contrast, both my eight years in a small rursl parochial grade
ochool and four years in a Catholic girls’ academy in the city provided a
solid base in academic rigor and moral principles. During this period,
reflection was encouraged but only through disciplined principled thought.
On my graduation from this academy in 1962 an sward for “"citisenship and
service” bespoke the fact that I had internalised these values very well.
The ambience and support structures of same-sex schooling shaped and
reinforced a sensibility of my place in this world that would be
consietent with my future choices. I never doubted that as a woman I wes
capable of accomplishing whatever I chose in this world. All my role
models reinforced this perception.

During the 1960s, my life paralleled that of many of =y
ocontemporaries in the U.S. during that decade. I rejected a University
scholarship in favor of expsriences in the "real world” - questioning the
validity and usefulness of ascademic knowing. During this period
everything was to be reexamined, all values and truths of the deominant
culture were open to doubt and were subject to inquiry. In my wanderings
I was influenced by the writings of the existeatialists, especially Martia
Suber. I began focusing on issues oconcerning the dilemmss of
authenticity, istegrity, and humen relationship. I was active in dialogee
and dosd in iscves surrcunding the seecad Vaticas Council, the U.S.
Goverameat poverty programs and the anti-Vietass War movemsat. Per me,
this period was a2 time for iatrospectien, critical ideslisa and persomal

astiviem.
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By the late 60s, compelled by "the practical®, I sought to find a
niche in society. MNursing seemed to offer a means to find a home in the
world. I sensed a diversity in this profession that could encompass the
breadth of my personal ways of viewing the world and that this career
would provide a context in which I could continue my exploration. Chance
provided the opportunity to specialise in cardiac intensive care nursing.
I have been abdble to use my experience in this field for twenty-two years
to exercise my knowing of the world in scientific, humanistie, rational,
intuitive, empirical and spiritual ways. I have been engaged in this area
of nureing as a bedside practitioner, educator and administrator. I know
intensive care nursing with the intimacy of an expert yet I continue to
stand in wonder at the intricacy, uncertainty and apparent paradox that
surrounds me in this setting.

I am still caught off guard and at a loas for words when somsone
asks “"What is it to be a critical care nurse?" “"What does it take to
become a good one?"” I have witnessed countless powerful interactions and
poignant relationshipe with patients and their families. 1 can also
attest to complex dynamice betwesn and among the ‘caregivers’; some to be

are spoken of exoept in a very superficial way.

As an educator for this specialty area, I often pondered what the
curriculum should include besides the tachnical skille and vigilant
assesement. Can one teach caring, let alone plan for its implemsntation
or msasure it as a competency?

As an administrator of a critical care uanit, I considered hew I
oould support “"positive" relaticaships. Is there a connection bstween
petient care and nurse care? We had systems of patient acuity, work load
indanss, and quality moaitoring. Now ware all thess numbe ]
they speaking of the same reslitise?
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The main challenge for me in thie journey toward a better

the difficulty of language, the failure of words. My hope is that through
this study I might provide space for the voices of those sabedded in this
world to recall a fuller meaning and find a clearer articulation.

This biography (as well as the scholarly influences that I will
sddress in the next chapter) provides much of the perspective from which
I am able to reflect upon the lived world of the nurse working in an
intensive care unit. Lat me sketch a few ways in which 1 perceive this

world to be complex, ambiguous and often paradoxical.

theoriste, educators and practitioners because it defies a concise unified
position for all nurses. In spite of this diversity there are
interpretive frameworks that do dominate many specific areas of nureing.
Acadenically oriested nurses have been traditionally in the grip of
soientific positiviesm. Nursee working in hospitals are surrounded by the
the service of technolegical ends. Overarching thess perspectives is a
belief by the public and by nurses themselves that caring for others is
foundational to the profession of nursing.

Let me be more explicit about these diverse perspectives with the
enanple of intensive care nurses. Ostensibly the responeibilities of
these nurses are threefold. First, to provide care for the critically i1l
and their femilies; to be a helpmate in the eervice of suffering
humankind. Second, they are alse od to aseist in the application of
the "cutting edge® of medical science and technological advances. Third,

) to serve them simultanccusly is frequently ispeseible.
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Who are these nurses? Surely they must etand on firm ground to
juggle so many complex responses! How might their ‘typical’ pesycho-social
profile be described? How do they imagine themselves? How might they
form their diverse subjectivities? The majority come from middle clase
backgrounds. Many of them have family responsibilities in addition to
their nureing caresrs. They are accustomed to being marginalized as women
and as nurses. And yet they find themselves in the very center of all
that transpires in the intensive care setting.

Can we explain these apparent contradictions by naming them
surrogate mothers?, wise nurturers?, or the emotional glue which holds
this health care team together? Even though they say be expected to be
empathetic "angels of mercy,” they are constantly required by the

effective and to display appropriate detachment. In short, nurses must
embody diverse world views; the impartial clinical approach of the

scientist with the involved caring approach of the humanist; the
marginalised position of the servant with the privileged status of an
of the purveyor doling out the services in the name of the establishment.

Over the years that I have been involved in this setting, I have the
strong sense that this exquisite bslancing venture is not talked about
concretely in mureing education nor addressed explicitly by most nursing
sdministrators. Yet these tensions are in the very core of our lived

As I try to make eense of this world, I keep ceming back to
questions of relationship. ! am drawn to the exploration of how these
lives. Now do they perceive themselves, and interactions with ethers ia
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Nureing literature has been endowed with a multitude of writings
concerning professional, therapsutic and/or caring relationshipe in
nursing. BSome examples of nurees who have written on relationships as
foundational in nursing are Wateon (1979), Carper (1986), Gadow (1987),
Senner and Wrubel (1989), Fry (1989), Crowley (1989), and Hedin (1989).
A number of nurses are asking that we critically examine the philosophical
and androcentric underpinnings of our theory and practice, such as
scientific rationalism and gender constructions. Examples of thase
include Carper (1978), Parse (1981), Thompson (1988), Watson (1985), Chinn
(1987), Leininger (1988), Nolmes (1990).

In this inquiry, the nurses have been asked to set aside merely
“received knowledge” (Belenky et al., 1986) and as much as possible to go
beyond the taken for granted to wonder/wander in their own experionces of
relationship with others in their professional lives.

I have been joined in this research by a number of critical care
aurses. We attempt to bring to consciousness, articulate in words, find
a voice for marratives that might help us all to be more clearly awere.
These understandings may enable us to choose in a more reflective way how
we live our praxis in our professional lives.

The story Re/membering with Nary raises the question - who is this
criticsl care murse, how did she relate to others “"on that particular
Sunday aftermoon”? This is & question of identity or perhaps more
sccurately & question about how do we imag(in)e curselves? Now is our
subjestivity fermed/informed? This has profound isplications for me as a
surse educator. Theee Questions will be explored ia Chapter Five.

ﬂ cigal I 52 that & he_Cuastiss

I am dzavm to the explocstion of how iatensive care Wuress see
themselves ia relaticnship with others ia their prefessionsl lives. Now
do they perceive self and others ia the interactions of this setting? Now
@0 they hnow and respond to the others ia this werld? The ethers ia this
sstting include: petients oend their families, mures oolleagues,
physicians, vericus health care worhers, and adainistrative perseaasl .
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In brief, I wish to focus my question on how the critical care nuree
understands and responds to her relationshipe with others in her
professional life. I want to understand what this person is saying about
relationality from her particular subject position(s).

I have received inspiration in this inquiry from three forme of
scholarship: postmodernism, hermeneutics and feminiem. They have breathed
a particular quality of life into this project by offering ways of
spproaching and making sense of the question of relationship in nureing
practice. I will briefly describe how each one has informed this research
and influenced the methodological approach. The following pages will
sttempt to demonstrate how these three very distinct forme of scholarship
have been woven together in this particular inquiry. MNany of the writers
quoted here would not necessarily agree with the general tenets of the
other orientations. Some would perceive disjuncture; some would find the
others’ views an anathema. I do not deny that there are tensions, nor do
1 attempt to fit them neatly together.

Although there are differences there are also pointe of conjunction
smong these three forms of scholarship. These are:

1. Bach calls into question taken-for-granted uaiversalised
2. Bach values the analysis of the discourse of everyday life.

3. Each encourages a close examination of the uses and abuses of
Bach of these addresses the importance of iaterpretive listeanisng and
interpretation. As Mary Daly writes:

!lmmmﬂﬂtmﬁgi ::enmmmnmm

(Mary Daly, 1978, p. 434)




What follows ies an overview of each of thasse forms of scholarship

foousing on how sach applies to this research.

The postmodernist critique of modernity is wide ranging. I
prporate several aspscts of that critique which I consider central to

this inguiry. As Rosenau (1992) points out, many of these ideas are not
original to postmodernism. HNowever, postmodernist thought has esployed
them in a particularly potent manner. Postmodernism offers a

substantive re-definition and innovation ... outside the wmodern

paradigm, (in order) not to judge modernity by its own eriteria but
rather to contemplate and decoastruct it.

(Rosenau, 1992, p. §)

There are sany forme of postmodernism but the form termed
"affirmative postmodernism” by Rosenau has influenced my thinking moet
elossly. Affirmative postmodernism sesks to reclaim “the traditiomal, the
sacred, the particular and the emotional” (Rosenau, 1992, p. 6). Such
forms of knowledge have been set aside by modernity and marginalised
outside of the borderlands of universalised regises of truth. Not only do
the "affirsatives” soek such reclamstion in the brosder sense of rewriting
of othere’ paste, histories and msanings. This lﬁlﬂir informs my ﬁ,ﬂ'g;

"mortar” that binds together the exparisnces it describes.
In regard to the oallimg isto gquestion taken for granted

acespt the poseibilicy of '
foems of tswth.... ﬂ:’-n

it pesed - 3 t» oommmnicate 77;;,;,““;_5, ) sxuthe that, though the
ﬂ“.hﬂ!ﬁtﬁt_kyn-ﬁnhm time.

(hesanau, 1991, pp. B0-81)




21
modernity and represent "regimes of power”. This could esasily lead to
complete relativiem and the sntrenchment of solipsism. Rather, postmodern
thought may be heard as a call for the carsful sxamination of the "taken-
for-granted™ in order to dethrone the quest for the universal. Reality
itsslf may be relentlessly plural and heterogensous but the "view from
everyvharse®™ may ba as problamatic as "a God’s saye view". It seams that
human understanding and responss must be eituated in a historical,
cultural, g¢gendared, ambodied context (Benhabib, 1987; Bordo, 19%0;
Nicholson, 1990). Can we hope for more? I ses postmodernism as a call to
"thought spawvnad by thse encounter, & thought nourished by divergesnce,
disjunction, yet aleoc by affirmation” (Olkowski-Laetsz, 1989, p. 188). It
alsco may be a call to the possibility of a different ordering of
knowledge, experience and desire. Renee Basrt talks about the potential
difficulty presented by this possible reordering when she writes about
“snchantmsnt.”

Enchantment is to the acad as myth is to logos, shamanism to

madicine, pnlm to power, hdii to information, emotion to
reasen. 1 represent an Other in relation to the Law (Baert, 1990,

p- §).
T™he seoond way that postmodern thought informs this work is that
niet discouree engages in a form of “le quotidiea*®, or daily life

analysis. Since nursing is nursing prectice it is embedded in “le
quotidien.” In this study the interrogation of how we as critical care
nurses stand in our professional world doss not expect a finite nor an
homogenaocus reply. Thare is a belisef in the valuse of a personal
individual nongeneralised form of knowledge which direets this study and

Lyotard (1984) ouggests that & narrative tradition defines a
*thresfold = ‘know-how, ° ‘knowing how to epeek,’ and ‘knowing
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Although John Caputo (1989) supports tha idea that the maaning of
Being ends up as the multiplicity of meanings, the manifold unfolding of
the many senses of Being, he believes that we can indeed "procesd after
the breakdown of all hermensutic privilege, after the loss of the master

1 would defend a notion of action that ariees not from the security
of metaphysical foundations but from a profound sense of tha

insecurity to which we are mpd. We act not on the basis of
unshakaable grounds but in to do wvhat we can, taking what
actions as seam wise, and not without misgivings. We act, but we
understand that we are not situated safely above the flux and that

we do not have a view of the whole (p. §9).

This kind of understanding suggests that we might epeak with
tentativeness, yet with an assurance that we can take what action or speak
in & voice "as seems wise." I would suggest that indeed this multiplicity
of weanings is in fact what allows us to hope for greater wisdom. Caputo
(1988) describes the process of this kind of experience

is to a sat axtent a matter of knowing how to move around within

3;.“.‘;‘;‘.‘.‘ 1 o Coyiag G0 detach Lesalf from Chat System, o Lf it

wlre some atomie bit of data (p. 64).

The linkage between postacdarnism and hermensutics continues with a
third conjunction, language. This concerns the ethics of language which
is central te the narration of lived experience. The affirmatives belisve
that hermeneutics is the approach that best probes the “silences”,
knovledge as multi-layered and significant in the various understandings
of vhat consists of language, its uses and abuses.

Relevant to the fourth conjunction, Julia Kristiva (1986) refers to
the pestmodern subject a8 "a work in progress,® a "spsaking subject, both
*indoterninacy rather than deterainimm, diversity rather thaa uaity,

the impecrtanse of “differences® to this study. The affirmatives eaderse
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a methodology that depends on emotion, intuition, imagination and
normative processes (Rosenau, 1992, Chapter 7). In doing so, they propoee
that "subjects” - in this instance the participant nurses engaged in
dialogic investigation - be seen as focused in the daily life they
experience at the margins of medicaliszed scientific (totalizing) systems.

But neither do they [affirmatives) shy away from normative stands.
Formulating value positions that are broad and inclusive is a

delicate task; it requires considerable diplomacy and an exchange of

views that doss not attribute dogmatic authority to anyone.
(Rossnau, 1992, p. 146)
It is the emphasis on subject position that eeparates the
affirmative postmcderniste from their “skeptical® counterparts. The

latter’s view of the world tends towards nihilistic oconclusions -~
msaninglessness, social malaise, pervasive alienation and a cynicism about
moral parameters. "If, as the skeptics claim, there is no truth, then all
that is left is play, the play of words and msanings® (Rossenau, 1992, p.
18). It must be apparent to the readers of thie study, and is evident in
my brief sutobiography that this is not how I nor the other participants
position curselves in the postmodern world. With other ‘affirmatives’ I
am content with a personal, nondogmatic and nonideological view. I wish
to affirm in my life and scholarship a "visionary and celebrating” rather
rnism (Rosenau, 1992, p. 16,

Nermenoutice, a9 the art and escience of interpretation, best
describes the ressarch oriemtation of this study. The reals of husas
participents jive to their enperionses.
questien through the anslysis of the discsurses of everydsy life. Ia this
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process of this study there was an attempt to take a pre-theoretical
position in order to hear the voices of the nurees as they described and
discuseed their way of being in the world. This attentive openness to
poseible interpretations did not deny nor ignore that the spaakers and
listeners were situated within a general tradition. This tradition makes
possible but also limits the scope and depth of any understanding
(Gadamer, 1978). The task of interpretation is an understanding of being-
in-the-world. The meanings unfold through the dialogus which enables
interpretation as a way of knowing. John Caputo (1987, 1989) proposes a
radical hermensutice which attempts to restore life to its original
is impossible. According to Caputo, radical hermsneutics culminates in
the disssmination of meanings, the pluralising of the senses of meaning.
I wish to wncover through dialogue, the interpretations of these intensive
care nurses of their being in the world, how they know and understand the
multiple unfolding of their lives.

The examinstion of language for the purpose of understanding is at
the very eere of hermsnsutics. The hermensutics I engage ia throughout
the study and with the other participants is that of listening and hearing
in order to interpret the lives of others even as they are givea lesway
simultanscusly to interpret their own lives. As Lavia (1989) reminds us,
we sust mot reject before we hear. We must train ourselves in dialogic

experionces for which the subject has difficulty in finding adequate
words. We mmet, however, not merely be receptive to the other but we must
be vigilant met to privilege one discourse over ancther. The hermensutic
1909).

The perticipants vere sammitted to "talkiag vith® the ether(s), "listening



to” their stories and dealing with many meanings and interpretations. The

in a way that we axplore the possibilities of our ways of being in the
world. This parspective frees us to ask our own questions and to pursus
paths of thought that arise out of our expsriences in our practice of
nureing. WYe are subjects in progress.

If harmansutics and postmoderniss coincide in areas of guestioning
taken for granted understandings, a valuing of lived exparience, an
position; it is also in these aspects that feminist scholarship assiste in
situating this study.

Most nurses are women. This fact is not coincidental nor without

significance of gender in this contaxt. I take seriously the warning of

identity in our socisty will influence how these nurses see thomselves and
others in their professional lives (Fox-Keller, 19%0%) Grumet, 1988).
Since woman are identified with the marginalised position of differeace,
the parsomal is also political. Therefore the ground of their reeponse

ast valua-fres and ebjestive. Nechert Butterfield, whese 1931 essay "The
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Whig Interpretation of Nistory", provokad major reinterpretation of the
nature and process of historical scholarship. Ne commented, with tongue
in chesk,

There can be no complaint against the histerian who personally and

privately has his preferences and antipathies ... it is pleagant to

one him give ny to his prejudices [in the interest of colour and
liveliness) ... provided that ... he recogniszes that he is mg
into a world of partial judgements and purely personal m ons

and doss not imagine he is speaking ex cathedra (p. 2).

Peminist history unabashedly denies that it is value free and
apolitical. It replaces androcentric assumptions with the social
construction of gender and power structures &t the core of its inquiry
(Smith-Rosenberg, 1985). The recognition of personal histories or local
narratives is significant to the revision of androcentrie knowledge
claims. Carol Neibrun’s essay “"What was Pemelops Unweaving?™ (1990)
provides an excellent articulation of why this type of storytelling is

central to interpretation and empowersent.

_ ~ Why do I say Pensloge is wvithout a story? m—n;-ﬁ—.
mmmmmnmxmmmﬂm story.
literature and out, through all recordad history, _hﬁnvﬂ
by & seript they did set write.... (p. 126)

one’s owm life.
T™he use of narrative to understand wonen'’s lives is not reverting to
eseantialisn. It is not intendad to be a compoaite, & fusion. It is net

'm’ﬂ ‘gandering’ ets.
affirastion of differenses in these weeds:
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Only within that interdependency of different strengths,
acknowledged and equal, can the power to seek nev ways of being in
the world generate, as well as the courage and sustenanse to act
where there are no charters.

Within the interdependence of wutual (non-dominant)
differences lies that security which enables us to descend into the
chaos of knowledge and return with true visions of our future, along
with the concomitant to effect those changes whioch can bri
that future into being. Difference is that raw and powerful
connection from which our personal power is forged (p. 111).

diecouree. In my research it has besn vital that the spirit of the
conversations provide a milieu in which these women’s voices may epsak
authentically and receive responsible hearing.

Carol Gilligan (1982) called attention the interaction of axperience
and thought for women suggesting the possibility of "different voices and

Nowever, in this reesarch that “voice” is not to be taken for granted but
given & keon hearing as it emerges.

In their inteasive interviéve with 135 women, Delenky et al. (1906)
found & "tendency for wamen to ground their epistemclogical premises in
sstaphors suggesting speaking and listeaing.*”

What wo hed not anticipated wes that "volice” was more thaa an
Mmtw 8 pereon’s point of view. We found that
women repeatedly the metaphor of voice to depist their

WIWMM“W and that the develogmant of &

sense of voice, mind and self were intricately intertwinsd (p. 8).

Peminist disccurse supports women as subjects in progress. It
explores how we might construct our own seript of ocur lives in as mueh a8
possible free from a plot received from & patriarchal siliem.

There is a differemee between “fast” and “figuretiea®™ is sstters
pectaining to women a8 subject(s), sush as expociences spshen of by
vietine of patriazchal oppression (Flax, 1990, p. 225). Ia these mattere
postmedera feminists (and ens might argue this is tawtelegiesl thet all
feniaists are pestusdern ia their refutatieons of msdernity’s eenstrustisn
of gonder) are gragpling with isouss of ebjestive reality - eppression and
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the need for a practical polities with a privileged discourse - the

imperative to transcend master Rnarratives.

(As !ulauto} we have developad the power and resources to 8 rate
rom (our fathers). We may already be in a ter

agendas
’ouuoa than we realise, a position from which we are m to
ask our own questions, rather than continmuing te try to respond to
those we have been left with. Such gquestions are vital not because
they liberate us from the effects of this pt, but becauss the
answers we produce togethar will help det ne our future.
(Singer, 1989, p. 116)
This study is based on the affirmation that the subject-position
(nuzees voices) is critical to understanding, therefore interpreting their
images of themeslves, their “"self actualisation”, their “structuration”
(Giddens, 1991) within an institutionalised and logoocentric text - the
hoepital setting. PFor Giddens

1itics of self-actualization’ concerns the developmant of 3

!ulurla' and satisfying life for all, in the context of a world in

which the local and the global are continuocusly bound up with oae

another. Questions such as the propar relation of husan beings to

::::’;;g:.:gl ™ ’:{‘m-ﬁ;)fﬁz future genarations, ... all
Thus I am interested in notions of “despening” the subject and reconciling
the subject as agent, in the face of the constituting power of the modern
medical system. Such decentering affirms that self actualisation is
possible and that these women a# P ra subjeots are ia touch with the
impulee to self actualise evean within rigid institutional structures. The
subject can engage actively in reflective processes; the subject has a
self identity and is not only an institutional end product (Rosensu, 1991,
p. 89). '
2ha_Pronsas of Iaguixy

Ianfluenced by hermeneutic, feminist and postmoderan viewe, it is
wnderpinnings dissuseed in the previsus sestiens of how I undavetas
question auet be consenant with the way of preseading in the enplerstisn

of poseible renpenses te that partisular guestisa.
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I will firet desecribe the specific itinerary of the research

journey. Second, I will delineate some implications related to language

and ethics. Third, I will describe some of the actual experiences of the
group’s deliberations and fourth, introduce the participants.

In the summer of 1991 during the proposal stage of this
dissertation, the advisory committee felt it would ba benaeficial for me to
engage in a pilot study. The purpose of this projesct would be to becoms
clesarer on what kind of ressarch proosss would establish a harmony batwesn
my research intents and methodology. There was also some concern whether
nurses would be willing and able to participate to the extent required in
this process.

I invited a small group of nurses to join me in a series of
conversations to explore the experiences of relationships in their
professional practice. Four nurses acoepted the invitation and met with
ms in a group on three occasions during the early summser for a total of

This inquiry was originally framed within the content of intensive
care nureing because this was the place in which I was situated whea I
began to wonder about the experience of relationship in our professional
lives. I have since come to believe the themee which emerge from this
stody are not unigue to critical care mursing.

Since the pilot study was undertakea in order to become clearer on
varisty of settings as they joined in a dialegue of their exwpeciances of
those of the two groups of oritical care murees I met with subsaguestly.
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together. The richness of the communication led me to choose to videotape
all later sessions in this research because audio tape and its subsequent
transcriptions were so impoverished. I made this decision because I felt
that so much “life" is lost in the reduction of these complex and
sultidimensional interactions to & linear, flat transcribed page.
The following conversation from the pilot group is provided as an
example of a process that recurred frequently in cur times together. The
nurses start with a query of some sxperience that perplexes them. They
then proceed to a series of clarifying dialogues and stories followed by
more dialogues and stories until they became clearer on the issue.
Chriss It’'s one of those situations that I will always remember
because I felt like I was the tool. MNaybe you can help me
doscribe this. I felt like just being Chris, just me, in that
chair, at that particular moment, and that was helpful feor
that woman. I doa’t really know; I don’t know the parts of
that.

Sandy: You said something that makes me want to check it out.
“You just being CAris.” Is that differeat frem yeu being
that I have found when I’'m dealing with clieats. BSemstimes I

and those are clieats I work really well with. The ones where
I was the other, I wasa’t. I balieve that, anyway.

Sandy: Js that what it wvas like fer yeu?

Chries I’ve nover thought of it that way, but as I heard myself
say thess werds Just mew, I realised that, that vas =y
doscription to myself. Just shortly after it happensd, I said
it was ’‘Just Chris being Chris’. Like that is hew I described
de. Do maybe that jg what it i/



Sandy:

Chrie:

Sandy:

Chris:

Anns
Chrie:

Chrie:

n

Thet is interesting that you described it that way. I
didn‘t know other people felt that way.

Vhat do you think about that, do you think that...

I would like to De just me. Because there are things
about that persona that I have to take on and it’'s a
professional persons that I didn’'t like.

It wvas looking at people and looking at their cases and
making judgements according to & book and people don‘t fit.

Rarely do they fit!

Do you think Ann, that we shed sometimes, some of the
things that we put on?

Yes, I do.

Naybe we put it on sometimes. Well, you said that.

I know that is true for me, wvhen I wear my blue jeans
I'‘s one persoa.

And you said when you wear your panty hose...

A ‘panty hose persons’!...

It’s truwe though, there are certain ways that pyou
behave!

What I also hear is that when pecple come imto your
office you can be dressed the same way and still coansct
differently. fThere is also something else?

Are we saying here thea, that if we are closing off then
we are putting on a srole?

Well, I don’t knmow.

Z don’t think so. I don’t thiak that I have clesed off.
Often times whea I had ay prefessienal persens ea and I was
willing te do whatever it was I oeuld do. I just kaew that I
wouldn’t say to the persen, “Yeu hnow what, if I wese you in
that situstion - this 4o what I do.° NMules aside this 48 hew
2 would got around it. BDecsuse thesre is slways a way. Thet
ds what 2 have feund. There is slvays a way te got areund ft.
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Around the rules. Around the rules that are supposed to help
pecple. But, whea I have on my professienal persosa 1

Naybe it’s just a judgement call. And we put our title
on and take it off depending on how we feel we are going te
help this person or how this person is best helped in a
mug vay.

But isn’t this almost on a coatinuum - I mean here’s a
person, here’s this professional (gestures with both hands
indicating poles of a continuum). Sometimes I can be pretty
cool like "New what is it I can help you with?* And I'm sure
that the person gets the frost bitel There is only so much
that I'm going to do! Bo that is at oae ead of the coatimuum
and the ether ene is...

Save you ever givea your all to somecne you didn’t like?

Alvays. That’s is what I meant when I said ‘over
compensating’. Often times I have givea my all, I’'ve dame
everything I can imagine although I’'m mot sure...

I Amow what you mean. But it is ia a fresty way?

Like when you are doaling with femily, are you very
professienal evea though the activities you are doing behind

I guess you are right, that is esactly vhat I am saying

dosan’'t meoan that I’s over at this ead of the oceatissus Mt
otill wvevally fer these pesple I really try "Anybedy, semsbedy

give me an answeri®. I°‘'ll de anmj
I oertainly uadesrstand about the eentiswus. I say
potionts.® 59 I'm at the lov end of the sontinvun and I’m net
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being mother. 8o there obviously are degrees - it seems to e
that there are levelas here.

What do your ohildrea underatand about "Now is a mother
different from a nurse?"

X think they are saying to me that I am talking to them
differently than I nermally do. If I sert of stop and think
about what I said or haw I said what I said, there is a part
of me that "tries something out” maybe. BSo perhaps I’'m not
natural or perhapa not instinctual.

8o they are elaiming an additienal closensss to you?

Demending my tima. Yea, wvhat they doa‘’t vant is that,
you know ...

That laid on role!

Yos. BDecause what I do, sometimes is that I objectify
my child in that situation and sort of say well how can I be
more effective here. BDecause jJjust being me, with whatever
aocrmal bagpage I come with, dossa’t seem te be helping.
response. Ny family can see straight through me and they say,
*Scop treating me like a patieati*

Objectifying?

Yeos.

Thean that fits very well with Chris as the ‘prefes-
sienal’ versus meeting individuals and dealing with them as
human beings. Be those phrases all fit. Thea maybe what we
£ind alien about the prefecsienal sele is in edbjeetifying the
pationt?

ag. I alvays seea te ceanest with the
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I remember looked like he was possessed or scmething. Nis

eyes almost seemed to glow and yet he had dark, dark circles
under them and his hair wvas streggly and almost looked like

so it wasa’t! Nis name was Pexrdinand and he was Just like
this! Ne would come vheeling Ais wheelchair into the room and
everyone would get out of the way. He was net always
cognitively with it. You never knew what Me was going to do.
There was avoidance by some of the staff becauss you asver
knew if he was going to smile, take your hand and kiss it or
other. But I just find that those are the kinds of pecple
that I have more of a sense of humour about. We just hind of
cliek and I doa’'t hnow why but we can laugh together.

They Just pulled him eff the street and I don’t knew
poople coming in and they were alvays having quite complicated

And yos, we got aloang Just fine. We would lawgh, I mean
if be would kind of lose it for avhile and throw his urinal at
me or spit at me or whatever, we would lawgh abewt it and

Did you see Ferdinand as a challeage or was it that you
oduired seme guality ia Aim?
=e things shat 1’11 nover see or hear again. I gueas that is
wvhat it was. Ne’s seea thinge that I’'ve asver seea.
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Shaunas
Chris:
Shauna:
Chris:
Shaunai
Chrie:

Shauna:
Chrie:

And did he tell yeu...

Oh great storiesi

And you are interested in that?

Yes.

Oothers might not be.

Yes. That probably could be it.
in them?

Yes.

Ne called me this little girl and asked if I'm still a
Aurse in training and all this kind of thing. I think a lot
of it was for the sheck value, to see if I would go ruaning
out of the room. And I would laugh whea he told me his
stories and said, "well, then what happened?” Ne wanted te
know that his life and what he did was OX too, and to hnow
that I was not repulsed and avoiding Aim.

Yos.

Ne had just great, great steries.

And you see Shauna decsa’t mehe this guy an object like
some of the rest of us might - we might say filthy derelicti

Sandy: (teasing) Well, once you've beea arcund the block A couple of

Chrie:

times Shauna you will... (laughter)

Bat you dea’t treat Aim like that, you say, he bas seme
fascinatiag stories.

Yeoa.

Naybe there is a aovelist in yeu that is dying te get
the way the zest of us might. 8o mapbe it is that



shauna:

Chrie:s

Sometimes people in emergency don’t have the time to
spend with people to get to know their personalities. I
wonder if they see that is Bow I caa try to make it sort of
happy. I mean a hospital is not a fun place for anybody. 1f
I can try to help them or say yeah, I really am trying to
accommodate what you are going through.

I float to the overflow area at this hospital. 1It’s
kind of 1ike a holding tank. Pecple lay on stretchers and are
wvaiting for beds and T mean the longer you are there the more
miserable you are. I think that the only way people can stand
it down there is jJjust to talk to someone or talk about
something other then their illness.

Nas that become your priority thea?

TYos. Trying to make it a happier place for them to be.
I doa’t think saybedy wants to be there.

But you see these people as fescinating stories. That
Just turns your whele perspective around!

I was 1ike Shauna. I would try to go and look after the
kids that the other aursing staff weren’t fond of. They were
usually disadventaged in some way. Ome child that comes te
aind wes really mot a pretty child. I can’t evea remember
what the genetic preblem was but he hed beea bora without eyes
and ho hed juvenile scwe at 3 menths eld. Oh, he was really
a hemely little guy. I mean he coulda’t hear. Well, peeple
teld me Ao oouldn’t hoer but I said uwh uhi! Whea I came inte
the reem, Curtis and I weuld decide what statiea we were geing
to listen to and wo listened te the redie. Yeu Anew we hed &
great time and Mo loughed. Ne was three or feur meathe. Nis
pareats had given Ais up. This ohild hed been discharged fres
a hoapital and ne ene Mnovw there wes anything weeag with his!
No ene Anov thet bo didn’t heve ene oye seochet, shere was a0
oye theose and the other ene was bliad!



Terri:
Chrie:

Anns

Chrie:

Didn’'t any one check Aim?

I don’t know how that happaned but we got him because wve
were doing the work up on him to find out what planst this kid
came from! You just had to look at him to know theres was
something wrong with him. I can still see his face, and I can
sti]ll remember his name and that was oh - 100 years age.
Really 10 or 12 years ago.

And there wvas a connection like with Ferdinand. I mean
there was a mutual appreciation of sach other.

Yes.

An appreciation of some sort...

Naybe he liked the way I mizmed pablum or something!
(laughter)

I’m sure he vas glad vhea you weat in.

Yeah sure, because I touched him and we played games as

But yes, he was the "underdog®, those are the types ef hids
that I like. They wvere fum to look after. They were BOre...
See, she vas having fen at wverk like Shawna!
and it’s really unceasured.
Yoo of ceurse.
very touchy person. I’s alvays tewching and yet these pasple,
1ike Pesdinand, he dosan‘’t like to be touched all that mueh.
It was & real challenge te haow vhea it wvas OX and whea it
wasa‘t OKX. Aad se saybe that is semething I got eut of it toe
4o & hind of learning fer me te hind of being able te reed Ais
and Mnow whes it was OR teo toush and when it wasn’t. Jer m»



Chrie:

Shaunat

Chrie:s

Chrien

coming onil*

Vateh out, here I comel

Yes. 8o I just found that once I connect with Aim the
walls are down and I vas myself and he could be himself. It’'s
OX for both of you to feel that way. Yes. And it’s fun.

And when you think of the people you werk wvith thea it
wasa‘t work. It was just to get the beat possible deal with
the best possible advantage out of the aituation for ‘Nary’,
‘Joan’ or whoever it happens to be. Now can I do my part so
she gets the best deal out of the systea?

Do you have fua at work?

I think so, when I’'m connecting with those situations
that I feel are snergizing for me. And for me if you chopped
off both of my legs I'd still pet there to be able to de that
kind of wvork. BDecause to me that is "making a differeace".
I am coming to know more and mere that is impoertant to me.
And I don’t think I'd deseribe it as being “fun® but I weuld
say it’s "happeaing® er that’s "where it’s at” for me. I°'d
use some slightly different texrms but I think it’'s the same
thing. That’s a high for me. BSemetimes you have ene geod day
and you have tea lousy enes! You hmow, peeple that you cea’t
heolp or you dea’t make a difference. But by being able to

trouhle caring for?
Sheuna er a Tesri.
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sandy: Well, my question is what would happen if SBhauna vasn‘t
different feelings towards Ferdinand. I'’'m not looking for any

ansver but to me that’s the reality.

Shauna: I worked down at the seniors drop in centre. The pecple

there did not have a good rapport or kind thought about the
Emergency Room because of the way that they’ve been treated
there. They haven’'t got anyone on staff who clicked with thea
and so I sav the other side of it too.

Sandy: I could see that it would be really hard in Emergeacy -

to be coanecting with people who've come in...

Shaunas Whe have come in three Aights in a row and have thrown

up on you, sworn at you and hit you.

(Many voices) And when you turan the other cheek - you run out of cheeks!
You run out of uniforms! You have to dodge so many times - you just
came prepared!

lot of drawbacks. The doaning of this actor’'s mask sy make then

scoeptable and safe but it distances tham from the other. Ia deing this

they fesl they are trying semething out and ocbjectifying the patieat and

I suspect they also sense a distance from themeelves. Whea they shed that

parsons thay can be just thamsslves. This permits you to coansct with

othars, the walls are down, you are you, they are them and its shay fer
you both to feel. This ’'work’ of mursing is where it’s at and just fua
that is wncensered. Life’'s joys, paiss, fears and conplenitiss are ast
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setting. I invited them to participate in this inquiry through
descriptions of their sxperiences and explications of the meanings of such
experiences. I wished to retain the complexity in their sense making and
their responses te their own stories. I welcomed the poseible diversity
in ineights and interpretive thames. It was paramount that the nurses be
able and willing to participate in the reflective dislogues <f this
ressareh orismtation.

I sought voluateers through hand bille distributed by frieads and
colleagues in places where critical care nurses might gather. I followed
up on the nurses’ inquiries with letters of information about the study.
I then arranged a pre-study interview with each potential participant to

about their experiences. 1 particularly atteaded to their awarenses and
artisulation of their wnderstandinge of relationship in their practioce
setting. Seven nurses voluntesred to participate is this study. They met
ssubers. The other group hed four msmbers. There was a total of 11

own storise about the msaning of their relatiocnships with patieats,
pationt’s families and professional colleagues. There was often the use
frem the study at any tise, 2) discuseions will be eonfidemtial, 3)
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that the participants may work with and clarify their own eignification.
The videotapes were available to remind us of what we had said, and were
reviewed by some members on several occasions. It also served as a record
of our journey together 8o that in the final phase of writing the thesis,
the dialogue can be described as faithfully as poseible.

In this study the process of examining possible themes occurred
concurrently and/or intermittently with the conversations withinm the
context of the group mestings. Individuals were encouraged to reflect oa
the dialogues and gquestions which arocee from our conversations between
seetings. They were encouraged to keep a diary or journal from which to
bring ideas and stories to the next meeting. Nowever, the main work of
discussion of meanings was facilitated in the group. Moet of the
participants reported that they either found it difficult to set aside
time for a journsl and/or that they were not very comfortable with that
proocees.

In this research ingquiry the nurses not oanly participsted ia the
productiona of the text for this study, but they aleo participated ia the
interpretation of the text. In producing the original text they were
encouraged to speak of their understandings of their professional world ia
the fullness of multiplicity that presented iteelf.

We engaged in over a hundred ‘nuree hours’ of work together, which
brought to spesch literally hundreds of stories and our sense saking of
those enperiences. Por the writing of this taxt I cheee to transeribe
apprenimately 130 narratives (about 18 hours of edited tape) whieh I
uaderstood te be representative of meny of the thames which recccourred ia
our discussions. Parts of the fimal draft containing comversstions and
thenee were revioved by each participent as a asmber check of the acsurasy
of the representation and the agprepristenses of the deseription of the
thenss. The response was an overvhelaing affisastion of the suthentieity
of the edited presontation and & shared conee ¢f rosensnce in the themse.

fene_isslicskisse xelated ta leasness sad sthiss
Cantral to ay empleration is & very opesific wnderstanding of the
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relationship between language and one’'s perception of the world. I
contend that they are co-constituted through the forming and informing of
each other. In other words, our understanding of how we are in the werld
gives rise to our understanding of language and in turn that language

influences our lived exparience in the world.
raist view of Foucault and Derrida that

I 4o not agree with postmn
the subject is dead and that
the eself is only a “"positica in language” a mere "effect of
discourse” (Flax, 1990). The subject is nonsssential te their own
analysis that mzﬂn on language, free-floating nﬁ-
symbols, readings and interpretations, all of which sscape
concrete definitions and reference points reguired by the nbjﬂt
(Rosengu, 1991, p. 43)
I peoposed as the affirsatives do that the “"subject is not
inconsistent with the other intellectual orientations of postmodernisam
cesy howsver this will be a decentered subject, an ‘emargent’ subject,

1991, p. §7).

ahosnce of structure. The two are said teo be mutually cemstitutive®
(Rossnau, 1991, p. §9).

The conversations that the nurses in this study had together took on
uﬁfﬁi!hmnﬁyh. ﬁhmumﬁﬁlumm

g:ndm;rlﬁiq-:;nnla ﬁitmiﬁ-—ﬁlﬂﬁthuy!m
froguantly throughtut the dialegues were I thiak...", "I dea’t haew,
But...%, "What 4o you...?", and "maybe...". There was an ascaptanse that
cash of uwe might, at variouws times, be silent ia, dissent frem, er be
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Onoe again the postmodernists in their deconstruction of texts are
helpful here. They argue that their aim is to transform the usual
understandings of both language and texts - "to undo, reverse, displace
and resituate” the hierarchies implicit in binary oppositional discourse
(Rosenau, 1992, p. 120). Nurses are usually peripheral actors in a
rationalised, institutionalized, medicalised logosystem. The inversion of
hierarchies in this study - in which nurees are central actors in a
situsted subject position - and the significance given to their werde
(texts) undercuts any traditional hegemonic or epistexir ground and alseo
evokes a non-hisrarchical epistemology and discourse.

Language is the way we communicate a world view to curselves and
others. Nerleau-Ponty (1973) reminds us that “language is & treasury of
everything one may wish to say... (that we can) recover the muted language
in which being murmurs to us” (p. 6). Neidegger (1982) cautions ue about
hov a formalised language can ‘command
conventions suggest pluralism and relativies raether tham nevtrality and
abjectivity. Affirmative

r’ (i.e., colonise) for ites owm

880 truth as perscaal and/or

elaim to & privileged voice. I this study by focusing on the daily 1ife
a8 evehed through the nurses stories, & ssltiplicity of eNperience smerges

In our dialogue together we were oftem aware of ‘hespital lenguege’
vhich tends to ‘enframe’ all reality iato a techaclegisal-eslevletive
suthentisally of their way of being in the istensive care wait. This
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Marratives of nurse’s practice eften do not find a public veice.
They are rarely articulated because, in my view, they are suppreseed by a
system which privileges the language of hierarchal power and rational
technological thought. The nurse’s voice has been disenfranchised by the
dominant hegemonic structure. Nurses have learned to speak in this tongue
in order to communicate about "realities” consistent in that particular
(1.e., hierarchical hegemonic) world view. When nurses are invited to
speak in any language that is consonant with their being in the world,
rich diverse stories emerge from that understanding which is usually
silenced. "Voice® in this study dees not imply an essential position but
that of a speaking subject, that is, the working towards a resolution
which will respond to the dilemmas of authenticity and integrity in their
lives.

As I have already discussed, my intention is to orient this research
not only to honor the speaking self but to also affirm the importance of
the listaning self. Levin (1989) suggests that in the fullmess of
listening "is a recollection that demands of us the greatest opeanness to
Being of which we are capable” (p. 219). Ne goes on to explain that ic is
this eituatedness in listening that permite an ‘“intertwining, the
essential co-origination and interdependence of subject and object, self
and other® (p. 220).

Gilligan (1982, 1988) in her studies of moral reesoning dared to
claia the compestence of a ‘different voice’ which spoke of care and
relationships rather that the standard view of the ethics of rights and
justice. Moddings (1984) further developed this ethics of care by
enphasising that we nesd to apprehend the reality of the other; aa attempt
to enter into the esperience of ancther as much as possible. Grimshaw

and 000 it sesurately or justly ... the process of atteatioa is ia itself
outesme® (p. 234). Iris Nurdech s.gued for a view that “fasts® and
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I have used the word “attention” ... to express the idea of & just
and loving gase directed upon an individual reality. I believe this
to be the characteristic and proper mark of the wmoral agent
(Murdoch, 1970, p. 34).

Grimshaw addresses a postmodern dilemma in ethice by arguing:

that the assumption of multiple ... realities, all of which are

‘valid’ and none of which have any claim to be regarded as more

adequate than any other, cannot provide a way of conceptualising

things such as oppression, exploitation, the domination of one
social group by another ... One cannot do without notions such as
improved understanding, a more adeguate theory, a more illuminating

perspective (Grimshaw, 1986, p. 102).

This regard for others permeated this research both in {ite
methodology and in its focus. I hoped to establish an attentive
egalitarian presence with the co-researchers. 1l aleo heard this kind of
‘attention to other’ in many of the accounts of relationship in the
nureses’ stories. I am reminded of the following gquote.

«s. the art of acknowledgement is probably the single moet healing

capacity weo have as human beings. Really recognizing other poo::.

whosver they are, whatever t ‘re doing. Genuinely ses t 0

recognising them, and celebrating them. That sort of heal can
reseed the planet with caring people (Tuftes, 1990, p. 96¢).

Our_sxpariance

Ted Aocki (1991) speaks about how narratives allow us to begin to
understand the questions yet unasked. The wisdom of this statement has
become disarmingly apparent to me during this research process. The
questions that appear at the beginning of each of the sections in Chapter
IV oaly stood out clearly after hundreds of hours of coaversation,
exploratory dialogue and reflection on the part of myself and the nurees
who joined in this inquiry.

It is not that the gquestions are sophisticated or particularly
sagacious; on the coatrary in retrospect many are quite pedestriaa. That
is precisely the quality of their valus. Ome can meme the destisatien
moet accurstely after the journey is tahen. Those of us whe journeyed on
this inquiry were able to explore by foot a terraia for which we had ne
®aps, & countryside that had not been definitively marhed and enccnpassed
by a preseribed ideclogical perspective. Certainly we each brought with
us the views from our owa experiences, ocur owa subject positioms. We
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often marvelled at the similarities, delighted at the differences and
explored the inconsistencies.

Although the process was far from sequential, it may be useful to
think of five patterns of situations which seemed to recur during the
research. These were impressions, stories, conversations, reflections and
questions. I have already commented on how the questions only seem to
surface wvhen we were in the middle of the understanding of our etories.
Let me comment briefly on each of the other four experiences of prooess.

The ’impressions’ were the integrated consciousness of recurreat
words, familiar themes, significant inflections, meaningful pauses that we
esach took in or created during our time together. These sesmed very
trustwerthy and powerful because they formed the fundamental strands out
of which we would weave our understandings. The nurses became both at
o200 and engrossed in the elemental quality of our time together.

Of ocourse each participant had a different experience of words and
phrases depending on the understandings they brought to the encounter. An
area which fascinates me is the large extent that we seemed to share
‘harmonious impreesisns’. The commomality of the elements was striking,
where we differed were specific examples in our lives.

Those enamples often took the form of “one time...". 1Ia the first
one or two msetings, each member of a group would often take turns giving
s "speech of a story"” while their colleagues listened, making inguiry or
giving additional comments when the story was coapleted. Nowever, very
shoctly, the ‘telliang’ took on much more complicated forwms. Oftea a
opoaher would ¢go on to & ‘sequel’ or & variatioa oa the thems to try to
convey their understanding of the nuances of the story.

M times there would be a series of four or five stories by twe or
three individuale eoffering parts of a oollage to elaberate on the same
theme. On ococasion vhen these saensd to be lot of synecgistic enscgy in
the zesn, twe or mece iadividuals (strengecs to eash other befere these
asetings) would tell the "same stecy” taking turme fitting ia cheaks of
their different otecies into ome that took in an aslmest generis er
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archetypal quality. I don’t think this ‘joining in’ was planned nor
explicitly thought about. The sharing was often palpable. Touching
stories at times brought tears to the listeners eyes; spontansocus bursts
of laughter were frequent. If you view the videos with the volume off we
might be mistaken for a class practicing beginning eign language. In
reviewing the videotapes later I was amased at how we seemed to be
oblivious to sirens, jet planes, noises in the hall and most of all to
tims. There were often comments of surprise when someons glanced at a
watch after 2 hours.

The activity that I experienced more specifically as ‘conversation’
was an exchange of ideas. There was & quality of problem solving, fact
finding, negotiating and exploring meanings of words. There was & oense
of £1lling in more detail, which was most apparent when the focus shifted
to an area that we had not previously explored.

Reflection was evidenced in both short term, that is periods eof
quiet and questioning, and in the longer time frame of the entire study.
Nany statements began with words like "You know since we talked about that
last week, I’ve been thinking...". Before I began this prooess I was
concerned that a few "strong pereonalities” might dominate the discussions
and put closure of exploration with the ‘right’ answers. Nowever the
conoern was unwarranted; the participants evidenced a great desl of
respect for and interest in what their colleagues were saying.

Their discuseion demonstrated the qualities which van Manea (1991)
suggests need to be present in order that an acoount will offer aa
appeopriste text for hermsnsutic, phencmsnological exploratiom. e
deoseribes the desired gualities of the scoocunts to be ocieated, strong,
cich and desp.

I eonpecionced the narratives and dialegue of thess nurses to
fllustrate these gualities in the following weys. The quality of being
ezisnted permitted them to lesk sericusly ianto their expecisnces ia evder
teo find mesning. They were eotreag ia tryiag to bs as perceptive and
disserning as they osuld be. They provided a rich text that is ansedetal,
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evocative, showing a fascination with real life experiences. They offered
desp interpretive descriptions, restorative of meaning, reflective of how
thay stand in life.

I believe there was evidence of the special listening that Levin
(1989) calle “"hearkening”. He describes this way of listening as an
attunement to another that goes beyond the tendency to hear with ears that
belongs exclusively to ontical everydayness. In these groups there seamad
to be a letting be, a letting the other speak, that was ethically alert,
attuned to the silences, and to the speech. They were not forgetful of
the vibrant matrix of their being together, belonging together in their
spsaking/listening. They were heedful not only of words but of
inflections, pauses, facial expressions and body languages.

1 requested that each participant write a short biographical sketch
to introduce herself to the reader. This is in kesping with the subjects
claiming their own subject position. They have chosen the details that
they felt were relevant to the reader’s understanding of their person as
a nurse. Almost all participants choee to retain their real first name)
this seemed to be in harmony with the personal affirmation in finding
listenars to their velioces.

The notation (P) after a name indicates that the nurse was a
perticipent in the pilot study; (M) indicates those nurses who took part
in the main study.

Chris (P): I have boon & muree for slmoet 30 years. I agreed to
take part in the pilot discuseion group for this ressarch while cempleting
a post basic degree in mursing.
fesl that I have alvays wanted to be a suree 00 that I ocould help others
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My initial nureing experience in medicine and surgery was the
preparation to become an educator, first with nursing students, then with
hospital staff and lately with patients. My most unique experience was in
the role of patient ombudsperson.

Heather (M): I am )9 ysars old and have been in nursing for 20
years. I had always wanted to become a doctor when I grew up, but at the
age of 17 was faced with the reality that to be accepted to medical school
in the early 1970‘s was an uphill battle for females and decided to become
a nurse instead. Over the years I was grateful that I had become a nurse
instead of a doctor as I feel that it gave me much more satisfaction than
the medical profession ever could. I worked for 11 years in critical care
settinge, obtaining my undergraduate degree during this time. I have also
spent § years as a community health nures in northern Canada. I am
presently attending university to obtain my master’s degree and aleo work
on & casual basis in a rural hospital. These two circumstances, along

that I no loager wish to work in a hospital setting. I still enjoy the
essence of mursing, but have developed a strong dislike for the contaxt
within which nursing takes place, that is, the Canadian hesalth care
system. Nowaver, I am grateful for the years that I spent in oritical
care nursing, as I believe that it has had a profound influence on who I
Japat (M): I was born in Southwestera Ontaric and at age eleves,
one of my older brothers died of leukenia. The impact of his death upon
the fanily and myself made @0 realise that I would "help others” in the
future. Consequeatly, I became & candy etriper at the local hospital and
after high scheol I worhed full-time as a muress’ aide. Decidiag that
sursing would fulfill all thoee “"caring” meeds, I speat two years ia &

I conmensed ay mursing career ia & small town in Alberta where I
aoguired the ability to be & jack of all trades. I wvorked for several
yoars in a varisty of wvard settings ia several previaees. I took aa O.R.
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course but decided that I wanted more patient contact. I then enrolled in
a eritical care course and it has opened doors to another world!

I began in a CCU which offered benefits of personsl touch, lower
patient ratio, a eense of responsibility and respect for increased
knowledge and skille and camarsderie. These were my building blocks for
the future.

Presently, 1 work in a cardiovascular surgical area. Technology has
sade me awvere that there are limite to which everyone and everything can
be pushed; this unit has forced me to experience many conflicts regarding
*sthice”.

Sua (M): I have been practicing as a RN for 10 years. I worked on
a Thoracic and Vascular Surgical Unit for one and a half years but I found
the work very heavy. It was like a factory, people would have surgery);
then we would ship them out and wait for the naw set of people. 1 did
enjoy this experience but I wanted to vork in an intensive care area. I
also felt that pediatrics would be a good area for me as childrea are so

innseent and vulnerable and therefore nesd paople to care. I worked ia &
Neonatal Intemsive Care for four and a half years and thea an Bmergency
Room for two years. Presently I work on a casual basis in both NICU and
Bmergency while going to school to obtain my BScW.

My decision to return to school was in some ways an act of
desperation. I had grown to greatly dislike the bureaucratic structure of
a hoapital. I felt there was little say for me as a staff nurse. Goimng
This is pert of my evolutien as & muree.

I have a doep belief in God. I sttend & church oa A casual basis.
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Ny family is four in numbar. I am the oldest, my brother is nimg
ysars younger than me. Presently;, I am 30 years old. 1 would say as a
family we are closer now than we ever have been becsuse we have learned to
acocept sach other as we are. My mother and I have an especially oclose
relationship. Aleo, this susmer I will be getting married.

1 decided to becoms an NICU nurse bacauss saveral of my friends
worked in the area and were both challenged and intrigued working in this
area.

BADEY (M): What I have looked for in nursing is something that
would challenge me and allow me to grow within the profession. Once I
bacams comfortable and competent in general duty nursing, eritieal care
nursing seamed like the next natural step. Nowever, after a few years in
that area I again becans restless and felt restricted. 1 have moved into
the nurse practitionsr role and also furthersd my education. I don’t

HoRlla (M): I obtained my diploma in nursing later on in life whan
my children were in their tesns. I have always taken pride and felt
many difficult times in life and continues to sustain me. I feel very
strongly about baing & patient advocate and making my work place as
enjoyable as possible. I‘'ve baen full time in a cardiovascular ICU for
four years, currently I also work an occasional shift in a ganeral ICU and
voluntesr 48 & madical emssrgency flight nuree on & regular basis. Ny
outside iaterests include oycling, gardeaing and orafts.

Maxia (M): I &= the eldest of eleven childrea, and spent moet of my
oight). I came to terms with her death at appreximately the age of 16.



2

I am married and have two daughters. I am Catholie and the cheleces
and activities of my life are etrongly motivated by my belisf in OGod.

Mauxesn (M): I have besn a nuree for 10 years. I have always
worked at neurology or neurosurgery. The brain fascinates me. I now work
in a neurosurgical ICU. I have worked there for § years and always feel

I am the esldest of ) girle. BRducation was very important to my
family. My mother is a retired nures. I am divorced, and have no
children. I will be 30 this year.

Sandy (P): I am the eldest daughter in a family of 7 children)
there are § boys batween my sister and 1. As a child I often cared for
the younger children; relationshipe with the family remain an important
consideration for me personally and professionally. Ny husband of twelve

1 gradusted from s nursing diploma progras 20 years ago. During the
yoars sinoe graduation I have worked in pediatrics, nursing audit, and
Moot recently in the community. My work in the community has besn
scmsvhat noa-traditional in that on separate occasioans I have worked as &
rehabilitation counsellor and case manager with individuals receiving Long

related injuriss. Insurance and compansation systeme being what they are,
my relationships with claimants were often almost adversarial ia nature.
I believe these adversarial relationships as well as being isclated from
other murses in both of these pesitions had & detrimsntal eoffect on my
image of myself as & muree and acted a0 a catalyst for my retura to
ssheol. I neaded to got back ia touch with nursing; te reaffirm why I had
euperisnse. It was 50 wenderful ia fast, that after enly & brief hreak
progras.
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2bauna (P)s I have been a practicing nurss for five years. I was

unit. While the workload could be overwhelming at times, I thoroughly
enjoyed the education I gained from the clisnts presenting on our unit.

wealth of accumulated life experiences. I had tha opportunity to listen
to and learn about situations and realities I may never otherwise
developed an avarensss to. The expsrience continues to aid my growth
peresonally, and in turn, as a professional.

I transferred into the medical/surgical float pool when I decided to
further my nursing aducation pursuing a post-basic degres. 1 completed
the degree with a naw intersst in biosthics, in addition to a renawed
enthusiase for my chosen profession.

Returning as a staff nures to thoracic/vascular and plastic surgery,
1 also assumed the role of unit-based quality assurance liaison, I found

develop solutions te deal with prebless.

I have alweys remained extramely close with my famsily. Ny
forward to the next four months in a critical care course, I can draw oa
their love, support, and understanding.

TezEi (P):t I have a background as a reepiratory therapist. I
decided to go into mursing, but to retain sy R.T. lioanse. I have always
found “the need” to help, to care for, and to make those arcund e happy,
heoalthy and comfortable. Ny mother has a chroaic respiratery illmeee
which contributed to my choioce of professions.

I am the middle child of three sisters, all of vhom are suress. W
all have diffecent mursing foswsss. I a= the Palliative Care Pregras
Cooedinator in & rural commuaity. I have s DOCH and & gerontelegy nureing
eartificate. I love working with the siderly!
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Needless to say there is no claim nor intent that this group is
representative of anything other than themeelves. It is evident that we
can speak only from our own subject position(s). We are white Canadian
background. Certainly scms positions who are presently in critical care
nureing do not have a voice in this particular research. These subject
positions include women of colour, men and individuale from non-Christian
traditions to name a few. Nopefully other research inquiries will provide
more diversity to the chorus of voices in eorder to broaden our

understandings.



CHAPTER III
AN OVERVIEW OF THE THEMES: SETTING THE STAGE

Santxal _Xet Marginal

Nurses find thamselves in the very center of all that transpires in
the intensive care setting. Literally and figuratively thay are the hub
of communication, coordinators of activities, the interpreters of all
languages. They are sxpected to show initiative and indepsndence and yet
they are on a short tether to physician’s orders and hospital policy.
This central yet marginal position is an excellent sxample of how this
creates difficulties. In nurees’ professional lives, simultaneous and yet
discordant positions are often justaposed and elicit competing eself
images.

These apparent incompatibilities give rise to further disharmonise
and complexities in their relationships with others. The patterns of
themes that evolve from the nurses’ narratives spsak of their struggle
with a great number of competing images. The multiple tensions in theee
diverse represec.tations are antithetical to a single understanding of 'the
miree’. Por example, how can we portray this surse to be an originator of
valuable trustworthy spsech and at the same time ses har as a defereatial
reliable conduit of others’ wordse? It is not that an individual caanct do
both but if we were scripting a play, the image of the actress would be
cast very differently if the main impression one wanted to coavey feor this

horself. The phrase “isaginss herself’ is such soce iaformative thaa

opoaking of "her idmmtity”.

‘Idantity’ danctes

= the guality or ecnditien of heing the same in subetance, compesition er
aature



1)
= the samenass of a person or thing at all times or in all circumstances
-~ (in peychology) the condition of remaining the same person throughout

the various phases of existence... (Oxford English Dictionary, 1971).
The focus of this word is definitely on what remains unchanged. Kristiva
(1986) disagress vwith this notion of stable identity arguing that

the new generation of feminism or more accurately, the corporeal and
desiring mental space now available to women is one that advocates

the parallel existence or the intermingling of all three nnemhn
If S S, R e et el
ﬂ 'ggr a space wvhere individual difference is :l.Lni-i !i.-ii play.
The narratives in this study lead us to examine many variatioans and
differences interpersonally and intrapersonally. Tharefore the
appropriste construct for this inquiry is that of ‘image’, specifiecally
the image the nurse has of hersslf. The noun ’‘image’ and the verb 'to
imagine’ are particularly wall suitad to carry the n £y
An image is conceived or created
- & picture in the mind, represented to oneself
- to portray, reflect or delinsate
- to describs vividly in visuals, spesch, or writing
= ia eywbol, mstaphor or emblen
-~ gomething to ba snscutad; to devise a plan.
When wo imagine we form an idea or notion with regard to somsthing
not known with certainty.
= to consider, ponder, maditate in the hope that this creative fasulty of
the aind in its highest aspect has the power of framing mew and
otriking conceptions of postic gemnius
= to conjecture, Quess, suppoee, often imsplying a vague fanciful
notion smot founded on axast cheervation or reascaisg
- and to sshame, dovies, plot a prejest - an impression as to vhat is
1ihely, empected or anticipated.

(edited fream CED)
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how they are represented delinsates how their lives are to be emecuted in
a particular context at a given time. This is intermittently perceived as
creative genius, fanciful conjecture, a scheming plot, or prescribed
outcome. These images of self elicit many emotions in the imaginere: such
as pride, hops, delight and empowerment; as well as shame, resignation,
“Image* in this

In the work of delineating themes for this study many patterns in
the nurses narratives were weighad as potential organizing strategies.
These were indeed wmyriad, considering the pervasive condition of
multiplieity. The structure that will be proposed for a better
understanding of these images comes from the aggregation of two main
clusters of themes.

‘Theme’ in ite most commonly used msaning deecribes the subject of
discourse, discussion, conversation, msditation or composition. (OBD) In
this tent, themee are intrinsically related to all and to sach of these
activities. Additional understanding is offered by the use of ‘thame’ in
music) the principle melody ... al80 a simple tune on which variations are
constructed. In the case of this research, the variations of esperience
ware eacountered first, thea sA attempt was sade to bring the tume or
mslody to a notation on the printed page. Bach ‘notation’ in the thamatic
outline was given form by patterns in specific stories and conversatioms.
Thesse coastructions were browght to their curremt form by the origimal
speaher, by the participants pressat in the ation and by the
editing and continuing interpretation by the author of this test.




desirable although they were often deemad as necessary in the context of
the task. It is not a simple dichotomy or duslism. MNost elements of
their experiences did not sort neatly into one of the groups. Also there

Often an individual had ambivalent feelings over a given scenario as
will be sesn in the narratives. Nowaver, these themes did recur
fregquently and with enough consistency to shetch in an undeniable

impression or pattern. These two compilations of themes in relationships

word’. There is a pernicious tendency for ideas to take on that quality
when they are rendered into lists, diagrams and models. Page 84 will
offer an outline of those two constellations. This is a previev of the
themes that will be explored in their original subtlety and complexities

the nurses perceive that they have come to be oriented into ways of
imagining themselves living in the world.

The nurees describe sany responses to being in the middle of
heterogenecus expectations and diverse images. They speak of feelings of
conflict and confusion. They name thie tension as the cause of rebellion,
withdrawval and ‘burnout’. Somstimes they spesak of it as an opportumity
for creativity, integration and the poesibility to hecome clearer om the
perscaal priorities in a context which is censtantly im flex.

During the last few minutes of the last discussion Sue described he:

jsurney this way:
whole emperience. Ny initial thought wes, maybe I could mehe 2
licele bit of sense eut of the relationshipe; I den’'t kaew if I have
way than I thought it weuld. I cen’t emplain anyene’s behavieur but



is the most important thing; to know where I'm coming from and be

real clear on my goals in my profession and vhat I’'m doing. I will

work towvards those and not werry so much about my relationships with
other people.

The idea that an important way of making sense of our relationshipe
is to know where we’'re coming from, be clear on our goals and our actions
was a prevalent conviction among the nurses. I will set the stage for the
narratives of relationships in professional practice with a discussion of
how these nurees censtruct theair own image(s) in their past.

One of the striking patterns that was evident during the nurses
conversations was that they envisaged their life as a whole. They seldom
categorised their lives as being in the private sphere as opposed to the
public sphere. That distinction came up occasionally as ‘context’ but it
was not seen as requiring a different image of self. On the contrary,

childhood experiences and educational experiences to explore the roots of
tha ourrent events. There was often a sense on the part of the nurees
that the continuity in their personal history, their own current situation
and their ongoing evolution were sach best understood in the matrix of
their entire life. This characteristic in their stories offers a further

understanding of the feminist phase "the personal is political.”

csnter arcund four overarching motifs. These will surface again in
various ferms in many of the narratives from nureing practice. They are
first, being there for others; second, queet for challenges; third, a
mature perspective and fourth, women are different.

Heather: Whea I grew up, my mother always made sure that I looked
at the other persea’s peint of view. I can remsmber coming
infuriate me. Insteed of saying "Yes, dear, yeu're right;
ho’s & cerrible persen®, she'd say "NWew leek at it frem his



point of view® and she used to do that all my life. And I
could look at it from that point of view - put myself in their
place, see how they feel, why did I think they are acting like
that. It hasn’'t made me a perfect person by any means and I
can be guite intolerant but I think I'm a kind person. I
don't like to hurt people’s feelings.

I can remember when I was little and something would
happen and my sister’s feelings would get hurt and it really
affected me. One incident happened when I vas four years old
and she wvas sinx years old and we had gone shepping. I was
going to a birthday party and my mother had bought a toy fer
this friend. HNy sister at first thought that this toy was for
heor and was all ancited. Ny mother explained that no, it was
for this friend. 8he was guite disappointed. I was oaly feur
but I ber feeling terrible! I said to my mom, "Oive it
to her any vay and I won't go to the birthday party.” I've
Aurt people‘’s feelings but I dea’t like te hurt their
feeslinga. If they make me mad I might, but feor patieats,
really, they are pretty defeanceless. Vhatever their life
style or whatever they did that put them there, I still think
they should be treated with respect and how I would like to be

I’ve been a patisat in smergency because I wvas Laving an
appendjcitis attack. J guess by about sevea o’'cleck, the
surgeca had seen me. All my blood work wvas done and I was
Just waiting to go te wvard. I dida’t get te the ward until
about 10:00 at aight. Nobody in emergency came to check me to
o0 howv I wvas doing! Do, now vhea I work in smergessy, 1

would you like & pop or would you like seme water?” It is
good to bo a patieat beceuse there are little things that I
did that I didn’t haow how helpiful eor anneying they were.
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o's Or what’s really helpful! - what really worksi! I know
one of the things I've dene in the past, I’'ve categoriszed
people. “They are like this because they do this" and I
realise that's not true at all. £Everyone is so individual.
I mean, I can learn through other people especially about
grieving. I had been told these things about grieving in the
NICU. When a baby died, either the parents would come
together and grieve together and cry together or they‘d be on
opposite sides of the room and be grieving. I used to think,
*That’s not a geed signi They should be together." What did
I know! When I think back, that just seems so stupid. [
don’t know where I got it from, maybe somebody told me. But
Aow I realise you need your moments of Ahugging someone; you
need your moments of just being alone. I think that's stupid

I think a big role of my growing up wvas to be a
supporter. I think that was part of me before I came into
aursing. I learned it somehow because pecple responded to it.
It seemed like something that they could use. I always felt
that being there for pecople was really important. Therapeutic
for me and for them.

Neather: I think we sort of set ourselves up to ‘everything has
to be perfect’, everything has to be done for your patieat.
You Aave to be able to keep an eye on all their vital signs,
really wrong. If something heppens, you think, "Oh what did
I do, vhere did I go vreag, vhat didn’t I notice that I sheuld
have noticed! WAy dida’t I talk te the docter or why dida’t
I emplain it better to the docter se he tesk it mere

seriously.”

‘ﬁi*iﬁﬁ!ﬂhiﬂiﬁimlxh! illness the wask befere this
sanversstisa.
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And then vhen you are in charge, you not oanly have your
patients. You have all the other patients and all the other
staff and I always feel a big responsibilitLy for the staff
too. I mean they may be not new staff bui say be people who
have vorked as long as I have and have as much expertise, but
it’s a strain for them. You are worried that they don’t get
their breaks; you worry that they don’t get a chance for
lunch; you worry that they don’t get the help they need to

time. You worry that the place isn’'t going to be nice and

Where did we learn to worry like that?

Ny mother! (lavghter) I think it’s secialiszed. I think
by the time you start you are taught to put the patieat first.
And I don’t kmow about you guys but whean I weat through
aursing education, it was a three year nursing school and you
were service on the wards. The wards were staffed by studeat

aurses. You were taught that you did esveryt g
patieat that you could and that doctors were very importast
and aurses werea’'t very important. I really just got iato
this meatality where ever) wvas my responsibility. Ny
mother has alvays felt very responsible for hov we turned out.
If anybody has treubles, she asks vhere did she go vroag. You
know, my brother got a divorce aad she’s voadering where she

The reason why I weat iato isteasive care is that I
wanted g that was a challeage. I wanted the
For the first feur yoars I werhed ia intessive care, I jJust
d¢t was busy, busy, busy werking hard. Later I decided I liked
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i¢ when it vas gquieter and you could spend more time with your
patients and it was less of the rush and more of the
relationship we develop with the patient or with the family
and with the rest of the staff.

In this conversation Heather and Sue tell of how they ’‘learned at
their mothers’ knee’ to be a supporter, to be tolerant, to be kind and put
themselves in the other person’s position. This has been reinforced whan
their own positions have been those of patient, patient’s family or nurse.
However there are some subtle but important differences in how they
imagine themselves to be there for others. What are the nuances of this
caring, this way of responding that is "therapsutic for me and them"?

On the one hand, we hear that we have the duty to be eelf
sacrificing, to be responsible, to worry about and care for everybody. We
set oureelves up to work hard, make everything alright for people who fit
into the categories that someone has told us about. These nurees are
questioning the wisdom of that kind of ‘caring’.

At the same time we harken to Qquite a different meesage in that wvhat
is really rewarding is just to be there for people, to see them as
individuals and not to forget them. It is important to pay atteatiom to
details, to tune in to the disappointment of a sister or the strain of
coworkers.

In the last paragraph Neather tells us how she can embrace the
challenges of busily doing things in the technological aspect of intensive
care and stil) value time spent in developing relationships with others.
Possibly, the intensive care uanit offers the perfect setting to be there
for others in the sultitudinous and diverse ways of which we are capable.

Suast._for_challenoes
Naney: When ve were sick, my mother’'s comment would be, get wp

and got dressed and help her arcund the house. Yoeu'll feel

better! Ny mother dofinitely believed that 900 of the illmese

vas in the aind and therefere ve didn‘’t got te stay ia bed.
I cen remember ene time after I hed left heme being sivh
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and her phoning me and I had to crawl to the phone because I
was so weak. She sent my sister over because my dad had just
had surgery and my sister was saying, "Nem feels really bad
that she can’'t come over.” I said, boy, I wouldn’t survive
mother‘s visit! (laughter) BShe'’'d want me to get up and get
dressed and clean the house! I won’t say that my mother was
uncaring but she’'d never been horribly sick and she had no
empathy for somebody who was ill. When she finally got ill
harsalf, she had no patience for herself.

And I’'ve bought into cthat philosophy for myself. I
accept other people, but whean I‘m sick, I remember that part
of “it’s in the mind®. Although I don’t necessarily want te,
I feel I should get up and do things.

Vhen I was young I just wanted to be & nurse. I was
very idealistic and salaries vere nothing then, I mean, nurses
vere belov minimum wage at that time. What is important to me
is that I eajoy what I'm doing and in later years sursing, I
vanted it to be a challenge. I wanted it to test me and test
me at all levels. But I don’'t think at 10 that’'s vhat was
draving me. I just thiak it was where I felt I beloaged.

I weat to one of the old schools of nursing, definitely
there vas socialisatien to the extreme. The paychelegist at
the hospital sccused them of Neo-Nasi techn You didn‘e
take a breath without permission. [Expectatioas were very




(1]
One thing that’s become apparent since I've gone bachk to
academia is that nurses have sxtresely high expectations of
their performance. When I was in my undergraduate program,
one of the philosophy profs and both of the sociology profs
said that you can pick the nurses out of a crowd because they
are the ones that vant all the details on what is empected of
them. When they are doing assignments, they are in the office
25 times getting clarification because it isn’t enough to do
a paper, they have to somshow produce this perfect paper. I
think it ‘s because we deal in an area vhere it isn’t okay just
to do a mediocre job on the patient. You have to do your best
and that translates into other aspects of our lives. It isn‘t
okay just to get by, you have to do the best possible job.
Mancy: The first year that I worked in ICU we had a lot of
pationts admitted with overdoses. There was one thing I
couldn’t understand. WVe'd have somebody here in this one bed
who’s fighting for their 1ife and in the next bed a little 17
yoar old twit who alit her wrists five times - lihke grew up!
And I’'m having to spend time on her whea he’a the persea I
should be helping.
I think I‘d worked in the uait three ysars vhea I met
this patieat who tried to commit suicide. All of a sudden,; 1
was a lady who had tried an sverdose. She hada‘’t tahkea a let
had a bushand who didn’t batter her, but basically be had




ceme back Saturday. I mean she wasa’t an entity, she was
truly a domestic and somebody for him to have sex with and
that’s all she was.

She'd gone to a G.P. and tried to get help other vays
and nobody listened. I guess she thought "If I try to kill
myself I'11 be admitted to hospital and maybe somecne there
will get me the help I need.” I still wasn’t all that
syspathetic until her Musband came to visit and his first
thing was, "When can she be discharged ’‘cause I’'m stuck taking
care of the hids*. And I thought, "Yeah, this woman probably
wes at a point where this was the only light she could see.”
But I still can’t condene it. I could never see myself doing
it, dut maybe there cemes s point with seme pecple that they
Just can’t see any other way. They are just so very deep ia
4t they can’t imagine another way. It seems like your
career’s marked with these mements whezre you Mhave aa
dllumination abeut something.

In this series of exverpts which surfeaced over the course of 2 or 3}
hours of conversation, Nancy tells how she developed high expestations and
rogimented herself. This lack of patience for anything less than
pertfection carried over to her view of patisats behavior in early years of
nureing. Thea & woman who “hurt so bad® becsuse “"she wasa’t an estity”
gave her & "moment of illumination”. Postic justice? Naybe.

Nurses often told & series of stories that spohe of their owm
poricds of being “"just s0 very desp ia it, that they ocoulda’t imagine
snsther way” and thea their expecicnces and reflestisns that offered the
zovelation of other possibilitics. Imeges that reflected and encounters
thet revesled other besenings. Our prefessional journey is often merhed
by sements wvhen the light of undecstending ansther’s life chines threugh
to enlighten our owm life.

Neney epoaks of twe ways of heing "your best®. The firet is & view
frem the high ground. Whet is reguired is that the self be as pecfest &
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possible. You are judged by your performance. You are to stay in control
and conform to rules and to high minded expectations. The eelf i
socialised into a role in an hierarchical structure of performing your
task through hard work. This is the story we hear of her youth, of her
experiences in nursing education and of her expectations of patients in
her first ysars in ICU.
first being illuminated about a different way of looking at the self.
Nere we behold an image of self struggling to become an ‘entity’. Thise is
an evolution into an existence which is more than the sum of ite functions
and qualities. There is an acoeptance of self as embedded in life. The
person desires to be a subject, an agent, not an object or persona. WNancy
sav herself and the woman as enfolded in the matrix of life. “Matrix®
recalling its origins as womb - a place in which someone can safely
develop. This metaphor of matrix does not speak of high phﬁlm in fact

Its music that kaspe us alive

Ite dancing that ests our hearts free

Its children remamber the laughter in life

1ts mln ] mﬁmﬁ s to see.

stay to ground

Live closs to the sarth

Don’‘t stray very far from your seul

xtl simple thinge shev us the reasons we’'re here
And its simple thinge keaping us whole.

Prophetically, ineightfully, Nancy says she values nureing because

“I wantad it to be a challenge, I wanted it to test me and teet me oa all
lavels."

Marie: I deuided at the age of eight that I was geing te beseme
& nurse. I'm mnot tetally sure vhy except at about that time
my mether died. Neybe I decided at that time te beveme a
aurss oo that I weuldn’t got sick and se that I wveuld be able
to Aneow what’s going en and to beo able te step any diseese
process. That may be why - it wvas such a quick decisien. Be
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I ethink having my own children has a lot to do with how
I relate to other pecple. I changed a lot after my first
deughter was born and I think maybe that’'s it. It changed me
there. I became more patieant and more aware of other people,
e bit less selfish. I think if I went back to work in Pasds
nov I might be & better nurse for those children. Techaically
Z might nmet be a better nurse because I wouldn’'t want to
infliot the pain. But emotionally and feelings of love that
Z could give them, would be more proncunced than it was before
Z had my childrea.

1122321111323 31022421 2]]

Ny mem was a surse but she never told me wvhat nursing
wes like. I liked pecple but I was very naive, and not very
sure of myself. I weat iato aursing and it really changed me!
I think it really matures you guickly compared te the ether
pocple that are the same age. TYou see people die, you see
what people go through.

Yos, 1 agree that sursing forces one to grow up a little
gquicher. I 1 and
working alone oa nights on the floor one time and thinking,
*Ny @God, I'm respoasible for these liveal® Alse, I cas
remsmber geing beck from mursing scheel te where I live, ea a
wvoohond towvards the end of ny training and being with my peers
fvom Aigh seheel. We hod lost a lot of what ve had in cemmen
boceuse I wvas dealing with life and death and they were still
thore. There'’s this maturity that oemes with the peaitieas

I chink it alee puts a lec of stuff ia perspective. If
2 em fosling down about semething, all I have te do is go to




through!® It kind of makes you feel, I shouldn’t feel sorry
for myself. There's a lot of worse things that could happen,
even if it hasn’t happened to me personally, I can see what
other people are going through and that kind of puts things
into perspective.
sesescansetesestanene

Chrie: As an instructor of beginning level nursing studentes,
there were students that had various different gqualities that
I sensed would make excellent nurses. I have had the
opportunity to work in the same environment for a number of
yoars nov and I haven’'t very often been wrong about my
Judgements in this matter.

There is a movie that'’s & very old one and it’s called
“Nrs. Reoynolds Needs a Nurse®". I actually had a contest with
one of my peers, wvho vas also an instructor. I said, "Whea we
take all our students in to watch that movie, I will go ia
with an armlead full of kleenex bomes and pecple who come to
me, part way through, or if I pass the boxes down the row, the
poople who would opealy tshe a kleemex and openly show you
their emotions during that film, I would teke all of those
students into my group and I could guarantee they would be
excelleat surses.” Ny crusty coafreré said "Ne way, I dea’t
wvant aay of those weeping bawl babies".

Vo teased each other over the years. I was aever
disappointed in that ocharecteristic eor that guality ia
students. I don’t thiak thore is anything prefound eor
tochaical abeut it. It’'s just doimg whet cemes saturelly. 2
don’t Anow how teo emplaia it.

These entrasts frem several different discuseions tell hew the
Auress ascess the precess of maturing. Ohris suggests that it helpe if
ORG GEnee with & nstural eponnces to the paia of ethers. Life is put iste
pecspestive and we are changed by ceeing, by being praseat, by being
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responsible for life and death. Lessons from personal lives and from
professional experiences are not seen &8s separate areas of knowledge.

view? Now is the appsarance of the life-world alterad by the relative
position of the participant? In what way does the death of a mother, the
birth of a daughter or the tears for the suffering of another help us to
mature, or complete the natural development of our growth?

In the 14th cantury, an sarly use of the wvord perspective was for an
optical instrument for viewing an object; a magnifying glass or telescops
eto. To look through the wrong end of the perapective msant to look upon
somsthing as smaller or less cos sntial than it is (OED).

Maybe theee nurses are talking about acquiring a position which
offers a maturing perepective in order to see things in their appropriate
consequances. They acknowledge a technological, material world but also
speak of a growing appreciation of the humane, the natural and that which
is often ineffable.

Janets I had a brother that died of a sudden terminmal illmess.
the rest of us beceuse eof the caring attitude she Mhad.
Because of all the diversity arcund those circumstances and
seeing how pecple dealt with death, I thought that by going
into mursing, I could handle other difficulties better. I
understoed from the things that wvere said te me or deone for me

a licttle bit less treublescome for semeene olse dowa the read.
Noslla: That just mede me thiak. VWhea I was a youngster, I caa
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nice, crisp sheets on it and fresh jammies and back into bed

and it was just se clean and neat and everything. I can

r one day, I was taking a tray up to my brother. I
guess it wvas jJello and it hadn't guite set. It was still kind
of runny and the tray was kind of messy. I was just a little
youngster then and I wvas going upstairs and mom came down and
she said, "What is this!®. I said it was for Vally and she
said, *"Oh, honey, you can’t take gthat up there!” I said,
"Well, he’s sick, he won’t even notice it.” 8She said, "Oh,
when you're sick, that’s when you need to take extra special
care.” I've never forgot that, you know. It just seemed that
little bit extra is what you had to give and so I think that
Aas influenced me.
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want to work with papers or do I vant to work with pecple® and
the people won out. I just loved the contact with people and

ashed me what nursing is all about. We talk guite fregueatly
on the telephone and I tell her vhat I feel about ICU. To me,
it’s all positive. I love my job! Although sometimes you
Just feel, “Geese, I don’'t know what I'm doing hese.” As seen
48 you got inte gh altty gritety of work it's grest.
|y God, what am I going to do with this persen!” Thea you get
in there and it just seems like a challenge end I leve the
challenge of the work. I leve te bo able te go in the merning
and see this very critically ill patieat whe is met deing
vell. fThea, throwgh the skill that you’'ve learned and

overything, leave that patieat that aight clean and tidy end
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relaxed and doing better. That to me is the challenge of my
work. It is to be able to meke semebody else’s life a little
bit better and it doesn’t matter if it is in ICU or anyvhere

else.

seeanencsansseseenne

Sob says there should be a course for husbands to take
to know how to debrief a wife because there’'s times when I've
kept him up crying -~ ecrying all night - totally, almost
inconsolable. You don’t know what to do. You just sit and
cry and ery. And we’ve talked about how do the husbands deal
with it. A lot of the girls don’'t even tell their husbands.

Well, Bob at first said, "I don’'t want to hknow." Ne
said, "You're just a glorified maid.” That’s what he thought
nursing was at first. And thea I finally got him to come into
the unit. Ne wouldn’'t come in for a long time. And finally,
when he realiszed it, then his whole attitude changed.

X think it is the technology that'’'s impressive. Like oa
the ward vhere you go in, you make the bed, you bath thes, and
you as e8s them and all that. In your mind you’'re deing a let
of stuff, but it’'s not visible. But where I am mow, it just
impresses the hell out of Aim.

Ne’'s im plastics. I took home stop cocks because he
knows moulding, injection moulding and he'd tell me all these
difforeat kinds of plastics, and I tock a swan gans catheter
home and shoved him. Ne said this is just amazing teshaelegy!
Ne was fascinated by all that and he's Rhind of progressed en
te be interested in the equipment that I use. BSe I thiak
that’s vhat’s mede 2o g0 up in Ais eyes, net the feet that I'm
sursing oeritieally i1l patieats, just that I Anew hew te rua
a lot of the mechinery. Ne caa’'t understand hov I can’t set
the alarm en our eleck redie! (Lawghter)



Janet:

73

One of the discussions my husband and I have had is,
*whose job is more stressful?* MNe could come home after a bad
day and say, "Oh, I had a really bad dayi”. Ne may have
worhed on a $2 million machine. But I said, "If you screw up
it’s only a part. It's tangible and it costs money, but it’s
not a life. It’s not somebody’'s loved one. If I screw up, it
is totally different.” And it wasn’'t until we had gone to a
third party vho could explain both sides of the coin to both
of us, that he realiszed how much emphasis and responsibility
is actually put on the nurse. I still feel that often the
nurse is the only one holding the bap, and you’'re atanding

alone.
(XXX 2 AR AR XA A0 XA dlddl])
I think that if a man tells a man that he is having

pain, wvhether it’'s the patient telling the doctor or the
patient telling a male nurse, iIf he says it, because he’'s a
man, he is believed more. The other thing is that, on the
whele, vomen deal with the postoperative pain better than men;
theorefore vomen bounce back a lot quicher. I thiah that all
comes down to the fact that most women tAroughout their lives
have not been able te allow themselves the privilege of aot
bouncing beck gquichkly. Whea you're a wife and mother and
you're sick with the flu you can’t go to bed for three days
1ike your husband does. The house just deean‘t work that wvay.
80 you have learned to cope with it, you have to get better
guichkly.

Ry mom died of cancer. Whea she had the mastectomy,
that vas prebably eome of the worst things for her. It was a
yoar befeore she had full range of motion again. That hilled
hor becsuse, she thought, “It’s twe weeks later; I should be
back te normal.” And she pushed herself.
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You look at things like dysmenorrhoea. Now many years
wvere we told we just had to live with that = because women
have alwvays been told, when you have a little bit of pain,
don't complain about it, don’t do anything about it, just get
on with it. And so I don’t think women complain as much
postoperatively as men do.

I think it’s the same vwith the open heart surgery
patients. You don‘t lay around in bed; you get moving and you
get on with it., Our step down unit was like the third, fourth
and tifth day post open hearts, but you'd go in and your
didn’t want to sit dowvn and see you working that hard. The
male patient would be sitting there. I mean the biggest
problem with the female patisnt wvas saying "Don‘’t do these
things, XI’1l1 take care of it!*" The woman’s likely just teo
kind of keep it to herself and keep on plugging.
servants. BEvea with my pareats, my mother is 11 years youager
than my father and yeot she is always waiting oa him. Ny
facheor has alvays sat down and she served the meal. And if e
wants his coffee halfway through the msal, she’'d get up and
interrupt her meal. And it’'s the same with surses. We do
everything te help our patient. It‘s getting less se vith the
physicians, but they still expect service so we have to serve
them. I still see that in practice and it will be that way
until we geot more mea irto our aursisg.

Well, do ve want our values to change! Yeu Anew, part
of that valuwe is what melee aursing what it is. I mean
there’s boen a lot of diseussion about that. If mere and mere
Is it geing teo become meze & business than a oaring
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that. I mean the ‘“serving® part I could see go with no
problem - but & certain amount of that serving is involved
with the caring.

I think things will change. Like it or not, nursing

isn’t listened to because it‘'s a female profession and that,

once you have male voices, it’ll be listened to more. But I
thiik we have to be careful of our balance, is all!

Janet, Noella and Nancy have a rather extended conversation

concerning their experiences around “caring®. The passages give some

fesling for their enthusiasm, ambivalence and dismay!
It is isportant to do the nitty gritty work of caring for people

caring attitude is a tremendous positive challenge yet in day to day
living, sven with their significant others, care is misunderstood at best
and scorned at worst. They understand the gendered construction of ‘care’
and are uncertain whether to increass nursing’s status and credibility by
incorporating male voices or if in some way we need to be careful of ‘our
balance’.

Images of gender emerge clearly in the patterns of themes throughout
the narratives. One aight inquire if this difference of gender was sesn
as an essential quality, that is, intrinsic to the nature of being a woman
or were thaee traits esen as socially constitutad and historically
evolved. This may be an importast question, but the nurses in this study
were for the most part too busy trying to find a place to stand in the
issue. Their foous was on how to make sense of their gendered positiens
and chooee & way to write their own seript within that wvider contest.

Their struggle is reminiscent of Carolya Neilbrun’s (1990)
description of how wvomen imagine, iaveat and weave their own stories.

Wo Linvent as we g0 along, Support one ansther, and recogaise,
as we must, that our cholice is as Florence Nightingale long ago told
ws, botwesn pain and paralysis.
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One cannot make up stories; one can only retell in new ways
the stories one has already heard. Let us agree in this; that we

There is a tension which arises between the various representations
in several ways. The first is inherent in the very different foci on
being and on caring represented in the orientations themselves. The image
of self, characterised in the role of caretaker, as seen in the metaphore
of the ‘selfless’ caring for othars as mothers, daughters and wives. This
is & duty to take care of, serve, be responsible for everyone. The second
image of self is that of & person, & woman, being in relationship. It is
a caring about, an attention to the detail of the other. It embodies
qualities of responsiveness, mutuality and respect which keep the self
very much interactive and invelved in the ongoing process.

Pigure 1 represents a preview of two collections of themes that

nurses. There is also a tension in the sense of the nuress being
stretched in betweesn the images. They rarely if ever live in ‘one way of
being’ for any period of time. There is flux and there is an experience
of being in both and neither; fregquent descriptions allude to experiencing
thanselves "caught” in the spaces between. It is not hard to envision a
tension or strained condition of mind, feslings and nerves. These
these images of curselves parmsate our relationshipe with patients, their
faniliss, colleagues, head nurses, and physiciasns. In esch section there
shlemsties and

will be steries of hew the nuree finds some of these j

is to offer nany deseriptions of what life 40 1like for the mures ia living



198 30 suotavuessadey Usenleg UOTSUSE 841 T sanbia

uyed/iof - Abisus seatd

xj33ee 38681q uy Surbuoteq jo Guites;
Aarienane ‘3oedsea

03 saysucdsex

17938p 03 UOTIVEIIW ‘INOQe 8IeD

PINT3 ‘Teucesed ‘TERIXBIVOD

®JT1 UT peppeque se JuwIzodey
Teotbotomeastds ‘(eaybotoluo

szeq3 Suteq 3snf

sun) UY ‘Yonol Uy 8q 03

yaon - LKbasue seywy

a103 ‘souwistp ‘sowtd aedoad Butrdesy

a30ddne | 1033000
sweyq/Aing

suokzsas 303 IR0 03
buocan/wbra ‘setaz Aq peqrasesad

TRIUSWRIIONT

Butop 303 woyvioeside

Sutop uy worIdoej3ed
senl 03 Sutwmrojuos
s3zedxe w033 saouy

1e130398 ‘Teotbotowoes ‘IeTnoes

PIIWD sw
A1ywe3 avetroms
TeOTROITINTY
stoz/newy

JUUIVS W T U ST



78
these relationships. A central tenet of this inguiry is that this
knowledge is best gained through reflection in ‘le quotidien’, a focus on
daily life.

The text presanted hers has already encountered oircles of
hermeneutic interpretation. The speaker telling her story is, as Heilbrun
suggests, retelling in new ways the stories she has already heard.

patchwork quilt of msanings.

As author of this ressarch; 1 have exerted a strong interpretive
influence on the final chorus of voices. Fewar than ten percent of tha
original conversations are reconstructed here in the text and they are
rearranged from their spoken seguence. This act of editing is a powerful
interpretive lens. The reflective comments (non-italics) intersparsed
with the nurees conversations are not intended to summarisse their voices
but to share with the reader my own ongoing reflective int
inviting the reader to alec join in the process. Bach section of
narrative and reflection is constructed with as such sconcmy as I was able
to manage. The iatent of Chapter IV is that the elements or thames will
be anplicated and brought to 1life in the contant of the present. The
perplexing quandary of ‘whose voice?’ is represented in this text will
also ba addressed in tha last chapter.




CHAPTER 1V
STORIES AND REFLECTIONS ON RELATIONSMIP
Balationship with Patients and Their Families

¥a_bave come to wondac

What are the elements in the intensity of the feelings we have about
our patients? What do we mean Dy “"responsibility"? What ie it like for
& nurse to stand with patients in the midet of life and death? What is it
1ike for esch of us to live in the tension between the real self and the
professionsl persona? HNow is this lived out with our patients?

Here are conversations that attempt to sort out these relationships
with patients that form the central purpose of being nurses. The nurses
are trying to clarify for themeelves and for us what are the qualities of
these experiences.

Through theee stories the individual pieces of cloth that will form
the patterns in the quilt of themes will be sewn into place. It was
through the telling, listening to, and talking about these narratives of
our lives that the constellations of themes emerged.

=intansive” gazs

‘Intensive’ comes from the same root as tension (tendere-stretch,
tend) and seems quite fitting as we speak of nurees caught in the
‘stretch’ of many passions. MNowever, the ordinary meaning in the health
care system refers to the intemsive, concentrated direct cbesrvation and
care given to patients in this specialised sres of a hospital. The
following descriptions of relatiocaships describe the nurees understanding
of intensity ia the quality of these interactions. The nurses struggle
with the fine 1line Detween the passions of caring, murturing,
condemnation, control and dependence. The °‘I/thou’ ia these mestings is
passienstely central, for better or worse. It‘s all in a day’'s work to be
an iamate ia this emotiocmal, physical bedlam.

Neureenas Wo’‘ve had & lot of gunshet vounds ia the last year and
I remember ene men Mad shet Aimeelf ia freat of his Zfamily.

b, J
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When he came in he’'d been declared brain dead, and they
approached the wife about orgen donation. B8She said "That’s
the least that son of a biteh could do - is to help somebody
elsel® It was very hard beceuse you hnewv what the family
thought of him. Ne had beat his wife, beat his kids, and I
wes Just 80 angry at him. Let alone shooting himself in frent
of his childrea:! VWhat a trauma he put those Rids through!

That reminds me, this one day there was a patieat right
aoross from the desk who was Rhind of s big fellow, kind of
domanding. I had the patient just kitty-corner and I was
watching him while his aurse went on coffee break, thea she
said to me, "You have to be careful.” Ne abuses his wife and
ho vas demanding to use the telephone to phone her to get him
the hell out of there. And as soon as she told me he abused
Ais wife, I came from a battered marriage - my first merriage
= I oould not go near Aim. It was 1ike you’'zre the scum of the
oarth. As loang as you’re breathing, that’s all that matters
tome. X don’t care if you’'sre in pain, I doa’t care if you're
uncomfortable or anything. I was amaged at the yesction it
hod on mo, that I didn’t want to have. It was like there was
a wall built there inside me, which amased me, becesuse this
happened to me twenty years ago, It was & long time ago but
it still was there, an amazing trigger. It was guite
surprising.

I zremember one patieat in ICU who came in with a stad
wound to Ais abdemen. Ne tried te kill Aimeelf by jumping
onte a Mnife. I found it very hard deceuse of the situatien,
to build up any sert of rappert vwith him. It was hasd for me
40 & young persea to go te this €5 yosr old san whe suppesedly
had overything geing for Aim but, for seme reasen or amsther,
it wasn’t encuph, and shis ves his selutien. I did ay aursing
oare but I just eculdn’t go that entre step boyeond to say,
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wvhy? or how come? or what led you to this? There is
something that I couldn’t cope with. I atill have that
feeling to this day, cause it kind of just sticks there.

And I wonder...
In these descriptions, we hear strong condamnstions) ‘scum of the
earth’, ‘son of a bitch’ which are accompanied by feelinge of almoet

violent revulsion. When the nurses want to walk awvay, or can’t go the

extra step they really are deeply involved with these individuals. Their

reactions say that they wish they didn’'t feel so intensely because it‘s
that attentiveness to the other that engenders the anger, and feelings
that just kind of stick there.

This lack of rapport is troublesoms for thase nurses. On the omne
hand they wish they could respond to them as another human being but in
each case some wall was constructed because that person was blamsworthy.
Ne had transgressed, and in some way deserved to be punished, to be
treated in this distant wey. In these asituations there is great
difficulty for the nurses to imagine an egalitarian relatioaship with
these ‘others’, it is much easier te maintain these patients at the very
bottom of the hierarchy.

Maureens ' One situation that happened to me wvhea I worked oa a
aeurology ward was with a ledy who had ALS (a progressively
dobilitating discase). We'd had hor for 14 moaths and she vas
o” & veatilator. 8She was totally *with it” but was se weak
she ceuldn’t evea lift her bottem off the bed. Whea the
hospital decided to close our ward she was told that she weuld

asmt fow weoks, the decter that was ia sharpe of the ward that
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month, talked to her and talked to her family. They had
docided that they would inject morphine and another drug, and
wait until she would fall esleep and then take the veatilater
off and she would die. It was very hard beceuse I was very
attached to this lady. I apeat 12 hours with her on a regular
basis and I knew her routine.

They had come to the nurses, ve had a big meeting to see
how we all felt about it. BSome of the nurses had said, “You
are killing her, it’'s murder, hov dare you do that!/" Other
poople understood that this is what she vanted. She‘'d never
go home. B8he’d never get better and she just didn’t want to
go on like that. It’'s very difficult. I°'1ll never forget the
day that I went in to say goodbye. 8She was such a brave wvoman
and to Mave gone through everything she did go through. I
think the worst thing was saying goodbye to Aer and like I
sctarted crying; she started orying. 1t was hard and it was
Aard going through this again and sometimes you jJjust don’t
feool you can go through it teo many times with too many pesple
and thet’s why I feel I ocuwght to distence myself once in a
while.

Ve Just ha1 a patient in our unit, that passed awvay two
days ago and he was a CPer (a person with cystic fibreoeis),
and ho head had a lung trensplant end went basck for a second
lung trensplaant and didn’t do all that well after the secend
one. This young fellow was tall and skiany, vith kind of a
ocongenial laugh - a fun hind of guy. But you saw that se
zerely in our unit beceuse if Ao was in the wait, be wvas
usually intubated (a tube inte the windpipe for beeathing) and
ho was oo sich. When he got just a little bit better, be
Aateod the uait se much boceuse Ao was in eme of these little
dselation seems. And eme day, the aurses just said, "Get
angryi® 8o ke teld the dester ho vented to bo £°'a trenaferse
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out of this room today! And that was it and he did get
transferred. It was like, “"Yes! yes! you gre there!®" But
that vas the only little windov I sav of a normal human being
reacting to l1life.

Then he came back into the unit, because he was very
sick again. We were looking for signs of any neurological
deficit or if there was anything there at all. I would hold
his hand, and say, "Squeese my hand.” There was just, after
& moment, I could just barely feel his index finger, just
quiver. Through the night he got to the point where he could
open his eyes and look at me and he could nod his head. 8o I
knew that he was still there but he had subcutaneous
omphysema. Nis head was all distorted and he was trached and
he was just, I don’'t hknow, to me, they are human but there’'s
no personality to this person on the bed. That’'s how 1
usually deal with that. Ne had been called up for the second
dung transplant while he was doing a movie sbout children who
have Cr and how they , srceive life and just day to day living.

We watched this movie in the aight and it was Aim
sicting on the step talking with another girl who’s a CPer.
She’s waiting for a lumng transplant too and they Aed such a
rappert. Thea you see Aim roller blading down the road and
ho’s out in the field and he's telling stupid little johes.
And he was real and it was s0 difficult and yet it was o
relief to go back in and desl with him. When he sterted
coming around, he was septic and he wes bleeding into Ais
abdemen semething fierce, and you just Anew he waea’t geing te
make it. But you are still geing, yes, please try hard,
plesse ceme beck becsuse I just really get te hnew you end I
don’t want to lese you asw.

Z weat heme that day, came beck the neut aight and went
to the back roem and he was gene! They had turned Mis off
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during the day and it was such & shock to me. They don‘t
usvally do that oa our unit but this young man had a living
will. But the thing that shocked me and caused my strong
reaction was that I didn‘'t get a chance to say goodbye to him.
That bothered me more than anything else, I thought, damn it,
why didn’t they tell me. In the back of my mind, I’'m hoping
they don’'t put Ahim through the torture, that we have seen
other patients go through. But when they did it, kind of
like, without telling me after I was so involved with this
patient and then there was nothing! I didn’t know if I was
mad or relieved or what = It’s just - he's gone, he’'s gonel!

I think yeu do have to take care of yourself. There is
a line that I sometimss go over and sometimes I know that I
Just can‘t. I have other people depending on me to help them

go through things. I still care about my patieats, their
families, and all they are going through but there is a
certain line for me of getting very personally iavelved and
really caring. I doa‘t know if caring is the right word but
gotting involved with the femily and stuff like that that I
Mhave to sometimes not cross or otherwise I'd just burn out.

Naybo it’'s that it’s pot being personal sacupht Whan I
was ia the States wve did pre-op teaching for our open heart
surgery patieats. The patients and their families were givea
a tour of the ICU, so they'’'d kaew what they were geing to be
1ike the mext day, so it would lessea the shock. Duriag our
Aistory takiag, wve looked fer persenal iteas, like wvhat wvere
made them cough pillews. Oa the ene side it weuld say "Nr. »
and so, held me when you cough.” Oa the ether side, depending
oa the varying degrees of artistie abilicty, you drew things
man fishing en & river.
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Even before you had them as patients, you had a personal

rapport. It was hard wvhen they died but I think there was an
opening and a closure rather than just the middle part.

Mauresnt I agree that they need to be personalised but I still
think that you are not their daughter or granddaughter. You
know what I mean?t

Nanecy: Yes, I think you distance as you need to, but especially
in the unit where often people’s condition tends towards
depersonalising anyway. It gives you a little bit of help
that this is a pergon lying there unconscious.

Mauresn: I agree, we will guite often ask families of traums
victims to bring in pictures of what they looked like before
instead of with head dreassings and everything else.

And I wonder...

Is getting personally invoelved, the blessing or tha trauma?
Clearly, these nurses see that being intensively engaged with patients as
part of the care of their nursing. In these touching stories they tell us
of the work, the joy and the pain of nursing care. MNauresn was very
attached to this brave woman, knew her and respected what she wanted but
it was the most difficult thing she ever did, to say goodbye. Noslla just
really got to know this teenager as a person. She chesred him oa and

asked his please try hard. Come back, I don’‘t want to lose you now! BShe
was sismultansously shocked, angry and relieved when he was suddenly gone,
and bothered because they didn’t tell her even after she had gottea ®0
involved. Nancy tells that it’s important to develop a rapport by looking
for personal items like hobbise to incorporate into their otherwise
sterile eavironment, that it is hard when they die but at least there’'s an

Reather: I shink everybedy really liked hor and really pulled fer
hor and prebably didn‘t blame her for trying te eentrel the
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that were sort of her friends didn‘t feel that vay whereas the
ones who were just her caregivers may have sometimes thought
that she probably tried to hold off being on a ventilator too
long. But I mean it was her decision; it was her lifeil

What’'s the difference betwveen friends and caregivers in
that sictuation?
I think there is a difference. Nost of the time I am a

caregiver and this is one of the fev times I've been a friend
times. I got to know her. I think you have a aspecial
feeling, you do a lot for your patients, but I think for
friends, you go that much f.rther. You do all sorts of little
things. HMNaybe sitting with her a little longer than you would
have sat with another patient. I think doing extra special
little thinge, like washing her hair, you know, doing things
like that. HNaybe fighting the doctors a little harder about
something more in terms of having her wvishes acknowledged. If
it was "just a patient”, you might let the doctor know what
the patient wanted but if he really didn’'t want to, you may
not push as such as for a friend.

I had worked on the floors for about five years before
I went into the ICU and I just couldn’t believe the contreol I
had over the patients in the unit. I always saw what their
heart rate vas and their blood pressure. I felt that I knew
the patient better and I really liked that about the intensive
care unit. I hknew all about the differeat systeme and I just
blood gases are better the next time. I just felt yeu had
more satisfaction during the day of seeing your patieat ia
little ways get botter and sometimes pot get better but I
think I liked the coatrel.
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But in the Neurological Intensive Care there’s a lot of
going on that’'s all part of the day’s work. A lot of our
patients are confused, combative, aggressive, and violent.
It’s very common in my work that if I'm getting really, really
ticked, I just keep telling myself, "It’'s his brain." You
know, it’s his brain and he doesn’t know what he’s doing, even
after I've gotten kicked in the head a few times. We keep the
majority of our patients restrained and give them sedation
whenever we can. I Jjust have to keep telling yourself, this
isn’t Bhimi This is part of his sickness.

Well, *here are times in our unit when we have five or
six people that are trying to crawl out of bed. They are
trying to sit up with all their endotubes, all their stuff,
their chest tubes, everything, and trying to get out of bed.
It gets kind of frustrating when you’ve got five or six of
them on the go at one time. You get emhausted just looking at
them. And we have them tied up all over the place. They're

you‘d cry because they never look nice. They’'re all over the
place, and you just do the best you can and try not to get too
frustrated with them.
vessnsssasanacnenene

And sometimes caring also means making a person take
responsidility. It isn’t necessarily doing for them.

Sometimes it’s a lot easier if you do it for them.

I remember having a stroke patieat - we were saying to
Aim thet Ao had to dress Aimsels that morning and he was
gotting mad at us and said, "That’s what you are paid to do!*
Our answer was, "No, we are paid to help you get better and if
that means having you do it yeurself, that’s what that isi”

It isn’t that we doa’t care. It’s like that saying that
semetimee it’s cxvel te be kind. That is part of mursing teo
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and sometimes it’'s painful to have the person do things but if
that’s what’s needed to care, then you do it.

And I wonder...

Many of the nurses shared Maureen’'s contention that "control” is a
big advantage in intensive care nursing. However it ssams control have
several quite different shades of meaning. In this story we see a control
that is not only having the power to direct an activity or outcome but the
power of knowing on an intimate level. This applies to both the physical
level of heart, blood and lungs but also an all-seeing vigilance where the
nurse cares for and protects patients even from themselves. This position
of powerful bensficence can take on qualities that are godlike, parental,
or an intimate fellowship dependent upon the structure and interaction of
the relationship.

Rilesma of xesponse/ability

Nurses are responsible for coordinating and ‘oversssing’ as well as
providing patient care. What does it wmean to be able to respond? What
are the boundaries of such responses?

Marie: I think the most negative side of nursing for me is if
s patient abuses me verbally. That’s always upset me quite a
bit, I still have negative feelings to deal with there. There
wvas an incident, where the man had a recent heart attack and
wvas also coming out of the DTs. He hed done some boxing
before in his past life. We had a restraint on him, but that
was not sufficient because he was very strong. And there vas
a doctor and another nurse holding onto both sides of his
restraint but he was still sitting on the side of the bed,
Just about out of the bed. The patient was tearing the
restraint and I was in froat of the guy trying to get his IV,
to give him valium. Ne missed me by a little bit but not by
such. Ne said he wented to kill sand he was always trying to
rosch for me and he said he hnew emactly where te Ait =e te
Rill me. At the time I felt scared and I had feelings of
anger teo. Poelings of anger and feeliags of not being eble
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to help myself because this person vas stronger than me and he
was mistaking my care for negative care. I’'d just like to
turn my back and pretend the situation never existed - just
wvalk avay. Let some other nurse go on in there and take care
of the patient.

Nurses frequently talked about the strong emotional responses that
they encountered over issues involving responsibility. Here Marie felt
scared because her life was in danger, angry becauss he was mistaking her
intentions of care and yet she has no doubt that “"some nuree will go in
there and take care of the patient”. Such are often the bounds and bonds
of this responsibility!

Neather tells two stories now that help unravel the complex
intertwinings of this response/ability.

Heather: This one patient that comes to mind was a 32 year old
banker who was grossly overwveight and she had her stomach
insisted because she wasn't progressing anywhere in the bank
because, being so fat, they wouldn’t promote her.

failure. 8She was sxtremely large and very difficult te turn
and Just had a lot of problems. For at least three months she
was really very unstable. It was sort of a series of peaks
and valleys and it almost got to the point where she was a
non-snticy.

I’1ll pever forget, she was extubated and she was on a
remember she had slipped down in bed and she wanted to be
moved up in bed and she really wasa't very responsive. I weat
to move her up in bed and she must have held her breath and
hnocked out bher fremt tooth and we didn’t hnow if she’d
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her being really sick again. BShe started to seizure at one
point, (I can’t remember why) and ahe was dialysed. It was at
that point where she was almost a non-entity because she vas
unconacious and despite everybody’s hard efforts, she wasn’'t
getting better. I mean it wasn’t her fault but it was a very
frustrating situation. I don’t know why I called her a non-
entity. It was just the feelings that she evoked. I’'ve taken
care of lots of other patients but it just seemed like it was
a series of misfortunes that befell this poor woman.

She had a mother who used to drive me up the wall. I
mean, she was a very supportive mother! I think a little too
supportive. Her mother used to talk to her and say, when
she’'d come home, she could sit on the porch and her mom would
bring her milk shakes! I’'d think she’s here becauss you were
doing that! She did have a family but they were also the kind
that threatened to sue or inferred that they would sue if
anything went wrong. It was very hard to get close to her

It was incredible because it got to a point where nobody
really wanted to take care of her. I think because she'd been
there for so long and wasn’'t doing anything. Thea when she
started to get better, she started to get better gquickly. It

really only took her about three weeks to go from needing
people, to being able to turn herself and get out of bed. I
can remember her getting up and walking around, after we had
to fight for so many weeks to get her to do any sort of
emercise! It got to a point where we almost had to slow her
down. Then she was a really neat person; I really 1iked her
feelings. It wasa't her sise or anything, it vas that she had
sort of given up and didn’t want to do anything and I gueas
position, whe kaowe what I weuld de?
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I thought it was time to leave nursing because I would
just live for my days off. I did not want to go to work.
Once I was there, I hope I did my work well but I was not
looking forward to going to> work. Over the years I kind of
felt I was giving more and more. I don’t know if I was
becoming more selfish or if I just had less and less to give.
I was working in emergency on New Year's eve and it was
three in the morning. The ambulance had brought this lady in
who had been badly beaten up by her husband. The nivm year
old daughter had called the ambulance and come in wzehr Mor.
Ner mother was living common law with a man that wasr e
girl’s father. I mean it’s okay, but he used te BBat 2er i
a lot. The story is kind of strange. BShe had gamm *o ths bi-
mdgotdmkmdmmhadboatonhorqﬂtm e
got home and her husband had beaten her.
The Admitting Clerk who was sitting with shis asine yost
old daughter said she thought she had been dminRing ses . e
was a very nice little girl - very tough and viRy stridt wibe .
She was telling us that she and her mom were tryemp o give up
smoking and I just kind of thought, this poor hid€, whRk & life
she has! The mother was having X-rays, and I dida‘'t know wvhat
was going to happen. This girl‘'s real father lived in another
city and her grandmother lived 200 miles away. I really
couldn’t send this child home to this man because I didn’t
know if he would be beating her up. 8o we called Victim’s
Assistance and they ceme in and sat with this little girl.
Actually we had put her to bed for a while in a docter’s room.
Anyway, there was s0 damage to the mother - bruises but
no serious damege. She was very druak and wes very pissed off
at the docter because he woulén’t give her anything for pain.
Ne weuldn’'t because she wes 8o druak and he had said for her
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to come back the next day to get pain killers. 8o she stormed
around and went into the waiting room.

She had no shoes because the ambulance didn’'t bring
shoes or a jacket. We didn’t have slippers in our hospital so
I got her a couple of OR boots to put on. And the Victim’s
Assistance people had offered to drive her home. She had been
swearing that she didn’t want to go with them. I went over
and asked her what was wrong. 8he said, "Nothing!*. I said,
*Well, these ladies have offered to take you home.” "I don’t
want to go home with them". She was swearing and she didn‘t
have her boots on and I said, "I'm sorry but that's all we
have and at least they will keep your feet covered until you
get home.” 8She didn’t want them! 8o I said, "Okay, you can
sit there and rot for all I care” and walked away!

I thought, oh dear, I would never have said that a long
time ago. There were other people in the waiting room and
they were standing and staring at me. I was just fed up. WVe
had had drunks in all night and I wasn'’'t too impressed with
this lady in the first place. Not that she had been beaten up
or drunk, but it was just her whole attitude. I felt bed
because she had been very rude to thesc Victim’s Assistance
people who were there just to help her. It was the middle of
the night and they had wanted to go to bed and I had called
them.

Anyway, her daughter came over later and said they'’d
accept the ride home with these people. I weat to her and
asked her if she was going to beat up her daughter when she
got home, because the Victim’s Assistance people were a little
afraid that she was going to do something to her dewghter.
I’e mot sure whether her daughter had said something. 8She
seid she wouldn’t and we talked to the dawghter. I mean we
had no jurisdietion over her. It was the mother who hed been
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Erought in, not the daughter as a patient. But we ended up by
sending them both home.

I jJust thought that I‘ve really lost my milk of human
kindness ~ I really got fed up. I really did not care. I was
Just extremely mad at her and why, what was there to be mad at
her about? Because she was unfortunate enough to be in a
stupid situation, a poor relationship! I really relt it would
be nice to have a desk job away from pecople for a while and I
could get refreshed and go back.

It’s very nice when pecople thank you. I guess it‘s an
acknowledgement that you‘’ve been successful. That what you've
tried to do has touched them in some way. I don’t wart to
belittle people’s thank yous, but if they don’t say thank you,
it’'s alright too. I still get my salary. I guess it i3 a
frustration in not baing able to do anything that can make a
difference or has some positive effect on these m}lj.

And I wonder...

What is the difference in a sense of responsibility that has as its
boundaries the duty to care for and ths blame of failurs versus a sense of
responsibility in which an ability to respond to another is evoked?

How are the nurse and the patisnt bound to each other?

The earliest use of "bound” meant to be tied in the same bundle; to
be intimately connected. Later, aftar the fourteenth century it came to
aleo mean the setting of limits, to confine by & border. I sease that
some of the nurees frustration is not knowing for sure whather the
boundary with patieants is holding tham together or keeping them separats.

In the one situation patients are expacted to respond to tharapy (or
die). They are to be appreciative to ocur care and efforts. They are to
have the right attitude and de polite. Families are not to contribute to
the patieats illness and they are not to threaten lawsuits. Nurses are to
work hard for patieats. They are to coordinate care, call in extra
esrvices, cere for childrea, find slippers and organise rides heme and
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have unlimited patience. We sach have duties and are held reaponsible or
blamed if we don’t do what's expected. There is a neat boundary between
your role and mine and between duty and blame.

One could also read these situations in another way. The nurse
considers the woman wno had given up after a series of misfortunes and
pondars “If I were in her position who knows what I would do?" She states
matter of Jjurisdiction but the thought of “"what a life she hasi” and
wanting to "touch tham in some way that can msske a difference®. This
boundary is very personal and contextual. It acknowledges being present
to sach other in a shared humanity.
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which is given, it is sasy to ses how ona might fesl thay were giving more
and more and becoming less and less. Perhaps the alternative to this is
what Fox-Keller (1985) is referring to whan she says

that dynamic autonomy is a product at lsast as much of relatedness
as it is of delinsation ... (it) reflects a sense of self as both

differentiated from and related to others and a sense of others as

subjects...

Where such flexibility in the boundaries between self and
other can survive, the distinction betwesn sealf intsrests and

altruism begins to lose its sharpness (p. 100).

Is this one sense in which these nurses see their care as the ability to

respond to another in this way?

Anns What about people who don‘t take responsibility for
themselvea?

Marie: The wvhole focus on the future for nurses is to sacourage
people to become responsible for themselvea. Therefore as
nurses we fesl that the patieats ashould start taking

Thea it changes - that’s a wvhole nevw ball of vax and how do 1
deoal with these people -~ that is the very frustrating part for
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me. How do I go on to treat them as I would want to be
treated in such a position when I have a hard time seeing
myself as addicted?

And I know anytime we‘'ve confronted someons with that
problem it’s a big uproar! It‘’s never the parson who says,
"Yes, I do have a problem.” It’s always a real conflict and
those are the kirnd of conflicts I don’'t want to be involved in
personally. It’s a lot sasier to give them a shot of gravol
and say, "Nope your headache goes awvay!" I really don’t feel
that’s right - I really don‘t feel comfortable with that
decision but I have done it - it gets rid of the problem.

Then my thought is, but what will I do here if I don‘t
give it to them? Am I helping them out if I doa’'t give it?
Xs it addressing the real problem? No, it’s not. It’'s best
to just treat them now and hopefully they will be referred to
someone who can help them take care of the probles - help them
to see themselves.

Because you think sometimes, is now the time to treat
their addiction? Not if they are here with a heart attack.

As a nurse, I just don’'t alvays feel it’s up to me to
decide if this is the time to confront the patieat. I
wouldn’t take that on without at least having a physician’s
agreement to do it.

But the hard part is to give them the medication. I go
ahoad and give it but it’s difficult. It’'s just something
that I have to.

You feel like you are supporting their habit.

It they don’'t get it from you, they would pet it
somewhese else. I would fesl ckay giving it to them if the
problea could be addressed st the time. °I really believe you
have a prodlem and you should deal with it.” That would be
something I would be more comfortable with doing, as opposed
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to giving it and pretending the problem wasn’'t there. I don’t
like that.

Ve were never taught to confront people in nursing
school. It was always someone in authority confronted the
patient, like the doctor.

Yeah, I don’t think I would have the guts to do it.

I think individual personalities can de it. I think

it diplomatically or therapeutically or correctly without

sounding accusing or judgemental. We are not comfortable

(212322212223 222222024} ]

What do you think about telling patients things like
medication errors?

I could see it’'s a big dilesma. I‘ve had gquite a few
patients who've picked up their own medication error. *°I
didn’t have this bafore." I don’t think those patients have
lost that much confidence in the nurses but 1 can see
difficulty in telling the patient that an error has been made.

Should they be told? - yes. Are they told? - no, not
usually. I guess it depends on what their medication is and
if you are watching them to see if they’ve any adverse
effects. I gueas they should be told because they should know
everything that’s going on. It's sort of like informed
consent - they should know what all the options are and what
all the factors are. I have a philosophy where I try to aurse
poople as I'd 1ike to be aursed. If somebody gave me the
wrong medication, I feel I have the right to know.

I do teo but if somecae told me that they had givea me
double, next time they came sear me I would prebably lose my
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confidence just from one incident. It would be unjustified
but because if it was me I would really lose confidence in
them.

I was going to go on and say that, you know, it has
another side - you are there defenceless, lying in bed
Not really knowing what digoxin does, they are sort of lying
there like a time bomb waiting to go off. There is a lack of
trust that results, I don‘t know! Nost of my patients were

I remember even telling the parents that I gave a double
dose of antibiotics. That was really detrimental and their
trust level was shattered after that. If they thought the day
before their kid had got a double dose, they were really
questioning what you were doing. Rightly so, but you kind of
wonder. I think it's important they were told but law suits
have come out of it and justifiably so. And the rapport
between the staff and the parents was just the pits after
that. Care would suffer, of course. It’'s kind of a vicious
circle really. I see it as a real dilemsa. I would like to
know on the one hand but on the other hand, it’s done!

Part of me says it’s like lying to the patients when you
don’t tell them. But part of me thinks it causes a lot of
problems if you tell them.

And I wonder...

Why do we hear such agonising confusion in trying to sort out who is

responsible? for what? to whom? how should one respond? to whom? in

what context? PFor these nurses the reciprocity between responsible and
responsive take on the qualities of a hall of mirrors. Bach action and/or

attitude calls out the nsed to answer, to give a reply. The morally
acoountable response has a reciprocal pledge to be capable, reliable and
trustverthy as well as sensitive and caring.
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These interactions can be framed as an obligation if one is viewing
the world from a hierarchical and principled perspective. They will

appear as & tall to ba responsive in a more relational, egalitarian view

of human existence. Both views are found to be helpful as well as

problematic. The dilemma is compounded in that these nurses »

themselves groundasd in both traditions. Using the addiction scenario a

an example the nurse is equally uncomfortable in confronting, supporting
the habit ind/or pretending it dossn’t exist. She alsc finde it a
challenge to imagine herself as addicted, or to always be diplomatic,
therapeutic and nonjudgamental!l

In the naxt two stories Marie tells of her relationships with two
dying patients and their families. In the telling she sketches for us a
vision of the world that is humane, sacred and at times difficult to put
into wordes.

aber most are those I took

Marie: Nany of the people that I
care of for a while before they died. In paediatrics, I still
remember this little girl who had a terrible liver problem and
she was just a beautiful little thing. I used to call her
Princess although that wasn’t her name. I formed a
relationship with her and then she passed away and death i»s
alright. I find it totally acceptable. It’s part of living;
it’s part of the continuation of life. If you believe in life
after death, it’s just a transition, one state to another.

Princess was a dear child totally accepting of her
illness, without complaints, except crying sometimes if she
had pain. 8he was beautiful. Blonde hair and fine features.
Long limbs. Big tusmy but she was beautiful and you want to
take care of people like her, you want to feed them and they
By for you. They try and eat even though they doa’t waat to
sat. I thiak maybe it’s their acceptance of everything - evea
of their imminent death, although they wouldn‘’t be able to put



into words, that they will die. They're so innocent and so
helpless. Ner mom seemed resigned and wvas accepting the
situation. I don’'t recall any anger towards doctors, or
nurses for her child‘s illness. I can’t remember
conversations with her about death and dying. I was quite
discuss it very well.

I think I can get in touch with patients in a different
way nov than wvhen I was a young nurse because of my
experience. I know the course of their illness. I am able
sometimes to warn them of what might be coming. I am not
afraid to talk about death and dying if they bring it up or we
talk about their illness. It’s just sxperience. I am avare
of Kubler-Ross but I’'ve never read her book. I’'ve read some
of her articles but its mainly experience and having to go
through it time and time again.

1’11 alvays remember of this one old man. Nis wife came
in and she had end-stage cardiac disease. I had never met
this lady before because she hadn't been in our uait. The
doctors said she was a no code (meaning no resuscitation
efforts). I admitted her and called her husband to let Aim
know her state. Ne said that he couldn’t ceme in and I
thought, "Oh gee, she'’s dying. Why can’t he come inil"

I sat with bher during the night. 8She was in congestive
heart failure, she was fighting to breathe - 90 she didn‘t
talk very such at all. Whea I ashed her if she waanted to see
a paster er priest, she just shoek her head. It’s Just that .
I know she wvas all by herself. I felt she was geing threuph
the tremsition of this life, dying. I dida’t know what her
belief system was either. That's why I ashed her if e
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calm through it all, seemed quite peaceful. I touched her and
held her hand. When it was quiet, I also was praying beaside
her the best that I could, to make this easier for her. I
think it was more of a spiritual companionship than physical
one, but the physical was there.

I sat beside her through the night so that she wouldn’t
be alone. In the morning around 7:00 o’clock, I noticed a man
sitting out in the wvaiting room. I asked him who he was, and
he said his name and it was her husband. Ne had come in by
taxi and I knev wvhen I saw him why he couldn’'t come in during
the middle of the night. HNe was bent over. HNe vas old end
had these thick glasses that accentuate his eyes - you really,
really sav his eyes.

I brought him in and his wife had just passed avay a
lictle while before that. I explained that she was very
peaceful wvhen she passed away. I remember holding oato his
arm. I took him to the room. I stayed with him for a while
but I felt he needed to be alone so I left while he atayed
with his wife. There werea’t a lot of words said. Ne hissed
her on the forehead and thea he sat down beside her all beat
over, holding her hand. HNe wasn’'t crying but he looked
deofoated somehow. I think they may have dealt with the idea
of death. I had the feeling that they knew that their time

S0 he sat with her for a while holding her hand, side by
side. Thea he got up and come out and said *What do I do
before, but I started erying. I ceuldn’t even apeak te the
guy. Semeene else teek over and she started coryiag tee and,
upeet me a let. Naybe it was his asceptance ef her death but



101

I think also it was his helplessness. I just wanted to hug
him and take care of him. Because his eyes wvers »0
sccentuated with the glasses, you could see the pain in them
8o much. 8Some patients seem helpless somehow, and they seem
like children. They seem innocent; they’re not hard.

Ann: You said that the second nurse vho then came to help you
explain also felt very touched with this situation and cried.
Were you surprised at that?

Marie:s I suppose e little bit. Naybe she irl- reacting to me or
maybe she was reacting to that patient. We didn’t talk about
it afterwards, so I really don’t know how she felt. Although
it vasn’t a verbsl communication, I did feel that I vasa’t the
only one feeling that this was important.

And I wonder...

What was the shared experience that eluded language but recognised
the important poignancy of this situation? What is it liks to resonate in
the pain of our human condition that touches that part of us that is
innocent, helpless and scoepting as we stand dwarfed in the presence of
the imeffably profound? 1ls it here that we are called to be not only a
physical sojourner but a spiritual companion?

The next pages tell how difficult it is to stay present in this way
with others during thees transitions when the nurse is slso being susmons .
to live in world obeessed with “"cure” and driven by secular techmology.
Naries I would like the patieat to be able to die with digaity.

I dona’t like to be empected to do something that is tetally
mmexlulhrmgigh&ﬂ:jn;ﬁlﬁ-m
1ife when I know in the end, it wea't help! There sheuld be
amumdﬂnmm-anjﬁ:ulnm
to be and it’s maturel. Whereas se many times here becsuse
this is a reccareh heapital, they do mere hereic thiage. I‘'ve
aeticed that mere and it is actually wpsetting inside, in my
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and we are stil]l going at it, half an hour apart, and he’s
arrested twice before, a few weaks before, it's just a dead
end. I think it's just the gung ho attitude, the doctors find
it more difficult to accept what might be the end.

Partly, it has a lot to do with ' residents. They
will order things to do as a last di: co see iIf it
works. I think they mean well, they war Jive the patisnt
the last chance. But for most of us nurses, and I think for
some of the doctors too, we know how desperatsly they are
clutching at this last strav.

1121222332223 23 22212232 1]

Vell, sometimes I’'ve done CPR on what I’'ve considered a
dead body and it’s sort of seemed like an insult to the dead
body. You're taking away any dignity. They managed to die
guite peacefully without us and we are coming and jumping on
their chest and blowing into them. Sometimes I think it seems
like a waste of time, too. You know it‘’s like the perason you
are talking about who’'d arrested three times in one night and
twice before. It’s sort of useless to them. It’s always
practice for us but it’'s useless to them.

I mean, if you want to try and get something positive,
you can say at least we’ve had practice doing CPR. If you've
never done chest compressions on a real person before, it’'ll
give you an idea eof how it feels.

Do you have any conflicts around resuscitsation? Is
there & turmoil around that for you?

Sometimes here there is. Yeah, I feel “why do this?r*
feeling that mo matter what we do, if it’s time fer the
patient to go, it will be Ais time so therefere ne metter what
at it. Beo therefore, I tead to follew their orders rether
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than create a scene. I guess the other day with this
particular patient, there was a scene. I wasn’'t on that aight
but this nurse was yelling - kind of lost it & bit and was
yolling at this doctor, °"Why are you doing this?* *What
purpose is this?* Ne got very upset with her and they had a
mejc- blow up and he won. He won, and she left the room
crying. 8he felt she was being an advocate for the patient,
the patient wouldn’t want to die like this. Ne felt that the
patient could live, if they could get his heart going and his
kidneys fimed up. Nis creatinine was 700 and his potassium
vas 7. Ne felt that if they could overcome this crisis that
heo could be viable, that he could be salvaged. No matter what
they did, they couldn’t get him to stop coding. But there
wore bad feelings that came out of it in terms of tAis
particular nurse and the doctor. I think it might coantinue on
in their working relationships, which is too bad. Ry ides in
that sicuation is jJust to do what he wanted us to do and know
that the patient would probably aot survive. In the ead,
medical science couldn’t win there.

Do you ever feel positive or good about resuscitative
procedures?

There wvas one experience where a patient was going for
surgery that moraing and low and behold if he didn’t go iate
a veantricular tachycardia and lose oconsciousness. I did
dofibrillate him and he came beck. Ob, it vas wonderful! I
Just about hugged Aim! Ne said, °What Mappened?® I was so
Mappy to tell him that his heart had stopped for a little bt
but wo got it Deck and “You arxe geing te be ekay.’

I hnov that ho had a good life ahead of him and that
this was worth it. It wasn’t end stege for Aim. Ne weuld go
for Ais surgecy, bave Ais ceresmary artery by-pass surgery and
oeme out of it ehay beceuse Ais heart wes in geeod cenditien.
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And I wonder...

How shall we perceive death? The idea of coming to terms collides
with desperate last strav attempts. Insulting the body is incompatible
with passing in dignity. Are the terms of salvageability and advocacy in
the same language? It seems that they are, if the patient comes out okay;
it not, it is a no win conflict.

These nurses are not against the technological blessings that modern
western medicine has to bestow. However what seems to be paramount is
that the world be balanced; the sacred with the secular, the humane with
the technological, and the tangible with the ineffable.

Heather: I think as the years have gone on, I’'ve become more
comfortable touching pecple. You sort of get a feeling from
them when it’s okay to touch them. When you first put your
hand on their shoulder, if they seem to tense up or pull away
a little bit or don’t seem to give under it, then you just
don’t pursue it any more.

X chink I'm jJust trying to communicate & sense of
sympathy or empathy. Depending on what the situation is, that
they are not alone, that there’s somebody there and I thiak it
sort of opens the path. If you just touch somebody, it sort
of opens channels if they want to talk to you. You are open
to talking to them about things - you are just there for them
because sometimes that’s all you can do.

Marie: I bave the seanse too whea I touch if they accept it.
Osually it’'s a body moveasat of some kind. I'll touch them on
the upper arm as I say something and thea I°'ll drev away. %o
me it lets them know scmehov that we are ia it tegether tee.
That I'e a porson 1ike they are. I am sot sick right sow but
Z can understand what it is that they might be geing threugh.

If a precedure is being deme te & patieat thet is
painful, I tend to hold their hand. Neay times they will
sgueese my head beceuse it is painful er they’ze a little bt
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scared. Usually I'll give a hug to a family member and not to
the patient and often it's after a patient has died.

Recently I remember this woman came from up north, she
was on a transplant list. HNer daughter had come up with her.
Her father wasn’t there yet and I remembered her mother died
very suddenly, about 12 minutes into my shift. The daughter
was totally unprepared for this. She was violently ill
several times, crying, choking and I remember hugging her,
trying to get her to be alright. And this young girl sat with
her mom until her dad arrived about two and a half hours
later. She didn’'t want to leave her body. And so I stayed
with her as long as I could. I would take care of my patients
and would come back in and check on her but I think staying
wvith her mom helped her to deal with it in the end.

Touching is very powerful, but not everyone likes that

either so I guess you have to read it and see. I
really positive experience I had had with the family. This
man came into emergency. HNe‘'d had lung cancer for a number of
yoars. MNe became really ill very very quichly. Ne had a
cardiac arrest at home. Ne came intc ssergency and we decided
not to do anything. I stayed with the family and we got close
really quickly. They just stood close to me. They asked me
a lot of gquestions. I was part of what they were experiencing
so I felt like I could touch them. Like it felt okay to and
when I did touch Ebﬂ, it was okay for me to do that for them.
You know, I could hug them or whatever but, with other people,
I don’t know, you have to see.

But I kmow for myself, if I am in a situatios which is
don’t vant anybody to touch me. I am fise uatil somebody does
and then I’'m crying.
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X think asking people what thsy need is important, and

it seems s0 simple. If somebody’s coming in and sitting with

& very 111 family meaber or somebody who has died, I always

ask them, do they want me to stay? Do they want me to call a
friend or the pastor or whoever?

Sves I think that’'s excellent because I think nurses have
really good intuition about that. I experienced that when my
grandmother was in the hospital, the times that the nurses
came in and out were really appropriate. They would stay for
& while and I knew they had other things to do. There wasn’'t
a lot they could do. They just really handled her death very
well, very compassionately too. It waan’'t just, "Oh, another
death, how sadi*

And I wonder...

How do we know what really matters in life?
The nurses’ accounts tell of what it is like to be embadded in the

existential struggles of life and death. ror tham, this is a very
visceral organic world of mind and body. Comfortable acceptance tester

totters with innocent helplessness. Nemories of particular loss hauat you
atter particular closeness. Touching opens channels; to be there, for
crying, not to be alons, for talking and to acknowledge as psrson. These
channels open a way to understanding; we can only learn this way of being
with others through life sxperisnces.

It seems the nurses would agrew with Maurice Barsan‘s (1989) central

tenant in his book Coming to Our Senses.
We have inherited a civilization in which the things that really
matter ia human life exist at the margin of our culture. What
mstters? ... Coming to our mmnﬁtntnuméﬁiiﬁ
for all. 3t alsc msans ng embodied. And the two ultimately
amount to the _ﬂuq as).

Balationshi {Sh Nuraise Collescues
Ne_have come to wosdac

satisfaction? What is at the root of the pain and anguish wa so oftea
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experience in interactions with colleagues? How are these patterns
perpetuated? What are the implications in that most nurses are women?

How might we imagine that any of these relationshipe might be different?
The following conversations will focus on how we experience our
each year! It will become clear that for better and/or worse thase
intense interactions form the context of a nurse‘’s profassional life.
The first three sections will explore problematic areas of
conformity, rivalry and insecurity. Tha next two will talk about
experiences that describe a sense of mutual support and kinship. The

in these nurses images of their lives together.
Ihe viclence of conformity
Marie: A lot of people didn’t like this particular person who
works in our unit on a casual Sasis. They were always teasing
her but this particular night, they took her in the staff room
and tied her up and gagged her. It took a long time before a
patient heard her call out for help and I'm not guite sure how
she got untied. Somehow she did get free but she refused to
work with that group of nurses again. The group did not see
how malignant what they had done was until after the fact when
they sav the damage they had done to her. WNow a lot of them
apologised to her but they were a bit surprised at her
reosction. It amases me that they were surprised about it. I
did not see it happening. £he came to my group when we came
on the day shift. I heard it from bher side and I did hear one
girl apologise to her "I’'m sorry, I didn’t kmow we upset you
80 much®.
Well I had heard comments from pecple on how they had &
difficult time coping with this girl. &She was talkative. She
with what they said and she would just say what wes oa her
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mind. She had a different type of personality also. She’s an
unmarried lady. I see her as being an eccentric person. BShe
spends no money and is very, very frugal. Her clothes are
second hand and they are worn until they are breaking apart.
She’s a really smart person, incredibly smart. She didn't fit
the norm in the way the rest of us do.

I think it was her personality. I don‘t think it had
anything to do with nursing. She had a loud voice. Sometimes
her voice would carry into the rooms and she might be saying
something about a patient that maybe the patient could hear.
By the same token, I think she gave pretty good nursing care
because she had a very good knowledge base and knew all of her
technical skills very well and knew what the patient needed.

I've often thought about why they did that. I think
maybe it started to be a joke that was carried too far and
there was a little bit of anger involved in it. That’s why it
vent on as far as it did and why they weren’t aware of her
responses to what they were doing. They just didn’t want her
around.

It really is dreadful. Naybe it’s extreme in one sense
but maybe it'’'s symbolic of things that happen more fregquently
that are not that dramatic but similar. They tied her up and
they shut her up and they got her out of their way. (voices
over in agreement) We do it in other ways by just ignoring
these pecple. By not talking to people you don’t like.

It’s pert of what goes on, yesh. If I was working next
to someone I really liked, thea it would be a wonderful shift)
but if I was working mext to scmecne where there was teasiea,
Z mean, you could feel that! Definitely, there is anger if
semeone isn’t respectful of other people and has their own wvay
of deing things. That would be ene way of handling it, ignere
them and talk to them when I have to. If it has te do with
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patient care or if I am on their coffee break, I'd be cordial
but definitely that’s how I would handle those situations. I
would only reach out so many times and then I would just go
about my business. There would be no win in it for me to keep
reaching out if they didn’t want to be friends with me.

After their initial shock, the nurses make sense of this "dreadful”
story of horisontal violence by telling how it is symbolic of what often
occurs in less dramatic ways. WNurses have a difficult time coping with a
colleague who has a different personality, had their own way of doing
things or strong opinions that don’t fit the norm. They shut her up and
they got her out of their way.

How can we understand such anger and such aggressive beshavior? This
nurse’s sins included: having strong opinions, didn’t always agrees with
other nurses, would just say what was on her mind, was an unmarried lady,
eccentric, and very frugal wearing second hand worn clothes. Sha is
incredibly smart, gives good nursing care and knew what patients nesdad.

The literature of oppressed group behavior comes to mind when I hear
these stories. Possibly these nurses are unable to revolt agsinst (or
maybe even name) oppreseive systems that effect their lives as wvomen and
as nurees. Frustration and aggression are vented through conflict within
the group. It ie interesting that this victim’s transgressions were
decidedly unfeminine characteristics ~ she was not conforming to the
normative rules.

Boutality of One-up-san-ship
Janets When I was new to this particular unit, I foumd it was

veory hard to break the ice with a lot of people. They bave
thoir owa licttle group and their own little cligues and as a
Rew-comer, you werea’t really welcomed with open arms. You
had to pay your dues and cravl up the ladder before you were
totally accepted. I found there were certain individuals that
vere guite assertive, more than I was accustomed to.
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Just little things, like when you suction, you always
suction with two people and so when I would call upon this
certain individual, she would say, well, "bDon’t you have
everything ready yet!" *Well we usually do this, this, this
before we suctionl!® ‘“Have you done it?" It’'s like a constant
checking and yet because you are new, you are still
scrambling, trying to find things, trying to fit into the
routine. I always felt I was three steps bahind everyone else
and they would make little comments like, "When are you going
to get your act together®! And it's like, *I didn’t hknow my
act vas missing!”
One sxample, vas my first night and I was buddied with
a very hyper nurse and the patient arrested three times and
wvas sent back to the OR for bleeding. On the third code, I
remssmber just being so stunned. There was just too msuch
stimuli coming at me at once, I couldn’t remember where to
find things. I stood there like a bump on a log thinking,
"Now can I unglue my legs so that I can sither get out of the
way or go and get something?" But I was too scared to unglue
in case someone expected me tu respond to something. I
remember scmeone shoving the code sheet in froant of me, saying
that I could be the recorder and thinking this is unfamiliar
too. So I remsmber grabbing a piece of paper towel and
starting to write things down and thinking, "Oh my god, what
am I doing here! HNave I made the wroag choicer® Naybe there
was jJust too much! After the patieat had gome to the OR, I
resember the resident. Ne was gquite an arrogant fellov from
what I'd heard, say, "Vell, who is she and vhat is she deing
here!* I just thought, "Oh my God, what a moroa I ami*
I was like in a state of sheck. I heard it frem o
distence and it never really pesetrated uatil after the whele
shife hed gone by. I always thought that was 80 inepprepriate
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to make me feel belittled. At work, I tried to maintain sort
of this outer person so no one would really know how afraid or
how frightened I was of a situation and then once I was beyond
those doors of the hospital and in my car driving home, the
tears would just roll down my face. I didn‘t sleep regularly
or soundly for months while I was in that dilemma period. I
really didn’t feel close snough to any of my co-workers to let
them know. I felt totally embarrassed. I was just
person was always around. I felt uncomfortable for about four
or five months. By the time I got to the sixth month, it was
1ike a breaking point.
Janet tells a story that was retold by many nurses, referring to
different times and a variety of settings. MNost nurses have besn put

of wondering if they should continue their work in nursing.

T™he nurses speak of a parnicious insscurity that fesds on the least
experienced and often most vulnerable sambars. Is it the infamous "low
self esteen” that is often ascribed to individuals who are in the nursing
profession? Do some nurses strive to be slightly higher on the pecking
order by practicing a brutal ons-up-man-ship? If ons lives by a personal
orientation whoese goal is a perfection in doing things beyond reproach, it
would follow that another’s feelings are less important than the

faultlessness of their performance.
Rxetecting tarritory
Woella:s When I’m donignated as team leader I don’'t want the

other aurses to think that I am their boss. I want them to
think of me as a tesam Bate. I ocertainly dea’t hknow
overything. I’ve oaly beea thare three years and besides they
might know something about their patieat that I dom’t Akmow.
Well, ectually ia this one aitwation that came wp, this
patient’s NAP (bleod pressure) was 110 whea I first weat iate
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the room. The nurses were changing drips (IV medications) and
this lady was very dependent on her drips and her blood
pressure dropped. But the nurse vas kind of in behind this
bank of pumps and couldn’t see the monitor and the pressure
vas like 47-+45+41 and I stepped in and 1 increased the
dopamine wide open until we got the blood pressure back. When
we got a blood pressure, I turned it back to normal and I left
heor with a NAP of 74 and I said, "This is what I‘ve done, you
come in now and finish up,” and I felt I was doing the right
thing. About 10 minutes later, I heard this all the way down

her morphine, now, because the blood pressure is so highi* It
was very difficult to talk with that nurse after that. I went
back and said to her, "Is there a problem? Let’'s talk about
it.” BShe was very upset and told me that I was a young nurse,
my nose ini That she had heard lots of complaints from other
people about me butting in when I was in charge. It really
floored me because I’'ve never had anybody tell me that I was
always digging into their stuffi! I just felt that I was in
charge. It was my duty whea the blood pressure dropped to
below a life sustaining level that I should maybe step in
becausse she vasn’t there. There was a lot of confusion going

And in other words, you felt you were being scapegoated
bocause you were interfering with her patient.

Oh definitely. Definitely: I was stepping out of
bounds.

Bo you have any iaterpretatioa of that?

Yeah, I do. I bave guite large one but it’s mot &
bitter thing. I always feel like I put myself in her shees

and I think at the time, hor sether was ssversly il) aand she



113

was concerned about whether she vas going to live or die. 8he
doesn’t have a lot of patience. I find for myself that
reising three kids gives me a tremendous amount of patience
and different ways of looking at things. 8he’s very focused
on only one thing and this is the way she sees things and
there’s no changing. B8he can’t adapt; she can’t change. She
sees herself basically as a super nurse who does not need any
help. I think that is very dangerous so I just look at all
those things and I’'ve tried to open communications with her
again. I talk te her about general things now and don’t deal
with her patients. 1Ia fact, something happened shortly after
that. 8She was helping receive another patient from the OR.
Ner patient was in the bed next to mine. I just weat up and
said, °Can I help?” Then, over her shoulder, she said, "You
can do the vital signs on my patient.” 8o I went over and the
NAP was very low. It was like $2 and I thought I’'m not
changing a thing! I Jjust celled over and I said, "Your blood
pressure is 52! Do you went me to do anything?" She leehed
around and said, "Well I’'m busy here. Can’t you fim Lt?° It
wvas like, well I've got permission now to do it and that
seemed to be okay. 8She kind of opened up a little bit after
that but atill there’'s s large barrier between us. I could be
sitting there in front of her and she will look at the light
swvitoh instead. It’s like she deesn’'t want to talk te me and
then at other times, she surprises me because she will say
something very persessl.

Z find too that ICU nurses are se pretective, l1ihe this
s their pstient and they are very territesrial. I find that
oven cening out in myself sometimes and I Rind of step bask
and think, "Oh my God, what am I doing?*

2e this rivelry another response to the iasssurity wo enscustered ia

the last sectien? This may be & version played ocut by mere scasensd
auress. These is & safety ia preotectiang your tecritecy and prejesting an
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image of a super nurese who doeen’'t nesd any help. If the system rewards
by an appreciation of how well one does then it makes sense not to let
others ‘stick their nose in your stuff’l

Noslls has an interesting response. She turns her foous from the
activities and considers the personal context of the individual and ‘tries
to open communications with her again’. She measures the degres of
“openness or barrier” between them by the guality of their personal

The next narratives tell what the experience is like when the
barriers are down.
) N pp—r

Nancy! You see, my experience is totally different. Nine is
that we were a team and I might have been the nurse taking
care of that patieat but that it was everybody’s patient. If
your patient was relatively stable or if your patieat was
transferred out, you automatically weat in and started halping
with somebody else’s care. If you notice semething absut
their patient, you would say, "Oh, did you see that?” and in
nemmmmmmﬂnnﬂmmm,
it weuld be assumed that you would go in and take care of it.
In fact, the ridicule would come from not doing it rether thaa
for doing it.

Sus1 ¥e Mad this little bey Tommy for meaths and moaths.
Sverybedy loved him. Ne was a beautiful little baby and just
i:ﬂlm.ﬂyiﬂhmih:dml surgery and vas
mllyhv&qtﬂcnﬂhmrmum“ﬂ
aleng. One aight, he just weat bredy (e slew heart rete) and
Se hod me suitable veins left te start aa IV. Yo were just
Merrified. We didn’t Anew whet we’'d do beveuse all of we felt
a grest attachment teo this ehild. rinelly, a very seales
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gave him some Atropine and he eventually stabilised. But I
Just remember how I felt when that vas going on and how very
such I relied on ether peeple. I was just so relieved that
there was one of us that had that skill to do it. It just
folt so wonderful and you know, every time I see that woman,
I just think, "You saved his lifei”

Nancy also understands there is an expected conformity in certain
pehaviors but in this case "the ridicule would come from not doing it..."
One assumes that in & team, &8 mutual respectfulness is the ideal. Sue
fesls wonderful every time she sees her colleague because she can rely on
her - "that one of us can do it!" There is a eense of security in
belonging in & larger matrix. What is important is ‘being there’,
embedded in life - in an organic community.

Zha_inbaxitancs
Nancy: 2 worked vith a group of aurses that were very elese, to

the point, whea things weat bed, you could say things to yeur
cellosgues. I cen remember ome Christmas moraing, I hed beea
on Christmas Bve and it had been, °ICU from hell aighti® The
day staff came oa, bright and cheery, and said, “Nerry
Christmes!® and I said, “Yeah Nerry fucking Christmas!® and
whon I got home, felt bed. I thought, °"It’s Christmes dey,
you greoted them like that!® I weat back that aight at seves
and they said, “You were right!* But we could talk to eech
othor and you know that if it was a bed night you ocould sey,
*2 can’t tahe this eny mere. I’ve got te get out of the mait
for a while® and we'd £ind & way.

2 shink & lot of it had te do vith the relatisnship
Detwoen cash other. Like afser aights, if we went out, the
whele ¢0am would go eut for breakfast. I can remsmber one
sime, I vas off but I phened in en aights and they seid, °Oh,
¥o aro going %o meet at oo and 50°s Aeuse temsszov for
breakfast. Why den’t you got up and jJoin we?® 8o I went and
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I think at five o’clock when her husband came home, we were
otill there drinking wine. (Laughter) I mean, these were
poople I worked with but we knew each other very well and I
think that has gquite & bit to do with it.

Another part of being a little gentler with people was
Just kind of a staff "awvareness®. I remembered things like
when we were short staffed and had to bring relief nurses in,
we sat down and thought, "Okay, which patients are going to be
least threateaing for them?" We had a realisation that this
i8 a very foreign, a very intimidating environment and so for
relief people to be thrown in there without any training had
to have been overwvhelming. Therefore, we'd say, "Vhich ones
can they take care of vith the least help from us?” because
also we were understeffed and that's when you don’t have the
time to give the help. As a result, we ended up having pecple
who didn’t mind coming to our unit because they Akaew an
attempt would be mede to take care of them.

I think that it goes back to how you were brought iato
the uait. It’s jJust like the studeat nurses. You hsve some
floors that treat student surses badly and oftea these are the
aurses who a8 studeat aurses got treated bedly. They never
made a conscieus decisioa whea they were being treated bedly
¢o say, "I will mever treat a studeant like that.” Yeu otill
have student aurses saying that on some units they are treated
1ihe dizrt and I think it’s a learned process.

Naney telle that when the auress hknov each other very well they eaa
ask for, ¢give and receive the suppect nceded for diffieult times. This
was ast oaly offered to the team but to strangers whe eams in teo do velief
week.

She ¢oss on te sugpest a larger paralliel. We leara te nurture and
zespest others by baing cered for and that there is & denger that ualese
wo mahe & conosious effert te do othecwise, we will trest othere 1ike dirt
if wo wvere tzeated badly.
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These narratives of relationships with our colleagues tell of what
it is like to be sisters. The important question seems to be: what do we

rivalry as lesser children of a patriarchal, task-oriented system or is it
a sense of kinship and support from a community with more husane
relational values?

Nowever it is wmore complex than that, there are some powerful

complained that the nurses were unfair to him. People were
cemplaining about Aim and he thought it was jJust because he
was & mele. I like to thiak that they were ceritical ef Aim
bocause he wasa’'t very good - he was a very good techaical
nurse but he dida’t do the caring things with the patieats.
No’d leave the patieat’s unit in a mess for the nent surse who
pationts encugh or giving them geed encugh meuth eare or just
Sues Wo had one male nurse for & while out of 100 wemen and
he was the aext time - that Rhind of persen and he dida’t get
aleng that well in the wait. I persenally sever werked with
Adm in my retatien but I secialised with him a bit. The
baby to bod vith a wot diaper vhereas mest of us just didn’t
do that. Ve alvays put them to bod neat, dry and cemfertable.
Ne Just didn’t shink so do stuff like that. Partly be was ia

ho’s hosze. I weader why he’'d want te werk ia asenstal
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intensive carer” They would really question why he was there
and they thought it wvas very odd.

Heather: *Nale’s aren’t nurturing.”

Suat Ne was a very normal guy, like he wasn’'t gay. Ne was
not twisted or anything; he was a pretty decent human being
actually = probably liked babies! I think for him a lot was

interested in that and that’s vhere he started. Ne didn‘t

the challenge of it - neonatal intensive care! I think he was

stay long. Ne moved on to another intensive care, probably

Heather: I always got the impression that the males that I‘ve
worked with were there to do the best job they could but I
always got the feeling that it was a stepping stone to go
somevhere else. That they werea’t going to stay there for a
long time. I think that aurses teand to be very giving and
very murturing and want to do everything for their patieats
and I doa’'t think men are like that. I mean, just my
experience vwith mea in life - like putting the baby to bed
with a wvot diaper - it was not such a horreadous thing that he
did. Ne just probably just never thought about it.

Sue: Ne, he never evea thought about it but if you work ia
the necnatal inteansive care, that’s one thing you den’t de -
you don’t put your baby to bed wet!

Maries I haven'’t worked with a lot of mea but I do feel that
they are met as atteative to detail as wvomen. I mean the
dotails that add a lot to the cemfort of the patieats end odd
s lot to the cemfert of the ether aurses that you werk vith.
It’s met as impertant te them. They just dea’t see it. I
doa’t want te say it’s a dafect. It’s just that they have &
is a seience - wswally eeld hard fasts. Intuitien is ealy e
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woman's intuition and I think male nurses can have that same
intuition when they reach a certain level but I’'ve never seen
one who stayed in one place long enough to do it!

Marie: And I think that they are more goal orientated and these
places are a stepping stone to something higher where they can
make & bit more money and where they can have more control in
the administretion. I think it would be hard to werk wvith a
group of women. You might have & wife and you can have
control of her but working with a group of women you have less
control. Nen are stronger mentally and they certainly doa’t
have to conform; that’'s the male mentality.

Heather: I've vorked with males and I’'ve beea a team leader or
the charge nurse and you can feel this. I try to be very
diplomatic, with everybody. I like to suggest that perhaps it
would be a very good idea if they did this or that. I moan I
can feel the sease of resentment, which is probably fairly
natural. Not right, but fairly natural because generally they
are the ones who are ia coatrol of as you say vith their wives

Sue: But there’s that confidence. I like that coanfidence in
s collesgue 8o I do like working with men.

This ocoaversation indicates that thess nurees have Some very
Nale traite include: not giving im a teander loving way, not sttending to
details that provide ocomfort for others, not intuitive, not being
it is mot a defect ~ simply differeat values. The males are saturally:
these aossunts as naive stecestypical cliches it may be well to ask how do
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I remember this one male nurse. People didn’'t like
working with him but that socially we got on. The general
consensus of all the nurses was that he didn’t pull his weight
in terms of helping other pecple. If you asked, he would come
and help but you always had to ask him all the time. Ve turn
our patients every two hours. I went over and helped other
nurses and they came over and helped me. It was very much a
helping back and forth. If somebody had had a particular busy
shift, then you went and emptied all their bottles and cleaned
cleaning up stuff. Ne didn't do this sort of thing and he

Agein it’'s the informal rules. That's the way we do it!
I was just thinking about how we are socialised. I perceive
that men, when they have a problem with each other in a
business place, go up and say, "Please have your room cleaned
pext time!® VWhereas a woman would probably say at coffee
break, "This place was a mess. I guess I caa cleaa it up but
I just wish she’'d put her coffee cup in the dishvasher®. I
wonder why it’s so differeat.

I wonder if part of it is you don’t want to hurt their
feelings. I mean, it’s bard to confront somebody; you're
afraid you are going to hurt their feelings. You are sort of
msking yourself opea - sort of a vulnmerable thing.
and say, "Yeah, you do this!® Alsc I am wondering if it’s an
suppesed te put up vith ether peeple’s foibles. First of all,
you werry, "Am I treeding oa their persesality?r* We raise
ohildren like that. Ve dea’t want te flew their persenslity
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or make it too traumetic as they grow up. You don’t want to
step on them, or hurt them or damage their personality. The
other thing that we were taught is you take it and you fix it.
2°11 just go ahead and fin it myself but I think if you are
going to do that, you have to be willing not to complain about
it. Pick up after everybody but if you want to complain about
it, thea you should learn to confroat the pecple that have
done that to you.

Marie: I find sometimes men are less tolerant of each other.
They are not willing to put up with others, so they’'ll
coafront a person, ... maybe that’'s how big wars have
started! (laughter) Women don’t like wars and coafrontations.
Because they have children, they have a differeat perspective.
If women were inm political power, I wonder if we would talk
more but we would also have to stop backbiting. I‘ve seesn
that wvomen do that coasisteatly.

relate to others they conclude it has to do with the informal, possibly

unoonecious rules we live by. There is a difference in how we are taught

to respond: men confront others, women do not. This avoidance of

confrontation has to do with vulnerability both because we don’t want to

hurt others (like children) and aleo because of fear of retaliation. Aleso

there is an expectation that womea will just “"take it “amd "fix it*. 1In

the ond Narie ponders whether the price we pay is trading aggressive

bohaviors for paseive/sggressive ones.

2ennanees _to Bels habaviocs

Nauresas I¢t’s interesting watching male nurses, isa’t it We
have one in cur unit and wvhea the doctors come oa reunds, he'’s
1ike their buddy. Ve Just sit bosk and we just weteh Aim.
It’s a very diffesrent zelationship he hes with the desters
than wo do.

Neslla: Well, eovea our exderly has a mwch clessr relatienshipy
vith our dosters. MNeinly beveuse they are beth the samw.
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They are both Puerto Rican but you get those two together and
they talk about women, about patients, about everything. I
wish I had that rapport with this doctor that I could be »o
casual. They get into their own language and you just think,
*It’s the ’‘male bonding thing’ but it is very interesting.”
to receive orders from women. It’s like, you are almost
telling him what te do if you suggest anything and he becomes
very abrupt and you wonder whether it‘’s burnout or what.

Bob, a nurse in our unit, is really a very humorous
person so he does a lot of joking around and stuff. But
there’re things that he will ask the doctors for, and, they
say, "Oh yeah, yeoah, no problemi!® But the day before, one of
us had asked him and "No, no, we’ll just wait on thati* Ne
Just seems to have a good old boy relationship and they’ll do
whatever he supggests, you know. It’s guite funny. We ait and
laugh about it but there :ﬂ times that it is frustratisg.

Nurses probably view a male nurse as kind of like an
equal or not evea as good because they are male and they don'’t
patients view them as doctors and doctors view them as an
would sic around and didn’t clean up after themeslves because
ia their country, nurses just do all that.

Tou, or nurses whe didn‘t stand up vhen they welhed inte

the roem and dida‘’t address them as br. se and se. Ve salled

They used te pet tahea back guite a while.

and even fuany vhen "male hending” leads to a privileged ragpect thet oo

It is frustrating ast to be
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heard, not respected as competent or expected to clean up after males
because they are men. The nurses speak of resistance that they engaged in
*training” against expectations of a privileged status.

What are some of the qualities experienced in staff nurse/manager

interactions? How do we make sense of the difficulties in these

can we imagine this being otherwise?

The symbolic structure of the nuclear family often stands out in
these nurses stories of their hopes, expectations and disappointments
related to their head nurees and supervisors. It is interesting that all
narratives were about first line managers - at least in these nurees
sccounts there is & void above that level.

The image of head nurse as "mother” takes on an almost hyperreality
which is & quest for an artificial reality that surpasees the
*"sverydayness” of our experience and give us a version that is "bigger and
better than life". Borgmann (1992) deecribes three characteristic
features of hyperreality: first, a brilliance that entirely engages the
senses; second, a richness, or encyclopedic completensss) and third, a
pliability entirely subject to ones desire and manipulation. “The telos
of hyperreal logic would ba a parfectly glamorous simulator® (p. 88). In
this example the perfect image of mother is totally in tune to cur senses,
every nesd. °“This (new reality) coaforms more fully to the ...promise of
liberstion from the recalcitrance of things, the oonfusion of
cirounstaness, and the foibles of hunan bainge” (Borgmann, 1992, p. 83).
Poseibly, it is that our need is such wo pretend too mmch. It is
ble that we wish to imagine curselves ia a situaties liberated
fren asbandosmsnt, betrayal and b ) The fellewing narretives

:ﬁmmﬁm.-ﬂrmxymnmnm.
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Noslla:

There was an episode with this physician’s assistant.
Ne'd besn there for years and he usually was very supportive.
Ne was notorious about making an avful mess wvhen he pulls out
cheat tubes, like they just whoosh and there’'s blood
everywhers. Neo doesn’t like to wait so you can give the
patient a little bit of analgesic, 80 the nurses tried to get
him to be a little bit more patient. But this one particular
day, the patient had the analgesic and he was getting all
ready to get in there and the nurse, who's guite sasy going
and funny and competent, said, "Just vait, I‘ll put some blue
pads down because the bed wvas just freshly made.” Ne's going,
“"Oh, you don’t have to do that” and she’'s going, "Yes, yes."
And she stood in front of him between the patient and him and
wvas going to put the blue pad on the bad. Ne just sxploded,
he just atarted yelling, "Get her out of here! Oet her out of
here! She'’'s incompetenti® Then he just threw down his stuff
and said, “Let me talk to our unit supervisor. @et her in
here right now!” It was just like, God what happened to himi
Nas he flipped out? It was reported to the head nurse right
away that the nurse had really acted out of lime. It just
floored me because instead of the head nurse going to Aim
immediately which I thought she should have done, she said,
*We’ll give him a weak or two to calm down, thea I°'ll talk to
Aim.* Thea the nurse was ashed to apologise to him. It was
sutomatically her fault, you know, without having guestiened
it or anything. It was bPlamed en “the surse” and there was ne

again in eur unit. It‘s never the docters er anybedy else‘’s
fault. It’s always the murse. VWhether ysu are right or
wvreng. There’s mst a let of suppert.
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Janet: Ve had a situation where medical rounds were alwvays
atarted at six a.m. and about a month ago, these rounds were
beginning to start at 6130, gquarter to seven. We were caught
in the midst of trying to give a report to the physicians and
give reports to our co-worker at shift change. Ve were trying
to accommodate people, finish our charting. BEverybody was
being dragged way behind. When we had our unit meetings, I
discussed this with our supervisor and she said, "All you have
to do is be more assertive." I said, "So if I tell the
doctors that, at six-thirty, 1’'m not going to be able teo
accommodate the report.” I hand them my flow sheet and say,
*You read it, I don’t have time”, are you going to back me up?
She said yes, but if I hadn‘’t asked her that, there would be
no back up because you can’t rely on this particular person to
support you. You are standing alone and that’s it! &he makes
that very clear because she doesa’t want to become involved
with the members of her unit. But whea it comes to the head
aurse listeaing to us, either we are not talking ia her terms
whea you get a deaf ear. I jJust find this se frustrating
but it’s not reinforced and she dosan’t motivate her pecple.
Once we acguire certain skills, wvhere do we go frem here?
It’s like, your nursing is at a dead end. I wish she could be
iavelved in & Dale Carnegie course where it’s like a self
sotivate others and tura a3 segative sitwation arcund te make
it positive.
te hoep ws happy.
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But I £ind it very hard to really feel that she’s there
for us, to see that she’s really sincere and genuine in her
interest in us as staff aurses.

But maybe that'’'s just her way. 8She is a very aloof kind
of person. I don’t know. I always try to think that there’s
got to be another reason. It can’t be because she doesn‘t
like us. After all we are so likable! (Laughter)

The first unit I worked in, I won’t say the head nurse
wasn’t supportive. There was just no power in nursing. 8o
she was supportive of us but the doctors still kind of had
free rein. If you have managers who are just not assertive
themselves, it’'s easier for them to put the nurses off than to
tight the guy upstairs.

In the last unit I worked in, we had a head nurse that
didn’t do anything so she really wasan’t a head nurse in terms
of being a leader. 8She was a head nurse in terms of being a
tfigurehead but so was the assistant head nurse. They were
useless because I doa’t think either of them have their hearts
in the job and I think that they probably got the jobs because
they were the type of people who didn’t challeage rules »o
that adninistration had aice malleable little people who would
work better and do what they were biddea. It put more of &
load on the other nurses and whoever were permaRsat team
leaders to support the other staff. We didn’t really reapect
these people. We didn’t feel we had any beching from these
poople and it was probably one of the ressoas why I left thet
intensive care.

In this comversation, Noella, Janet, Nancy and Neather lameat the
lesk of personal and professional support from their MuEee BARLGErS.

hoad auress are 50 useless and uafit. They might dream of & Doadioces -

hoad nurse (8 first cemtury female warrior quesa of Britais) whe weuld



127

defend and not abandon, who would be loyal and not betray, who would be

powerful and not cowardly. They feel they are on their own, without a

leader without anyone to care about them or their work.

Sue now describes how many nurses feel when trying to respond to
these situations.

Suai I've gone to the head nurses of emergency several times
and asked *Why can’'t the charts be close to the patieat’s
bed?® As nurses we sheuld be documenting more things. But

ic's hept at che desk by the physician. It makes it more

difficult to get access to it. The time you spend travelling
to get the chart could be better used doing other things or
eloe you don’t docusent. Basically that'’s what it comes down
te. The documentation is very poor, very sparse. 1 mean
coming from an ICU area to down there, I loved net Maving te
do all that charting but I wonder sometimes if mere charting
shoulda’t bo done. It was comical the head nurse just said,

*This is the way it is; you hnov the docters. If we took

their charts awvay, they weulda’t be real happy!*

I never purswed it! I just felt it was a lest ssuse and
sometimes you have to move ea to other places because some
places doa’t change. I've Rever come up agaiast a superviser
where I’'ve really clashed with them. I wouldn’'t do that
boceuse I weuldn’t win. It weuld just be scmething that would
probably frighten me and it weuldn’t be worth it for me; te do
that. Ny past experisace tells me that what I say isa’'t geing
to have that swoh influence. It’'s kiad of a shichen vay owt
but that’s zeally hew I felt. I think surses treditismally

In my persesal life, I thiak I'm pretty effestive ia
osaflist reselution beseuse it’s impertant to =0 Mut in my
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professional life, it’s not besn something I°'ve been real
involved with. I‘m a little bit leery about people who are
creating problems all over the place and crisis. I tAink you
have to have pretty strong reasons vhy you want things te
change. You have to be willing to follow through on them and
2'd have to be pretty committed to something to do that.

For instance, I remsmber another time, approsching a
heoad nurse in smsrgency abeut something else. Ve have a lot
of psople who come in who are suicidal and I don‘t think we
deoal with it that well. I had attended a lecture by the
provincial suicidologist who spoke about how poer the
emesrgency systems were and I talked to him a lictle bit. I
seid I would be the first to agree there are ebvisusly seme
problems. Ne would have been willing to come to the emergeacy
dopartment and talk to ua. That would be the first step
tovard making things better. I felt really emeited about it
and sav it as a real challenge! I weat and talhked te tAis
veman, she gees, "What are you so encited about?® I felt like
I wvas & little child and it was my mother and she wasa’t
alleving me te be happy. I thought, why did I even go to her
in the first place! 8She’'s met the apprepriate chaamel te go
allow herself to feel happincas, so why weuld she allew me te

I ended up going te the clinical develepmeat nuree. I
she actually did try to got hold of this man. KNething eover
booame of it and I didn’t pursve it eny meve myself but I just
Rind of got really eucited that maybe ve can bo mece offestive
in deoing this. BNaybe it can start ot the steff surse level
did I ehink it weuld be aay diffesent frem this anpway?
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Nething else has ehanged her for se leng, why weuld I be able
to do it myself?® I’'m net evea willing to deal with those
things in my life any more. I would rether work in an area
where I can make a difference with people who are on the same
wave length. We get feedback when something doesn’t go right.
When something goes wroag, that'’'s when somecne would netice.
Othervise I could do an excellent job and that would not be
acknovledged.

Z think weo megnify the life threateaing effects of what
we do. I mean there are certain things we do that do have
serious conseguences but in terms of some of the little things
that we worry about, they may not be life threateaning. Take
for instence, meking a medication mistahe which in the total
scheme of things may not be horrendous.

Yos, you have te sign an incideat report and it sits ia
the middle of a desk and everyone flips it ever and reeds it.
8o all these things are very segative. I remember giving
semsene 100 of demercl whea I should have givea 78, fer
emample. I wrote an incideat repert. 8o the aext day the
hoad nurse wrote ea it, °"New could this have happened?” I
thought, quite essily. I piched up the wreng bottle. That’s
what Aappened. I didn’t leek close encugh. That’s hew it
happened! I felt that cemment wes really uanevessary. It
Just didn’t seem like & big deal te me at the time. I wrete
the sepert; I eould have casily eevered it; I eculd have but
2 didn’t boceuse it’'s just aet right. I°'ve mede worse errers
befeore and when I°'ve reperted them the charge aurse hes said,
*Yoah that was pretty bed, you hmew, you hsve to zeally be
careful® but this was prebably the smallest eme I ever made
and I felt it wes 1ihe & dosth threat. I eculdn’t believe it.
It was oo stupid. Well, it dida’t seenm thet impertant ¢o m9.
hat Aind of feodbeok can Do oo scpative, oven whea you dea‘t
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do things perfect! I did some really good things that Alght!
That’s why I felt so sensitive about it because I thought I
had really worked hard and had done some great things and 1
wasa’t achkaowledged for that. I was acknowledged for 213
milligrams of demerecli!

Ann: Did you say anything to her?

Sue: Oh no, you didn’c approach this wvoman. It just wouldn't
have made any difference. B8he’s not visible on the unit ever.
She just shows up once in a while and tells us to work harder
and leaves.

Sva tries to improve her practice and those of her fellow murses by
getting bettar acoess ¢to patieats’ charts and improving their
understanding of care for suicidal patients. Nowever she is ‘made to feel
1ike a little child’ and nothing ever became of it. MNer work axperience
has reinforced that nothing changes and ‘why should she think it would be
different’? It is difficult to dialogue with others when your ideas are
pursue it any more,” if one can’t win. It may be a chichan way out but
experiance says it isa‘t worth it.

Janet: I think ene seasca our head nurse has diffieuley
hes very little cemtact with the patisnts. She decen‘t Amew
with a patieat whe is going down the tubss. Yeu are hanging
Meed Just for the sahe of hanging bleed becsuse it’s geing ia

fzren hor aursing eereer. I Just fiand that theve’s ™
oan go %0 semsene and say, "Ry God, I°'s an emstienal wreshi®
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There’s no one you can go to within our unit. Neanvhile you
are going home in between those three 12°'s and thinking, "Oh
my God, I have to go back and do it again." Or another
example is that your patieant has jJust expired and all of a
sudden, you are the extra body. 8o ten minutes later you've
got to take over another patient. No one senses that you need
a time to just block everything out and be by yourself or to
have someocne listea to you. There’s no spare moment in there.

There'’s no hug there, that'’'s for sure. I find that
those feelinge would come out at home or at aight. You wake
up at 2 in the morning, your heart is racing, you are
sweating, you can’t sleep, you are just panicky. Or else you
phone somebody and you knook your husband or your friends.
You develop this hind of black humour that you use and
oventually you reslise that it’s inside ypu. There'’s
semething that'’'s crying to get eut and it’s just the relesse
of these pent up feelings that you couldn’t express semevhere.
I’a net saying that you sheuld be able to just go and express
overything at work but if there was just somebedy you could
talk to thet would understand, because your husband deesa’t
understand. Nine doesa’t.

Semetimes though you need to talk. Our aurse mansger is
great; she semses thet. If you are upset, she will ceme ever
to you in the middle of the day, no metter what you are doing,
*Are you okay?* BShe will give yeu a pat en the beek eor
whatover; she’s really geed. Z gfind weo are all very
suppertive of csch other. Whea you work 12 heurs with peeple,
you got o hnow them. You hnow if chey azre upset abeut
semothing. OSemetimes we use our ceffee beeshs te °jJust apill
our guts®. OSemetimee you aced to go up to semebedy and sey,
*fhat’s sreally sough that you ...°
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Janet: I think our talk at work is often very superficial
because no one really vants to "know you” as a person. I mean
i¢’s nice to know you as a nurse but beyond that, unless you
are friends with that person outside of the work situation.
But people are so superficial that they don’t really want to
geot in under that first layer to find out what kind eof person
you really are and find out your responses. Ve have a senior
aurse that has very blsck humour because that'’'s the way ahe
copes with being in this type of situation. Bhe's just very
distant, and anything can happen in that unit and she will be
stable as a rock. 8he won'’t show any emotion, so you have to
wonder what her coping mechanisms are when the rest of us are
on the verge of tears.

It ie difficult to maintain a pereonal safety in their professional
1ife. When one feels alone, alienated and not understood there is a high
cost to physical and peychological well being. BDesides somatic illness,
these nurses often report a free floating hostility, a distancing from
others, and a very black humor. Theee experiences in nursing are very
energy draining.

What would make that a different experience? It ssams that a simple
*“Are you okay?” and pat on the back does wonders. Somstimes there is a
need to "spill our guts” and have & colleagus acknowledge “that’'s really
rough®. The feeling of beloaging in a bigger humen satrix makes this
enpecionse of nursing one which is emergy giviag, complets with the joy
and the peia.

The final sectioa of this area tells us how this transfermatiea to
a preferred reality might be experienced.

A_acefacred seality
Neella:s Ve’ll present seme kind of prepesition te eur head nurse

in writing beceuse that’s the steps we are suppesed te be
teking. It gots lest in the office. fThea a meath later we
are still waiting for an answer whieh eeuld have beea dene
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within an hour and returned te us. It gets lost in the
shuffle. It’s just not important! There’s a great starting
but no continuation. We can’t seem to smphasize to her how
important it is to the people on the front line to either have
a chronic care plan for the dying or to have ethics committees
come in and jJjust be able to apeak about it. What can we do
for ourselves? We say in the unit that it’'s easier to get
forgiveness than permission so let'’s go and do what we ean de.
If wo step out of line, wve wvill be forgiven but to try and ask
permission from her to do what we have to do is wasting our
time. We found that by doing it the other way, ve are getting
s0 much cooperation from pecple outaide the unit, like from
the othics committes and new infermation en pain coatrel. We
are just phoning other units and asking, "Nave you got & care
plan for the dyiang?® Ve are getting this all together and we

@ rough draft of it. Ve say give us your coastructive
criticism. Doa’'t tear it down. Then when we get their
feodback we are going to try to implement it. It’s kind of
based on that nursing governance model. We are going to do
our own thing. Thea we are going to show you (the head nurse)
what wo've done and thea it’s up to you to okay it. If you
don’t ohay it, wvo are still geing to do it if we find that
this is what is impertant to us who are doing the work. We
seem to have suppert of people above you so it’s not like we
are stepping way out of lime. We are just kind of stepping
over it a little hit. JIt’s just life. If you caa’t pet it
going higher watil you got what you want. It has aothiag te
do vith sursing. It just has te do with survivall
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to know that I have a little more control over my part. I

system more effective. I’ve never seen any implementations of
staff nurses ideas. The staff nurses are the ones who do the
patient care. That'’'s supposed to be the most important thing
in a hospital but yet I don’t feel that staff nurses are
really valued. What I would try to do is give them some more
decision making power and for them te have more input into
realistic things. We are just the ones who do the work. If
that vay. It’s a world where everyone wants what they say to
be important and to have some input into things that involve
them directly. Well, it’s starting but it has to come from
us. I mean nobody’s going to come and give this to us. We
have to say, "We want it and we are capable of doing iti*
Maureen: Our unit menager is pretty good. I don’t know if you've
over boen up to our uait, we have the most archaic sguipment
and it’s very frustrating. We have unconscious patieats and
we got them up in a chair twice a day. We came to her with
our ideas on how to get momey because we were turned down for
any sev equipment in the last budget. One of the girls said,
well, why don’t we hold a dance, wve’ll sell tickets. Thea she

for oguipment. Anether of our aurses has gone te the eity
reclining cheirs and stuff. 5o we’'ve showm her that we are
incterested ia getting this stuff and considering she has me
funds for it, ve’'ve gone on our owa. I doa’t know hew far it

will got but that‘'s what we are geing te de.
Noells says scmstime it is ne ry to "step out of lime, a little
Dit" as & matter of osurvival. The ottions are aot careless Mt
politically astute and dsterminad. The revolutionary cause - ethical
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concerns for dying patients. They will do it because it's important to
people on the front lines but they hope to be forgiven anyway.

Sue, who in previous pages told about her frustration with her sense
of powerlessness has a vision of how things might be otherwise. It'‘s
starting, but it has to come from us ... we have to say we want it and we
are capable!

Naureen tells what staff nurees who were interested and serious are
going to do to get what they need. We hear that this nursing community is
"in it together” to deal with their frustrations.

Only a shared understanding will encourage the individual to
endure ... the rewvard of patience is vigor. Vigorous pecple reflect
Shallenge ue Cin o Glar end present vey. . He must soguive the
patience to locate and nurture focal things.

(Sozgmann, 1992, pp. 1285-126)

Sorgmann goes on tO enCOuUrsge us to give up the reetless activity
grounded in the hyperreal, to coms to terws with nature and traditiom in
a patient, vigorous way and to forge an inclusive senge of community.

The nursee in this study explored their position in the midet of
longing for the hyperreality of the mother heroine to protect, support and
murture them and at the same time have an image of an organic community in
which they can be responsive to the neede and dreams of themselves and

others.

Froa the late 1000s uatil just receatly, female Rurees were
e0s

swioe ialised iate the feminine reole of subnissivensss,
dopondensy, and subsecvience, firet as women ia our culture, sesend
umuwmmmoxoumtz‘mwmm
environmeats. Both the scheols of sursing and werk eavireansats
ainies the deminant male/subaicsive female zele.... Bursing
m.mmmmmmczrz to
‘kaov their *® to bo an onample of surally ibed
mwsm.uummx and sileatly. This
double ooe J...m

‘Ef
]
i}
;a
-1
1]

(Gossge & Lareen, 1908, p. 68)
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What legacy do we inherit from the handmaiden image? What is the
ground underlying the difficultiss often experienced in Dooctor-Nurse
communications? What responses are possible in the everyday encounters?
what have we experienced that engenders hops in wmwore respectful,
understanding, human relationships?

T™he following narratives tell how the critical care nurse makss
health care professional with whom she has the most intense interactions
on a daily basis. It is striking that stories of problematic sacounters
outnumber stories of compatibility almost six to one. This is an area
which many nurses find difficult; the following pages help us to
understand why.

The first three sections tell how the old handmaiden stereotypical
expectations are still present in nurses’ lives. The next thres sections
describe situations of hegemony and conflict. The last section provides
several examples of the type of desired responses that nurses wish would
form the basis of their inections with physicians.

Inatzusantal xelaticoshine
Sues There was one doctor that when he did rounds, the uait

had to be guiet. Thet used to Just pesve e becauss we all
had work to do; but when he was there we all had to speak ia
Aushes and if we didn’t, wa were reprimanded. It was like,
“Sue, be guiet!® It really bothered me tremendesaly. 1
thought that was 80 disrespectful to the rest of us. We had
work to do. Nis job wasa‘'t the most important jeb ea the
unit. It was one of those things that mede me feel like
boceuse I'a a aurse, I have to abide by this silly rule. I
folt 1ike I couldn’t evan challeage it - there was a0 whSre e
9o with it beseuse it was just there and we had to live with
d¢. I hate stupid zules if there’'s me reaseal

lying en their beok, oo be could assess them. Ne weuidn't
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move them. Ne'd be mad if he had to move the baby. 8o of
course everyone had their little babies flipped over for him
80 he could examine them. It didn‘t matter if it was not good
for the babies to be on their backs. It reminds me kind of
the militery and "stand for inspection”.

Their heads have to be lined up here and their little

feot have to be there!

(IXXIT XTI X212 X ]}

Vhen I worked in the States, because it was a non-
teaching hospital, the doctors treated us more as a team
because, when they went home at 35:00, they didn’t have a
resident to leave behind. They had to depend on us. I
learned an evful lot. Whea I came back to Canada I found it
interesting because the unit I worked in here had different
expectations. I had a post open heart patient who started to
throw PVCs (heart rhythm irregularity) and was on Dipozin.
The first thing that I thought of is that he’s dig-tonic and
ve should do & dig level. When the residents and the doctor
came around in the moraing they were talking about these PVCs.
Z said, "Thiak it could be digr" And he ordered a digoxin
lovel but he did it in such a way - we'll humour the mursei
Well, we'’ll get a digomin level because that Jurge thinks we
should get one. And the patieat was dig-tomic. New, te his
credit, Ao did apologise the nmext day in fremt of the
residents. Ne said to them, “See, you should listea to the
aurse.” But it wasa’t with the streag feeling that the day
before he said, "We'’ll humour the nurse.”

It’s no vonder Sue is reminded of the military; command, regrimand,
wnifermity, and unguestionsble suthority were the “order of the day.*
Nansy’s stocy is a bit mere subtle. Yhen the dectars nosded the servises,
they dolegated responsibility (te stand in for sheant dosters-in—-treining)
and doponded on the nureves teo tahe cere of things when they wvare off-duty.
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Nurses have wryly called this the ‘Law of the Sun’: when the sun goes down
tha nurese autherity goss up!

Bowewer, later it was inappropriate for tha nurse to suggest (sven
to know) what the patient needed when there were sufficient real doctors
present. “To his credit” (in the 1990s) his patronizing attitude was
mollified the next day by a feeble apology in the face of scientific
avidence.

These narratives clearly speak of the nuree’s role of service and
Nancy: X remember this one specialist and his residents - they

became monsters once they got to our unit. And there wasn’t
a lot you could do about it. One way of dealing with it was
that we gave them nicknames. Well, Tricky Dick is probably
the most meaningful example because if you were on nights and
Ais sleep. They would be very appropriate orders, but thea
the next day he’'d deay that you ever called him. B8So vhea you
called him at night, you had another nurse on the other phone
and you both asigned the orders.

There was one case where he had basically screwed up and
he tried to blame the nurse. A patieat who had come in for a
She was about 75 years of age. When she came to us, her vital
ho was putting it off, putting it off! It was ene of these
lost an IV site, had semebedy come down to do a eutdewm. It
was trying te put hlame en the surses. Uafortunately fer his,
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ve’'d been through this enough times with him that the nurse
had very cerefully documented every time she called him and he
wasn’t able to do that. Ne was not somebody that you could
trust farther than you could throw Ahim. 80 we had the
aicknames for them. We could talk about them and nobody would
know what was going oa.

One of the residents was upset with us Dbecause we
wouldn’t call him doctor - we call all the guys by their first
names. One of his comments was that thezre was no respect
because we called him *"Tom" instead of "Doctor”. 8o that
started a little something; we called him Tommy after that!
(Laughter)

Our resideats did thoracic surgery, and one of their
*favourite responses” concerned patients whose urinary output
was not adeguate. Whea you called them to tell them they'd
say "It was perfectly adeguate output”. They would make light
of things that were sigaificant. If a person has a urinary
output of 5 c.c. for ¢ hours, there’s a prodblem and they would
say, "There’s no problem".

We never did this but talking about it was & way of
breaking the tension. We used to say, one of these soraings
wvhen they make rounds we’re going to put Just a tablet of
lesix (s diusetic) in their coffee. 1It will hit them sbeut
the time they 9o to the OR. They will learn what & good
urinary output is! 8o, we weuld think about how can we get
back at these guys. We’'d talk adbeut it and asver do it. But
ve were at least able to get rid of some of our anger by doing
theose things.

I had & petient of their’s ence who had hed a femersl
oncurian repair. And, threuph the aight, we csuldn’t get a
pulse ia that log. DBy merning she had & fever. New, their
Jast exder befere they weat was that they wented her to pot wp
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in a chair that night. Ve admitted a couple of overdoses and

priority. The person did get chest physio every hour.

Well, they said the fever was our fault for not getting
her up in the chair. They said, "Bhe probably had pneumonis
because we didn’t get her up in the chairi® The woman had to
go back to the OR later that day because of the graft not
wvorking and the fever was from ischemia. During the night
they would not listen to us when we said, "Look I‘m not
getting a pulse, she’s got a fever, the skin’'s going motley.*
They said, "Well, no, it would be okay." They just had total
disregard for us and then when things would go horrendous,
they still wouldn’t listen. It had to have been something
else ve had done. We hadn’t got her up in the chair. Now,
poople doa’t usually have grafts go bad because you don’t get
them up in a chair. They always had to be blaming ua. BSo we
didn’t Mave any respect for them. They probably were ohkay in
the OR, they just thought they were the only people whe had
any hnowledge, aay expertise at all.

I found that happened in our unit too. Omne of my first
patients to arrest had just come back from the OR. Ne was
fine, stable as a rock - his vife was actually in visiting.
Ne was on just a little bit of nipride, a little bit of
blood pressure going down, so I jJust sat and I turned the
nipride off, I sat back and leehed at it and it hept going
down a little bit further. I theught it's geing to go back wp
as scon as the aipride stops taking effect, but it didn’t! 8o
for a minute.” 8She just get cut the desr and he arrested.
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It wasn’'t five minutes before this episode that I had
taken all the blood wvork, ABGs and everything and sent it off.
And there were no other symptoms leading up to this. There
were no arrhythmias. There was nothing, I had no idea what
had happened. And of course the Code was called. They opened
him up and took him back to the OR. And when I asked what
caused the problem, I was told it was a raging acidosis and
his base excess wes minus 2. And I thought, “"That’s not a
raging acidosis! Come on!" But there had to be blame put
somewvhere, 80 it was that we hadn‘t treated the base excess of
minus 2. Well, I hadn’t even got the lab results bsck yet!
I just thought, °No way!®" It’'s jJust that there had to be
bleme laid somewhere end it was being laid on me. Now was I
going to shake it off? I wouldn’t be able to just say, "Vell,
everybody Aknew that it wasn’t a reging acidosis that caused
thisi" 8o what I started doing, if anything happened to =y
patioat and they passed away, I wanted to see the autopsy. I
wanted to knew what was on the asutopsy 80 that they couldn’t
say to me, "Oh, it’s your fault because it was & raging
acidosis® whea it could have been, you know, & clip blew or
something - or some other reason. It was fuany how, whea I
started asking for autopsies that other things were coming wp
that ceused the death or else they had no idea what happened.
It wasn’t blamed on me.

Nancy and Noella speak of an aspect of their work lives that make
them feel very guarded, very unsafe. They feel positioned oa the pesking
ovder far encugh down to be ssen as poverlese to defend themselves and
high ensugh to be held respensible fer probless. They fesl targeted mot
ealy bosouse of their vulnerability but because they are expendable,
totally disvegarded. They respend to this Dleming by ecarefully
doounsnting their own and each othere actione and calling on the ‘uabiased
ssionse’ of the astopey for protection. They recpend to these attache ea
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their competence with covert anger couched in coded nicknames and
daydreamed revenge. HNow many options does a potential scapegoat have to
keep the danger at bay?

Heather:

It depends on the doctors but a lot of times, you have
to play little games. If you want something ordered for your
patient, and if you just ask him teo order it, he’'s not going
to do it because the nurses shouldn’t tell doctors what to do.
You have to make little games where you phrase it in much a
way that they think it's their idea. You really want to say,
*Look, this guy needs such and such® but you have to play
these little games to get them to order it.

I feel really annoyed. I feel I am manipulating them in
a way. It’s a ridiculous relationship because I am treating
them like children in that I am manipulating them to do
something that I want them to do. It would be much more
satisfying to have a direct adult relationship where I can
say, "I think the patient needs this.*

It’'s not the kind of relationship 1 ongage ia in wy
private life. I like having the same relationships in all
aspects of my life. I hate to manipulate to get my owa way.
I just like to come out and say, “This is what I need or I
want.* BSo I know what you are saying.

And it depends where you wvork too. I've worked ia
intensive care where it‘s not like that at ell. It was a
wonderful place to work because the aurses were givea credit
encoursged and learning was eacoursged. There was a let of

willing te tesch you, oven spontanceusly. If semething ocame
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up and you asked them a guestion, they dida‘t act as if you
wvere an idiot, that you didn’t hknow a thing. They would
explain it to yeu. Yeah, whereas the other place I worked in,
I found this particular hospital, the doctors were very
paternalistic - not giving nurses much credit. I really think
they sav nurses as their handmaidens, so it was a less
pleasant place to work. Nursing administration wasa’t
particularly supportive of the nurses. There seemed to be a
more "us against them” type feeling which was probably a leot
on the nurses’ fault but it was the medical staff’'s fault as
well. But you didn‘'t feel supported if you took a stand
against a doctor. You dida’t particularly feel that your head
aurse or your supervisor would stand behind you.

Neather describes what nurees often refer to as the Doctor-Nurse
Game in which there is a strong pressure for the nurse to carefully
orchestrate an harmoniocus interaction designed to comply with perceived
need to boleter the physician’s fragile ego. This game assumes that the
doctor needs to always take the initiative, to be ian charge, to be all

Sue echose the seatiments of most of her colleagues in that this is
the kind of interaction they try to avoid in their private lives. It pute
them back into the ridiculous role of childish manipulation instead of a
"sore satisfying direct adult relationship.”

the suclear family and relate as adults in a more egalitarian respactful

had te be £a the ICVU in this heapital if you were te bo en a
ventilater and he wvas there a leng time. Nis cancer had been
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inoperable and he used to write saying, “I'm going to die
anyway, why don‘'t you get me out of here?! VWhy are you hosping
me alive with the machine?® Ne developed a urinary tract
infection and the first symptom was that he indicated he vas
having bladder pain. I remember - it was on night shift and
I took a urine sample and the resident was passing through for
something else and I said, "Can I have an order for Pryderiua
to put down his gastric tube because he vas having this painr*
The resident didn'’'t really feel it was needed but he ordered
i¢, again to pacify me. As he was leaving the unit, this guy
was avake and called him over and indicated he was having pain
end then it was, "Oee, you are righti* I thought, “Vell,
surprise, surprise.” Why did he need to have that validation?
The patient had been telling me all evening!

Nancy had made a point about pecple who don’t listen.
That occurs on our moraing rounds time and time again. The
residents are supposedly thers to hear your repert, but
they’re chatting to each other as you’'re giving the report.
They’'ze saying, "Oh, yeah, we Aave one ear to you and we can
carry on & coanversation at the same time." Whea you're done,
they ask you the same guestion that you just told them. You
think, *Why am I Rere?* Well, occasionally I've stopped and
Just waited and thea I°’ve been told, "Go ahead,” and thea thay
start up and I step again. You kaow, why bother? Ome eof,
those days I'm just going to take the sheet and say, “Nere,
you road it. De the best you can.” They doa’t hnow where te
find stuff. That's why they stand there aad they wast &
verbal repest ea everything, bocause they wvouldn’'t hnew vhere
to look for it ea that sheet.
de!

Soes that strike you as being strenge, thet mapbe
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something else is going on here? Could you imagine being in
8 workplace where you can’t read the main document for three
years?

Janet: It amagses me that they get avay with it. And nothing is
done to reprimand them and that'’'s what really kills me. And
yot if we were to hand them our flow sheet, your rapport with
them i8 further cut because they don’'t have much respect for
us or for our opinion anyway. It seems a lot of our verbal
report is like to a deaf ear.

"Ne wouldn’t listen” is probably one of the most common recurring
phases in the stories of interactions with physicians. One might well
ask, "What’'s going on here?" Verbal and written communication from the
nurees seems to be discounted, invalidated. MNow is it that this “"vital"
information sbout patients is mede invisible to the eye and inaudible to
doaf ears. What amases the nurees is that they get away with it. But the
nurees are hesitant to shout into their ‘deaf ears’ lest the tenuous
rappost is ocut farther. It ien’t clear if the physician’s lack of
atteation ie because he does not know better or does not care. Possibly
they are the same, in this situation.

A_atxugnle in languags
Marie: I remember one nurse having difficulty with a patieat

and the doctor she wes calling that night wouldn’t do anything
-~ wouldn’t come in. The patient died by morning. There wes
a powver struggle in there to a certain extent and & lot of it
has to do with personalities. Basic personslities of the
porsoa that they bring iato the work and you have to desl with
them in that setting.

Anns Which pewver struggle are you tallking about here? We'’'ve
usod that torwm in & couple of ways. Whe is struggling?
Narie:s The aurse whe has to desl with the prodlen and can’t got

enybody Aigher than her eor with mere hneviedpe, teo do
semething fer the patieat. She'’'s the advesate feor theat

patient.
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Vhen you think about it, why wouldn't he have come in?

I've never understood why they’'ve said, "Don‘t worry abeout it
or I'll be in at 0:00 a.m.! You know, somebody is phoning and

saying there’s a real concern herel 1I've npever understood

physician knows who he’'s talking to on the other end of the
line!

Naybe it’s just comfort, he’'d prefer to be home in bed.
“They don’t want to go out in the cold, or some lack of trust
in the nurse on the other end wvho’s talking to him and lack of
trust maybe due to their age. HNaybe they‘’ve been in the
busineas for a long time and they thought the Rurses were much
below them.

Naybe it‘’s not giving pecople credit!
I would look into it. I would personally wvant to see what’s
going on as opposed to getting Lhe information over the
telephone.
person who is calling youl?! That saybe the person who is
calling is just panicking and that you’ve seean this patieat
before and they vere fine. I think it’'s a lack of reapect for
the person whoe’s calling you. I always felt that maybe 1
didn’t say it correctly. I get off the phone and I think
maybe it’'s my fault; I dida’t give it sncugh sease of urgeacy.

Or maybe I didn’t bhave the ‘“stats” (guantified
physielegical parameters). I didn’t have encugh stats te

Raybe I didn’t make it seund as important as it isi

And seme of it may be intuitiea with this patient. Yeu
Just know something is geing to turs really seur here. Yo
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don’t have the numbers to prove it, they are not bad now but
the patient is not looking right.

But the bottom line is the patient. The bottom line is
that if somebody phoned me and said there’s a problem here I
would come in, for no other reason, than just to make sure the
patient is okay.

But maybe the bottom line for them isn’t the patient.

The number of calls that they do get to come in is
really minimum for the most part. The nurses do a very good
job of getting orders over the phone.

Even more reason to come in then if somebody phones and
says ‘I need you here'’'. Even more reason to show up - "Get in
your car and show up quickly!”

But I think it comes back to how much respect the doctor
has for the nurse wvho is calling. In general, a let eof
doctors don’'t have that respect. They really don‘t think that
the aurses can look at a situation and accurately analyse
what’s going ea. And I really do think that is the probles.
I think that one difference between you and the docter is that
pationt is the most important thing and I honestly doa‘t think
that the doctors in the long run think that the patient is the

That’s something I'11 mever understand and I don’t want
to believe that that’s the reason.

Naybe I’'m wrong but that’'s what I feel the reasoa is.

Yeah, could be. I think it depeads on who calls and

ything else.

Yes, the relationship you have with the dester is
impertent. And the deoster whe is ea, tee - definitely the
docter vho is on mahes a differemce.
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Sues And then I guess there'’'s alvays that gquestion, like it’a
three in the morning, am I over-reacting? Like really is it
that important?

Heather: I think that we accurately estimate and I really think
that most nurses do not call the doctor in the middle of the
night unless they are really concerned. I think that nurses
frivolously. You do whatever you can and use vhatever
resources are available in a hospital first before you‘’ll
disturd a doctor. I feel that if I do call a doctor, that
he’'d better damn well come because I don’'t call unless I'm
really concerned. And I guess it depends on how you express
yourself and if you act as If you don't sort of ask them if
they are coming in, but you act as if your assuming they are

sues Sometimes I say "What should I do before you come in?*
I just ressmber sometimes having real probleme when I would
call the physician, he'd say, "I’'ve besn on call all weeskend,
I‘m really tired.” I feel for you and I understand it but too
badi I don’t know what to do here. I’m in a real problem,
this kid could diei I doa’'t have the authority or the
knowledge to do anything beyond this. I can’t put in chest
tubes, I can‘t intubate. I don’t do those things. It’s a
terrible feeling, it really isi

This conversation gives us some idea of how complex the
communication difficulties betwesn many doctors and nurees really are.

They suggest that it seams the physician often dosen’t really "kaow whe

he’s talking to on the other end of the line". Some possible explanstions

intuitive hunches and the proof of “musbers”. Is there a power strugyle
going on? Doss it have to do with awthority?, with kaewliedge?, with



who the doctor is, and the relationship they have with each other. It
revolves around value systems and respect for others. Whatever the
components of a given situation, it‘s clear that the bottom line is that
“It’'s a terrible feeling, it really iesi*

cont I AL 1ds
sSue: I don’t think confrontation is all bad. I’'m willing to

engage in it. I doa’t like to exchange blasts but I’'m willing
to engage if I have something that I think is important to be
said. I'm willing for someone to say, "She’s a pain in the
butt.”

Heather: I think you have to get to a point where you’'re
confident with your hknowledge and your skills and yourself.
I can remember one time when I had first becomes a permanent
team leader in this one jntensive care and there was & nw
resident in the unit that I didn’t know very well. There vas
a patient who was a post open heart patient and he was
dleeding a lot. I called the resident and he came and gave
the patient blood. I kept saying, °“You should call the
surgeon” and he didn‘t. HNe hept doing more and the patient
kept becoming more and more unstable and I kept saying I think
you should call the surgeon and he didn’t. Finally, he did
call the surgeon and they shipped him into the OR and there
was a big panic and actually this guy did net do very well.
Ne was guite a young guy but his blood pressure had been too
low for too long and he suffered some brain damage and I
alveys felt guilty about that; I felt that I hadn’t pushed
oncugh. It was mainly because I wasa’t really coafideat ia
myself. I thiak that if that Aappened aow, I would have had
80 hesitation of saying "Vell, bocse, call the surgeea or I
will.”

Janets Receatly a young fellow ia Ais mid-siuties had by-pass
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surgery, but he came out of the OR with a V.A.D. (a

mega inotropes on mega drips and lots of ectopy. You know,
Just very unstable! Within 36 hours, he went back to the OR
three times. BEverything was just diminishing, all his vital
signs were not good. The family was told by the pAysician
peorcentage diminished slightly, the physician still gave that
hope. 8o the family was uader the impression that, regardless
of how low that percentage went, that this patient will
survive. But the doctor wasn'’'t honest in saying "survive® to
what extent? To get out of the unit and die on the floor or
to survive maybe six more hours in our unit?

Nedicine judges survival in strange ways. It’s that
whole thing - you hnow, the operation was a success but the
patient died, and that’'s the mentality. When I was in a place
vhere they were first starting to do the heart/lung
tranaplants, the “succesa” was that the patient lived six
hours. Well, that’s not success to the family or to the
patient! And so I think their definition of success is really
bizarre.

And I’'m thinking, "Where is this doctor coming from and
what bas he told the family and how does he sxpect us to go on
and keep on Just doingi® And I was just beaide myselt.

Do you think part of that is, for some physicians an
inability to accept the fact they can’t do aaythiag? I say
that because my mom had terminal CA and she died at home. Ehe
died at home because there wvas a famjly practice that had four
I was able to bo home 80 I could take care of her. BRost of



Janets

Naney:

151

thought we were doing the right thing. But the day before she
died, a resident came along who was so uncomfortable with a
porson being that sick and not in the hospital that it was
transparent. 8She had lost her IV line at that point. Ne
phoned his chief because he couldn’t get an IV site and Ahis
chief said, "Well, you give the family two options. They can
either keep her at home with no IV or she can go to the
hospital and have a cutdown, but it’'s up to them.” We said
*Nell fine, we’ll keep her at home.” And the look oa Als
face, that somehow we had grown horas and turned green because
we hadn’t opted out for the hospital. Ne was totally
appalled. And I said to him, that she hadn’t been putting out
urine, and I wasa’t sure whether she was retaining uzise. I
said, "What do you think abeut putting a catheter ia?* BRNe
says, "Ne, you can’t do that because there’s the risk of
infection! And I thought this guy is definitely en a
different planet. They were saying it’'s a matter eof days, but
ho was 90 cavght up on this ianfection/medicsl medel. Ne
needed to cure, to feel he was aggressively doing something.
Neo just could not deal with the fact that we had saic, "Vell,
this 19 cthe end and we want her to die pescefully at home.”
And I wonder if that isan’t part of it too in situatioms like
that, where this persoa’s mot come to the point where they
realise that theoy can’t win. Teu have to just acoept that you
werk towards doing the best you caa but also Anowing whea to
step.

Sut shis surgesa, this particular surgeen wea'’t tahe ea
the reapensibility of saying that’s encugh.

I chink it’s almest 1ike Ahe’s aever gene beyend a
ooreain peint of msturisy.

Well, I den’t think ho hnowe Aow to accept doath. Naybe
i¢’'s che Rind of bond that the surgoen and patient Aeve: the
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surgeon has done all this work on this particular patieat in
the OR and they feel a clossness by doing constantly and pow
that heo’s realised he can’t do any more, it's very hard for
him to let go.

The last unit I worked in, we used to get the
neurological patients who didn’t do well in the operating
room. They were usually en ventilators and we were the only
unit that was allowed to have ventilators in the hospital.
Because we had a neurological ICU the only time we got a neuro
patient was if they‘'d gone bad. We very seldom got to see
anyone who was going to make it out of the unit. And the
neuro residents were 5.0.0.» in our unit. The neurc nurses
would come down and say these guys are sweethearts! WVe'’'re
sitting there ashking "Vhat happens betwesn Jrd Floor and dth
Floor because with us they’'re horribleil” [Finally, what we
understood is that it’s because we have their failures.

Yes, you’'re seeing their failures and that’'s all you

And that they were ohay in the other uait because they
were succeeding up there but because we had their failures, it
was their way of dealing with their frustrations. It wasa't
that i1hey were abusive to us but they were just really
difficulet. You'd call them and they wouldn’'t call back. They
weren’t atteative to us. But, until we realised that’s what
was going on, we were ready to strangle the whele lot of them.
Thea it was better, we still thought that it wamm’t
apprepriate fer them to act like that but at least we ceuld
live with it @ little hit batter. Theae guys aren’t ssavtly
with semething they didn’t want te deal with.

& porsen behind all these erpans.
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MNauresn: Yah, it’s not jJust a "heart".

What are possible responses to the communication difficulties we
explored in the last section? In this conversation the nurees discuss
their experiences in confronting, negotisting and trying to understand
across these barriers. %We are told to take action in these situations
takes a confidence in your “knowledge and skills and ygurself." The
opriate” medical

NUrees Sense & need to protect the patient from "inapy

treatment and patients’ families from the pain of fales hops. Often the

Qualitiss of encountering aliens from space. At times however it is the
conversation ends in wondering if presibly the root of this difficulty may
lie in the physicians commitmant to a "constant doing”. When that "bond"
ie brohen because the doing has falled, it is really frustrating for the
doctore to deal with patients as persons not just "as a heart”.

Neather: I worked in one intensive care where we had a young man
who was oanly about 34, 35 and he had surgery in & small towm
that ho had doveloped DIC (severe bleeding complicatiens). Ne
was rushed to our hespital which was one of the major ceatres
for Saskatchewan. Ne vas conscious whea be came but bhe was
blesding a lot and it was a p93] crisis situation. They were
PIC. We got very sttached to his vife. Bverybedy there liked
them both very much and everybody vas really trying hard. It
surgesn wasn‘t a partisularly friemdly man; he useally was
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sort of distant and polite. Ne came around and thanked
everybody personally. HNe put his hand on my shoulder, *"Thank
you very much,” and I really felt that I was part of a team.
Vo all were a help and he appreciated our sfforts. The other
doctors always thanked us but because it was a very sad
occasion, it just made you fesl apprec.ated.

I've worked in another intensive care where we had a
gentleman who had bowel surgery and he ended up going sour.
We were doing CFR on him and a surgeon come down and opened up
his stomach right there and in intensive care sucking all this
blood out. We were doing CPR for an hour and while we were
taking him up into the OR, you know, the blood was coming from
his stomach and my hands were slipping all over and I was
tired. I was doing CPR in the OR until they got Aim
anaesthetised and nobody said, "Thank you®" or "We appreciate
it* -~ it was just - "Okay, you can go now.” And it was just
such a differeant superience.

I was looking after my first opean heart patieat on my
own at night and I didn‘’t call the patient’s doctor whea I
should have called him. Ne came and made rounds and he came
up to me afterwvards and he said, "I realise that ahe is yeur
first open heart and I just want to tell you that this and
this Aappened and you should have called me, but I’'m ot
blaming you because you‘re new. I was petrified. I chought,
*Oh God, I’'m never going to make it here.” The nent night, I
sext morning Mhe said to me, *They're kiand of berisg vhea
thoy’re stable, aren’t they?" Ne hnev he had te say semethis
to =0 that seraing because be haew that I'd been ugset.
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very poor communication between the nursing scaff and the
the residents and guys under his wing. Thay had to go to have
breakfast together. If the nurses were dova in the cafeterias,
they had to sit with the nurses and talk with the nurses.
When he comes down, he sat and talked with us and he made me
feel more as part of a team. I vasn’t just there to do their
work or what they considered my job. I would do my job but I
was & part of the team. I've found that since he's come, the
whole attitude of the unit has changed considerably. Re has
so much respect for the nurses. What surprised me is that,
the first day I met him, I told him my name and my name’s not
an easy one to remember, and he always knew it after that. Ia
his first few days he commented that that’s one thing that he
wanted to kaew - everybody’'s same. But he iz consisteant in
about us if he’s going to come and sit at our table and share
with us and it wasn’t just like he sat there like a lump = he
wvas lavphing with us. Like you’'re a persoa te Aimi

Tos, ene aspecialist I worked vith did the surgery for
basilar aneurysme and some of the patieats dida’t do well. Ne
was very realistic. I can remember him coming up te me ene
time very guietly while I was deing a renge of motisa ea the
patieats. Ne said, "You hnew, it’s really sed vhea they’'re
1ike this and you Rknew they’re smot going to mahe iti® Ne
still had Ais bumanity. Ne oeuld still accept whea Ais
pationt didn’t mahe it. Ne could be human abeut that, and was
aot geing te fleg a dead herse. Ne had ceme ia that time te
had covurred, but he wes se asceepting of it. BNaybe because
ho'd done o muech and there was 80 sany peeple be'd saved that
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that may have been part of it - but he could accept both sides
of it. And it was interesting because we used to get pecple
from all over the world that came for him to do surgery. Ne'd
give Ais home phone number to the people from other countries
and say, "You can call me anytime day or night if you need to
talk®". Nis residents dealt with them usually, but he always
left that channel open that if they just needed to talk to
him, he was there.

It is no coincidence that the last three accounts celebrate the
individual "person”. These heros know and care about patients, families,
nurees, residents - about fellow human beings. They talk with others by
name, they laugh, are sad, are accepting and leave channels open. It
makes such a difference when colleagues are respectful, responsive and
humane. This desired relationship seems 00 simple yet 80 elusive to bring

into everyday images.



CHAPTER V
NEARKENING TO THE VOICES

Besalling the Themes
What messages can we hear in the narratives of these nurses? How do

person singular response. I will respond to their voices in exploring the
implication of these themes for me &8 & nuree educator.

I shall begin by recalling the thames from page 84. In the
intervening pages nurees have described different kinds of web-work in
their relationships with others. Nurses tall the stories of their
professional lives; we listen and try to understand. Roth the speakers
and listeners interpret and try to make meaning in these dialegues. We
each imagine poseibilities, infer positions and translate responses. In
their conversations they have related how they are ocontimually making
choices and oconstructing their professional lives in the midet of &
multitude of influences. But they oftean tell of existeatial moments in
which they experience living more in one sphere of influemce than in
others.

For the sake of demonstration I will describe two polar soamarios)
1ike most binaries they are an illusion. HNowever, an imege is often a
representation that epitomises & Jirematic example within a range of
enperiences. In this case I belisve it has a heuristic wvalws in
enderetanding the subject positions of theee nurses. Their coaversations
have made it clear that their lives are comples, asbiguous and oftea
paradonical. Together in our dialogues we have explored the temsion of
1iviang ia the spaces betwesa the poles.

2 ¢ aalf atahe

Ofton these nuress opoak of boing enmsshed in a system of

caretaher. Mmummﬂ“mlmmmu_. Bven

17
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though it is often extremely problematic to meet the needs of all the
stakeholders, they take on the task of trying to do so. This often leaves
them feeling ethically torn, emotional drained and physically "burnt out™.
Pigure 2 diagrams this pattern.

The bottom of the figure repeats the constsllation of themes
associated with the image of self as caretaker. The diagram at the top i
more explicit in how these Qualities are lived ocut in specific role
relationships. The nuree imagines herself to be in an hierarchical
position to both physiciane and to patients/families; there are separate
arrows of relational qualities going toward and from sach of thase groups.
Nowever nureses se¢ themselves on a more horisontal basis with head nurses

descriptors which speak of the qualities expected from and givean to sach
of these groups. These horisontal roles aleo prescribe very strict
duties, obligations and expectations.

One of the central themes reported by the nurees is a eense of
advocacy toward their patients/patiente family. The nurse has the sense
that she needs to care fo.', speak for and to protect tham. HNowever this
*mother knows best” stance bDringe with it the expectation that the patient
will be "good”, cbey and be appreciative.

The surees seek the support/bonds of their sisters-in-mursing, but
often encounter sibling rivalry, insecurity and & strong pressure to
follow the family rules and conform to a prespecified role. Whea it works
out well, these relationships provide a great desl of murturance; whes it
dosea’t it can lead to horisoatal (aurse to nuree) violeace.

staff nurees desire and perceive that they nesd head auress/murese
managers to be surrogate mothers ia that they should uaderstand the nuress
needs and cuppecrt them personslly. This longing is oftea freustrated ia
that nany hood Aurees Are S06R &8 uwosless and uwafit whea they shendoa the
auress On the fromt 1inee and betray the aurees’ best interests ia ocder
to sgpease physicians wishes or the budgstary prescriptions eof the
hospital hiccarehy. This is all the sere painful for the auress boseuss
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Most interactions with physicians are fraught with patriarchal/
paternal overtones. Soms may think it an anachroniem in the 1990s but the
experience of these nurees indicate that many doctors still expect
service, obedience and deference. The nurees describe interactions that
are characterised by the approach/avoidance behavior of an oppressed
group. The doctors are viewed as powerful. They are sowmetimes beneficent
but often seen as dangerous in that they do not understand, do not care
and, more personally, do not listen.

I suggest that two of the significant influences in the construction
of thie scenario are 1) the nature of the world in the dominant health
care culture and 2) the gendered position of the nurse in that culture.
The bottom of Figure 2 reminds us of soms of the underlying values of this
particular image of the nurse. These are the gqualities that for the most
part permeate the hegemonic structure of modern western health care. Whan
we osuperimpose the gendered feminine role expectations, I believe the
resulting image is not dissiamilar to the diagram above those
charscteristics.

Insae of salf as A Raing in rslstionship

There is another image of self that is distinctly articulated in the
nurees stories, that of being in relationship in an alternative way to the
one described above. This position has very differeat views of the nature
of the world, our way of being human, and the influence of gender. Pigure
3 indicates that the eelf in this matrix is more in the image of the
dynamic automcmy that Pox-Keller (1988) describes. This eelf is &
perecn/sgent responding to other as person/eubject. The focus is mot on
a persons of roles but the interpersonal relationship of beiange. This
diagrans does not label the other ae ‘patient’, ‘doctor’ or ‘hesd muree’)
these roles are much less significant than the person who happens to be
the Gooter or the patient. The nurees would not deny the reality of the
‘fast’ for emample, that a particular pereen is a physicisn and thet this
will have consoguences in the health care situation. What is impoctant
heare is that the zala does not dictate the guality or description of the
relationship. n-yuinncmwmmumm
aspests are lived ewt.
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Although some writers associate this type of relational matrix with

a "feminine view of the world", the self and other do not carry specific
gender roles per se. In the nurses’ stories thay often found it difficult
to imagine persons davoid of the gender constructs but they often
reaffirmed that it was "just how we are taught®. The valuing of

contextual situatednees in this imagining of tha world would permit a
place for gender traits if they were perceived.

One might indeed make claims of other constellations of world views
and images. Nowever these are the two which seam to present thamsslves
most in our deliberations together. Narratives often indicate that a
nuree At any given moment was more positioned in one orientation than the
other; howaver very often her world was tha space in batwean. I reiterate
Carolyn Neilbrun’s (1990) description of how we imagine, and weave our own
stories.

We invent as we go along, sy one another, and recognise,

a8 we must, that our cholice is as Florence Nightingale long ago told
us, betwean pain and paralysis.

imagine a retealling of our lives as nurees in new ways. Thees voices eall
out to my person to respond to their declarations of life experiences.

their dreoams. hmh!ﬁhmllyaﬁnﬂl in this hearing? The
resulte of this inquiry compel me to snamine my own position(s) as waman,
a9 mures, as sduwoator. 1 perceive the levels of implications te M
threefold. PFiret how do these texts interact with sy owa test which
1 subject position? Secoadly, how do the stories of
:nnq-zmﬂinmmmxmmxmm-:mmuvmnm
it is to be & mures? Finsally, what are the consoguances of these
imeginings to the poseibilities of nuress in the future? We are semswhet
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determined by the experiences of the person, the place and time in which
we live but we are not over-determsined. We have choices as wa compose our
lives. In the following sections I would like to explore how the
listening and the speaking in this research inquiry has enabled me to
envision new stories for myself, personally, as & nurse, and especially as
a nurse educator. The understanding which is offered to me through the
nurses’ conversations is s call to wonder crestively in order to imagine -

yes, to construct a world of nureing in harmony with our visions. This

ressarch eomphasises knowledge gained from reflection on the livaed
experience of nurees in their everyday practice. The rest of this chapter
addresses ten areas of consideration which have been called to the
forefront of my attention. Each section begins with a short discussion of
aurse educstion or about learning to be a nurse, but note how comments
allude back to the difficulty ia living in the epaces betwesn the
constellation of thames.
starting point for my own meditations. The prooeses of this ressarch has
personal reply to that calling) I will expand on each one.

Be sensitive to language

Encounter multiple realities with eguanimity

Bxplore prefarred realities

Stay rooted in reflective practioce

Write the marginal from personal oeat
Babrace the respoasibility of responsivenses
Learn to be presant for myself
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check that all this is done. For smample, dressing changes
every day, IV dressing changes every day, you have to label
that it’a been changed, also that your cart in the room has
been stocked and that the hkardex is complete, with the
information of the next of kin, height, weight ....

Heather: But that’'s not really a true reflection on nursing carel
Do you think that is? I mean, it doesn’'t measure the time
that you sat down with this patient for half an hour, maybe
skipped your coffee break ....

Narie: I don’t think that we will ever be able to measure that.
I don’t talk to many people about aursing situations. And
that’s kind of interesting. It doesn’t seam to fit inte
discussions = to try to talk about it just doesn’'t give the
idea of what actually occurred - I don’'t have the ability to
do that.

Sue: I think that using & confident language shows my
knowledge Dbase. That I'm going on more than jJjust aa

tend to be guite factual.

Naybe it is sven self estesm and everything else that
goes along with that, hknowing that I have a lot of things to
offer people ia the work place and that it was okay for me te
speak up. I needed more of a knowledge base in a different
way. I've started te fiand that ia geing beck teo seheel.
noe of language. It sesme to be egually vital to
chesse a vecabulary and way of speaking whieh will ensure that what ane
has to say is valued.

chosas werds with care o0 that I dialegue clesrly and swthantisally.
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Professionally, 1 am called to both challenge and encourage students and

esoteric parlance in the erudite atmosphere of academs. But more
importantly we must encourage and assist each other to articulate the
difficult understandings we seek in our complex ambiguous werld. We need
to be fluent in desoribing both the scientific technological world and
also that which is sacred and assthetic. HNopafully, we will be ablas te
enpand on a variety of ways to communicate 8o that we will not get caught
in the grasp of logical positiviem and will be able to explore other
methode of explication such as music, art and poetry. HNeedless to say we
need to refine our skill at “"really” listening as well as speaking
clearly. In the future I intend to plan the curriculum that the students

many languagee. I hope to engage student and colleagues in intensive and

passive agreemsat or the closure of ceasorship.
I oonee that the situation in nursing today is not simply &

Janot: e made wp a desunesntatiea sheet for our eliaical

and rewzete it ....
omouse I°'°d lesk at hexr and Mept asking hex, "Why?" Thecse'’s
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nothing vrong with what wve’'ve said there. Just because it’s
Aot your particular belief does not mean that this is wvrong.
Ve finally thrashed it out and she said, "I see where you're
coming from nowi® Then she did take the paper and she did a
very nice job of recopying and filling in things that wve had
oven missed. 5o, you know, I think it’s just communication =
it amases me how I°'1]1 say something and somebody else picks it
up totally differeat. But you have to bs 80 careful and
of Science program and they're doing all cthose research things
and I guess they learn how to write these differeat things and
they learn how to label them differently. And so that's whare
Lhsy were coming fromi They say if this were in my class,
this would never pass ....

You can see its lansuase then. They see if the ey
words are there, if it ia in, vhat is ‘their language’ new.

Ve said malnutrition, and what did she say? Nutritiomal
dnsufficiency. And she said, well malnutritioa is a medjical
dia ls. Nutritional insufficieancy is a mursing disgaoais.
But we’'re saying it’s all the same damn thing - feed the guy!
many days, let’s remambar that. That was all we wented them
to say. B0, in a way, it weat from being a very aspetive
thing to boing a more poaitive thing, as we started salking te

I don’t totally aseept o .
hAysisian deals with

this kind of situstion. It’s jJust hmeowing thet I een put
things at bay and jJuat hoep going ea. I fiad it’s very hard




-
-

situations and that value is oanly recognized by yourself and
the people that are there at the time.

I hear that nurses are often troubled by "difference”. First of all
they tend to take it "personally” which often evokes defensiveness and
insecurity when one occupies a disadvantaged position. In this account
they were able to confront (read: "stand facing; meet and look at® OED)
their colleagues until sach could "see where the other was coming from®.
In that way it turned cut to be a positive thing. In the last paragraph
we hear that at times one needs to be resigned, to keep going on, knowing
that a certain view is only ‘recognised’ by a few.

Porgoing & claim to the God‘'s eye view of the truth of grand
theorise often carries a sense of loes but it also has its advantages.
Since we should be sxpecting multiple views it is incumbent on each of us
to "stand fecing and lock at” other viewpeints. In the first case the
nurees worked through the differences in language (and possibly more) and
agresd on & mutual intent, "to feed the guy". Nowever the win-win
situstion here was much more than fiading a place of agresmes
exsrcising the ability to stand facing and speak of one‘s position. This
ability to confromt did not find a mutually agresable place in the last
soenario but it easured that one can put it at bay - not be devastated
personally in the difference - and g0 on, hknowing clearly what you stand

it, it was

for.

Peroonally, I am called to examine my own even-aindednsss in the
feoe of confroatation of difference. Do I have the integrity to receive
confromtation and other’'s viewpoints without taking it persomally?

It coems that it may be an cocupational hasard of being a teacher,

vith elionts ote.
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I hope to deliberately raise questions in the ocurriculum of

difference and of strong yet respectful positions in responses. It will

likely be necessary to raise to consciousness our usual gendered reactions

toe confrontation and provide a place to practice possible alternate
responses te it.

because this is the way we want you to do it.* Sterile

technique - I had it drilled into my head and everything was
learned by rote. It was not reasoning and yet I went back to
aursing 16 years later and everything was done by reasoning,
not by rote. So the people that were coming out of this
program didn’'t "know" sterile technigue. They had an idea of
what it was and they could understand what it was; but they
had no sense that vhen you set up a tray, this is exactly the
way it is set up. I think the whole system is starting te
change. There's a lot more liberalism, a lot more input from
the nursing level Eegewese I would have never thought to ever
logical. Why mot guestion it if it’s wasting meney, it’'s
wvasting time, or if it’s mot good for the patient. Let’s do
it a different way. Let’s adapt a bit.
1111231121217 13113311117}

I remember the first time I felt that feeling of knowing
AN and we just talked about what it was lihe te be & nurse.
being a nurse and how I felt. The eppertuaity had sever beea
preseated te me to think abeuwt it in that way. B¢ ene of the
if we are willing te really partahe in it and really tahe the
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For me the difference im in being able to articulate
what you are feeling or what's going on instead of just
getting angry in & work situation. For example, being able to

this and this and this and having the knowledge, net just the
knowledge of a good physiology hnewledge but also the theory
knowledge, to understand why you are doing what you are deing.
A lot of times, I had run iato difficulties when I didn't feel
I was able to express myself.

These etories illuminate three sets of changes that come about
because nurees explored preferred resalities. foella experienced the
‘revolution’ in nureing (and curriculum) that exchanged rote learning to
reasoned problem solving by using principles. Sus was awakensd to the
fact that she could change the future of nursing if she and others took
action to make things better. She went on to say now she is learning to
express the why of her ideas and feelings instead of just reacting. Bach
explanation develops a different platesu and promotes & reslity of nursing
that is more to the person’s liking. In this example nurses first chose
‘how’ they would learn and practice nureing skills. Then came a
realisation that as the experienced actors in this arena of life’s drama

Pinally by liviag in thess actions and through a reflective u
of the "why” of praxis, murses are being able te exprese themselves, not

Thie may be moet enciting of the creative aspects of being human -
‘te purvus visiens’. It is repected that when Binsteia wvas enee ashed hew
many of we is that wo do net sherish the flexibility and hener the esurege
to have “lets of ideas”. This may be mere liaiting than the lask of
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the nurses during this study was "I never thought about that before® in
response to views from their ecolleague.

Personally I wonder, do I explore the reslm of possibilities enough
or do I too often accept the taken-for-granted limitations?

Nureing curriculum seems to be in another stage of revolution (Davis
& Watson, 1989). One focus is on moving from rational problem solving
onto eritical thinking. Ae I see it one of major differences between the
two approaches is what they regard as a starting place for the process.
Problem solving gathers ‘facts’ more or less in the way they present
themselves, and usually in the cognitive domain. Critical thinking asks
us to axplore the ni_i;i;ﬂm and political hegemony of the "facts”". The

data used for reflection are more often from a variety of sources. In the

inquiry are all honored. Thie permits a vastly more far reaching
exploration of our world.

What activities in the learning milieu of student nurses will
promote this quality of reflectiean? Vhen we went from ‘rote to

ading’ murse educators talked about fostering the principles over
the procedure. MNaybe it is time to shift to increasing the valuing of &
curriculum eoften fecuses on an appreciation of doing things that are
efficient and effective, a coming up with the right answer. These
qualitiss are rewardsd through evaluation. The clear message is often
valued ontological and epistemological reflecticas on the process?

Now would we convey the idea that being in touch, in tune with other
human beoings as valued for its omn SARS mot just as it effects outeomes.
Could the ethisal attitude withia the classroem or climical situstion
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hierarchical power. This is the kind of atmosphere in which nurses would
be able to imagine and explore the poseibilities of preferred realities.

Neather: When I graduated from nursing in 1975 and when I first
started practice, I probably really didn’t see the patient.
When you first start out you are overvhelmed by the rules and
doing everything right and all the machinery and all the
technology. As soon &8 you master all that and get some
confidence, then you can see the patient as a real person and
not just somebody you are doing something to. I think that
ability is evolved from talking to the patient, talking to the
families, hearing the gquestions they ask and the things they
are concerned about.

Noslla: Nere’'s an example. Ny daughter Tammy is in aursing
school and she had to do a Auraing care plan on this lady and
it was for mutritioa. Nursing care plans just never made it
with mo. They mahe sense to me but net the vay I had te de
tham. But she pheoned me up the other day and she said, "my
patient won't eat breakfast in the morning. B£he never eats
broakfast in the merning se vhat sheuld I de?" I said, "Just
affer hor what ever she wants - a cup of tea or something.
She doesa’t have to have a full breakiast just because she'’s
in the hespital. Tell her you can probably offer her a piece
of teast maybe at 10 o‘clock ia the merning. You are a
student surse, you have lets of time, you are catering to ene
pationt and she’s net a very ill patieat.” Be ahs wrete that
te hnov whe did she got that infermetion frem. She said, "Ny



172

eat!" And Tammy said, “Vell, let’s phone a dietitien." B8So
they called the dietitian and she said exactly the same thing
that I said. Don'’t force her to eat if she’'s not used to it.
Food her later or just tell her the options. 8She can either
eat now or she can eat at lunch time or she can have her
husband bring her in a little something half way through the
morning. But they would not accept that!

Noella’'s story may speak of the extreme case but nuree educators are
often accused of living in ivory towers and not in the ’‘resl’ world.
Neather’s recollection of her nursing being technically focused in the
firet years after graduation is a common report from many nurees. What
might be some of the underlying factors in these perceptions? Are young
nurees overwvhelmed by the rules because they are marked wrong when they
sesk out advice that is ‘logical’ in practice or evolves from talking to
the patients, listening to their concerns. Now do we as nuree educators
value the practical, reflective wisdom of praxis?

We are very eathusiastic in promoting research utilisation. We
sandate the ineserporation of theory jato practice. Theee are indeed
worthy gosle. Nowever we are swch more retiocent about embracing the
thoughtful knowledge of experience. Often I sense that we fail to
scknowledge that this understanding is a different kind of knowledge. And
if we do appreciate that fact we relegate it to that which must be learaned
after the formal nuree educatiom periocd. Ve also are freguently ademant
that practicing nurses who choose to returm to uaiversity, set aside these
underotanding and take on & more °‘echolarly’ approach - lesving behind
their ‘sscond-rate’ comprehensions.

Theee narretives evohe in me & desire to be personally vigilaat in
showing a balanced respect for & varisty of different ways of kaowing.
This stanee may be ocompareble to what Beleaky et sl. (1906) esll
‘csnstrueted hnowing’ wvhieh is a precese

of weav segether the strends of rational and emstive ond
of the of cbjostive and subjestive haswing (p. 1M4).
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, Most of the women we interviewed were drawn to the sort of
knowledge that emerges from firsthand observation and most of the
educational institutions they attended emphasised abstract ‘out~of
context=lsarning’ (p. 200).

Teachers, as well as students, yearn for an atmosphere less
acadenic and more intellectual, but the teachers are unable to
reduce the pressures and the students are unable to resist it ...
(p.- 208).

allows time for the knowledge that emerges from firsthand experience ...
encourage(ing) students to evolve their own patterns of work based on the
probleme they are pursuing” (p. 129). This is what thess nurses are
telling us they do aftar they leave the education setting. This is what
of practice. Benner proposes that knowvledge embedded in practice is
indispensable for attaining nureing expertise. Now can I as a nuree
educator bring the realities of practice, the realities of living into our
classroom? One of the poesible approaches would be to include the
narratives of the students and of other nurees ia order to better

Shaunas Ry degree helped me get all over the place. I did a

posting in an ICU, and aftervards, one of our classmetes said,
“You should go and work there and maybe that will give them
pocple.” I’'d love to geo there and say “Yeah, I am going to go
out there and change the werld, but I’'m afraid that the world
will change me!*
Remain hoalthy, streng.

Terris Bevause that happens all the time. You are the asw gred
= you’'re the now persen sening ia ~ you have a asw attitude,
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Shauna: *Graditis”, when you tirst come in, that's the medical
torm for it, you'rve sick in some way, “You have graditis®....

Chriss Ny experience hasn’t been a negative one in sort of just
waiting it out. I think I did my thing and what happened was
that I brought people on my side. I think that very gquietly
that'’s wvhat ended up happening. If you think about the people
you work with, they might say, "Oh, this is & really hard
nosed nurse”. Well, that was true, we didn’t alwvays see eoye
to eye on things, but I felt comfortable with those people and
80, maybe what I did was that I kept on being a role model.

Sandy: Often it isn’t something that you are aware that you are
doing different or even avare that you have & veried point of
view. But you'’'re heads and shoulders above some of the other
people who have never given it any thought end don’t guestion
why. '

This discussion explores what we as nurees do with ocur ideslism when
our personal visions do not fit in with the sainstreas imeges. Shauns, &
reocent graduste, is cager to share her attitudes for more personalised
patient care yet she is labelled ‘sick with graditis’ eo that her peers
can ocure her back to ‘normalcy’. One optioan is for the nuree to just hold
hor own - to remain heslthy and strong (an interesting coatrast ia
mstaphor). Chris, a very seasoned nuree, saye she has had positive
experionces in gquietly waiting it out and that as a role socdel she can
sonetimes bring others ‘on side’. Sandy reminds ue that even if it is ot
an unooneciocus level, what is required is that we live everyday with &
vision of what might be possible. What gives these nurses courage snd
ocomfort to meet the challeange of being true to themselves when they msset
other nurees with whom they doa’‘t always see eye to eye?

On a personal level I woader do I always exhibit the ’istestinsl
fortitude’ to take positions that are not ia the mainstream. Are there
times I'a hesitant to venture out of & senfortable closet of sscaptablility
to veiee an alternate viewpoint? Ia the discuseion sbove, the sdvovesy of
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nurse educators. But sometimes the position we might feel compelled to
stand for is viewed as more marginal. A popular use of the idea of
"margin® by some postmodern writers draws attention to the fact that the
thoughte expressed in the margin are a response or an addition to the

Recently at a university convocation, a graduate of a baccalaureate
program for nurses and the recipient of the faculty’s gold medal for
highest academic standing, chose to make a statement that caused a great
deal of discomfort to many of her classmates and most of the faculty.
During her undergraduate years she had experiences and evidence which led
hor to balieve that the university at large was engaging in unjust and
oppressive research, policy and practices. At the commencement ceremony
she wore a placard which stated that this university stands for 3R‘s)
Raciem, Rushton and Repression and that she was ashamed to be a graduate!
There was a gasp and hushed whispers from the thousands in attendance and
a lot of soul searching and reflection on the part of the faculty. We had
epent several years encouraging thess graduates to endorse principled
might develop their own ethical voice. We sought to help them aoguire the
wisdom of the °‘bigger picture’ of life. HNad we falled or was this a
testimony to the embodiment of those values? We might not each persomally

our lived ourriculum for dissent. Maybe wa will increase our
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Sandy:

Chrie:

Chries
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you reflect and you use "F9 atataments®. That is how you do
ie, that is how I was taught.

I look at it differently now; for some of us that view
is 8 little bit alien. Ve are looking at the situation and
using totally different skilla. There were certain things in
communication class that they said were not therapeutic
regponges but I don’t know because I get pretty good results
with some of them.

It’s supposed to be blocking to use your head and I'm a
head nodder.

Yes, me too. And there were other examples that were
aljen to me in the sense that I was huving to not only learn
the askills but look at what I had been doing in terms of
things that had been working and things that don’'t work. I'd
think, "Ney, wvait g minute, my sxperisnce tells me something
different!”

I vonder why wvas "therapeutic® so fereign? Before the
classeg I felt like I vas therapeutic and it didn’t feel so
uncomfortable.

Yes, uncomfortable and not me -~ maybe that’s just it,
It’s almost like you are trying something out.

I think maybe you need to be a combination of this
‘objective—therapeutic’ and yourself. It's a judgement call,
as things are going along, you decide where you are going to
be therapeutic objective or you yourself.

And sometimes you go back aand forth. BSo I’'s mot sure
that I alvays wvant te be therapeutic. I’'m met sure.

*Therapoutic’ in the strioct sease.

Yeos.

(132111213133 1711117111]1]]
At the time of my first eatry iato the hospital werld,
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emotionally with people because it would be the ruin of you:
because you couldn’t bear to expend that energy, because it

Sut later on I just thought, "Ny goodness, I can’'t do
this any more.” I have to throw it all te the wind and many
of those people are nov my friends because they werea’t just
patients, they weren’t just people I cared for, they were
poople I truly cared for. I'm very close with some of them.
I am meaning yes, they are people we care for in a
professional way, like we apply our nursing skills, but yet
I'm saying, I have to take that word back to its origin
because I care for them with my heart.

What does it mean as a nurse to be therapsutic eor to g¢give
professional care? This conversation would suggest that nurses in
practice do not always keep the same definitions that they were offered in
their educational experience. Again we see a valuing of praxis and the
dovelopment of a practical wisdom of what works. But I also hear a more
profound rejection of the desirably to take on a therapsutic professional
sask. I cense they are opting ia faver of a more authentic presentatioa
of self to the other. This somshow enables the type of ‘care’ they sesh
to ongege in, a care which is based on mutuality and respect.

I wonder, hov often do I take refuge, mentally or in my actions, in
saintaining my professional role as professor? If I ceak personal safety
in kesping the asuthority and proper distance of that role it certainly
008 MOt promote the sense that the studeats and I are ia these
educational pursuits together. It is no wvonder mures te
avoid cogaitive dissonance, by proscribing a professional distamce for
their otudeats.
prefossional privilege, to give wp the exnalted pesition of ebjestivity, te
ooms dova end live vith/as fellav hunan beings - teashars with students,




i7s
nurses with patiants. Does this endorsement of our fellowship reject the
responsibility of leadership? I think not. Acknowledging the common ties
fully, to understand curselves and each othar in this bigger matrix.
This can be sxperienced in tha classroom through mors egalitarian
processes, negotiated goals and shared valuss in evaluation. 1c 1is
probably observed most clearly in the subtlety of language in dialogue.
The royal "we" dissolves into multiple "I"s.

Nancy: The inservice staff educator was there with you during
orientation. You would buddy with somebody else but she was
alvays there in the bachground making sure that you weren't
being left hanging; or if you got sent for something, she’d go
and help you get it ready. She was there until you had
developed that rapport with the other staff so that you
wveren’t feeling intimidated.

weesaneaNesRRRRRRERES
Sua:s If pecple needed me to be there with thes while they
were grieving, I vas the kind of persoa that it was okay to be
with. I was & safe persoa to ory vith or talk with or share
the memories. Professiomally too, I hope that the little time
I’ve speat wvith someocne, they would feel that if they had that
aved, it doesn’t scare me to spend time with familiea doing
that. I foel like it’s really a privilege to be part of that
with people. It’'s sad but there’s something okay abeut it.
I never learned how to be there for people ia mursing
school. You can learn how te care for pecple, how to listen
to people and respeand. I toek ene ceurse last year - &
did a video tape. We had te leek at curselves, talking te
someone else with a preblem. I was very sileat during the
interview. I didn’t say a let of things bessuse I dida’t feel
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it was appropriate in that asituation. If I were a patient,
I'd think it’s part of a nurse’s job. I just wouldn’t expect
& nurse to put a little bandaid on my thumb and say, “"Vell
come back in a week and get the stitches out.” Anybody can do
that. Just kind of makes it so technician-like; so maybe
learning how to care should be a part of a nurse’s education.
Narie: I see university as more seli-study and I learn a lot
botter with an instructor in front of me. Therefore, if I
could get my degree through college, I would be more
interested than going to university because university has
alvays scared me. I feel there’s less personal relationship
at the university. You might have a relatioaship with friends
but with the instructors and the faculty the relationship is
very distant and that has alvays turned me off from applying
there.
mmm--meteumatmtu
relationshipe in nurse education. Banoy’'s inservice educator was there
for her, in the background so she oould learn and develop rappert (read:
not be left hanging or feel intimidated (read: awed by fear to ceatrol
mureing school, patiente find her a safe person to ory with, talk with and
share with. She finds those a privilege end not ecary. Since
boing &4 suree is such more than baing a techmisian, sursing sdusstion
learne botter face to faoe and the peospect of only “distant”
relationships scares her and turns her awey from educational geals. Three
being there with others.
lesal chagter of the Conm
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1993 MNational Conference of that organisation. The student, Lorena
Iachetta, gave permission to include her voice as she offered a reflective
paper on the experience of preparing and presenting that address. Nere
are excerpte from that paper.

The phone rings. 1 have been selected to present wy ?ﬁ:’ at
the CNSA MNational Conference. Again the feelings o fear,
insecurity ... but in reality it is the fear of acceptance, I know
I gap do it, but will my peers accept it?

1 have been empowered by the many interactions throughout my
nursing education. I have been nurtured by my peers, .y family and

professors. I chose the topic of empowerwent because I had
sonath important to :nr and to shars with others. T™he
Wéz;nj'., was complete and it was time to come before my peers.
Again fear.

As I stood at the podium, I felt a sense of security, 1
couldn’t explain it, the environment was an accepting one. The fear
was gone .... The presentation is over and discussion estarted.
Reflections on the comments from the delegates on situations that

oy had felt powerless in, were rooted in the common thems of

feeling afraid ... the quivering voices, the silences, the stories
spoke volumes. Scmehow I felt I had reached somecns ... we had come
together in a common g&h nurses discovering themselves. I will be
forever grateful to the faculty who have helped me find the wings to
fly and for lighting the path to a fresdom from fear.

(Iachetta, 1993)
We muet embrace the responsibility to be responsive to our studeats,

Chris Care is like b ing with, and it’s about being, an
expressioa of being.

Sandys It’s about respect.

Shaunai The vords that youw use to describe "care” = are they the
same things that you were looking for in your studeats?

Cchriss Yeoah.

Shaunai There's something else that Sandy said about comfert
eried epealy at the mevie. They weuldn’t be cenfertable deing
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Heathar:

i
looking for, and it makes what you call a ‘good nuree’.

It’s a natural thing. If a student didn’t have those
characteristics and she'd say "Chris, make me a nurse.” I'd
say, "I can’'t gtall you how to be like that.” I mean I don’t
know but I guess I think there’s an instinctive characteristic
about it .... (pause) You know how I think we teach that? I
think we do it by role modelling. As a teacher, to some
extent I Aelp students with what to say to explain their
agtivities with the patient, but pow they say vhat they say I
think I teach that by role modelling.

1213212212322 222212 14})

It’'s sort of inculcated through training that the last
the patient’s needs or the family’s needs or the doctor’'s
needs or the head nurse’s needsl

You know what would be a bhelp is if during owur
really comfortable in dealing with those feelings. Now can
did you do good and what did you do bed?* and I doa’t remember
dwelling on how I felt about it. I’'d sever seea a siok persoa
bafere and how I felt about that. “Did I do catheter care
right,” net how did I feel about doing that. It’'s not alvays
comfortable to deal with that either. I mean, how do you get
up and give a lecture oa it, how would you make it meaningfel?

It’s hard to hnev whea you'sre safe emetienmally te be
connovted with a patisnt and when you aeed teo distanee. I
think it depends what else is geing ea ia yeur life. If yeu
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Nancy:s Vell, yes, and also wvhat’'s been happening at work. If
the week before you've just been through hell, you’'re just not
ready to invest yourself ....

Maureen: You just can’t do it again.

Nancys So it has a lot to do with whether you feel you can
invest or give that much of yourself and still protect
yourself. There’'s times when your energy’s high and you can
do it and there’'s times your energy’s low and you know it's
going to take too much out of you.

Chris etarts out "care is like being with ... an expression of
being”. It would be fruitless to offer a course "Being 101" (you can‘t
give 8 lecture on it) - it’'s & human "natural thing” and we lwelp othere
develop their own way of being in the world by role modelling owurs.
Heather and Sue report that although they didn’t sxperisnce this in their
own ‘training’ what might be helpful would be to explors one’s own
feelings and becoms comfortable (read: becoms strong with; relief in
affliction, ORD) with those feslings. They ask how can we be there for
that throughout their mursing practice it is important to consistantly be
in touch with your owa level of emergy in order to be able to be safe;
protect yourself and yet be able to get involved; invest and give of
yourself. Invest is a significant word here because it suggests the

giving and receiving back that was oftan pressnt in tha nursss’ storise.

NHowever, is the inclination to give too much, to mset everyons
else’s needs and ignore your own sometises valorized in image of the
‘selfless’ dedicated nurse? Is this stersotype supportad by the gendered
traits inhereat in the good mother, devoted wife and dutiful daughter?
These truly are ‘salf-less’; the eelf in those images is merely

instrumental. Sow 40 wo a8 nuree oeducators assist murses with that

undorstanding of how ene iso eabedded in iife?
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I sense that it starts by getting in touch with our own being - our
feelings, our afflictions, our desires and ‘comfort’ ourselves that we are
‘okay’. If traumatic experiences have left us as ‘the walking wounded’
how can we assist others to grow and heal? In today’'s psychological
vernacular it probably means getting in touch with and ‘doing your own
work’'. How else can we role model a way of being that is helpful to
others?

In addition I think extensive possibilities can be opened to

explore their feelings as well as their thoughts. And although these
insights are not conducive to lecture, they can be facilitated through
discusesions, journals, gquestions and & nonjudgemental respectful
listening.

In this study many narratives spoke of how nurees anguish in fear,

insecurity, self-doubt and a frenstic trying to please others. MNuch of

our students to learn to be aware of their own experiences and of how to

be there for themselves. But it seems that ‘being’ present begine with

self.

Mespact the sacred

Noella: I remember being in the ambulance one time whean I was
very new at this. The driver of the ambulance vas an ENT and
he also was the youth minister at our church and he was a
*seal kind of guy". I was losing the patient that we were
bringing in and I said to him, *What do I do? Ne's goimg to
diel® “Now do I keep the life in this body - it's up to me to
hoop this life.” Ne said something that just kind of hkneched
me back on my feet. It was, "It’'s sot you that holds the heys
to life and death; it’s God.” That took such a weight off of
®9 thet nev when I deal in any emergeacy situetion, I doa’t
have to worry abeut heeping the patieat alive. I just have te
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cseeneseseRRRREREROREN

It wvas my £irst year of nurses training. This gentleman
was brought in. HNe was end-stage COFD (a chronic debilitating
lung disease) and he was dying. They didn’t have any beds so
he was put in the treatment room. Ne had no family with him
and he wvas wide avake and he was sitting bolt upright in bed.
He was purple and his eyes were bulging and all the veins were
bulging in his neck because he was just straining to breath.
He had nobody with him and the look - he had just such
desperation - the look in his eyes - that’s 20 years ago and
I can remember exactly what he looked like. I was working
evenings and I remember that every minute I could I would go
in and sit with him for a while and hold his hand. I should
have just told the other nurses that I was going to stay in
there with him, but I was a brand new astudeat and I thought I
had to go and do the work so I'd go and do a bath or wvhatever
and thea go run and sit with him.

Z remember vhen I first beceme a nurse and I was dealing
with somebody whose relative was dying and I never knew what
to say. I was oaly 19 or 20 years old. I don’t know that I
had settled my own feelings and decided what gy philosophy of
death was and here I’m supposed to help somebody else! Then
as you get older, you realise that there isn’t a magic phrase
to say. It’s just giving the other person an opportunity to
say what they want and being comfortable with death and
doaling with people who are upset.

VO NNNVEORCA L0V OOOEH

Z think to a large exteant that spirituality has left the
hoalth cere system. Whea I was ia aursing scheesl, yeu
seutinely ashed & patieant on admissien, of their religieus
affiliation and did they waant the pastor to visit them whea
they were in the hespitel. New we caly seem te do it if it's
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a4 ceritical situaction and even then, so0Me nurses aren’t
comfortable doing it any more. It’s almost like in our
society that aspirituality in the traditional wsense is
something to be ashamed of. I remember when we first
developed nursing histories, there was a lot of discussion
wvhother it was proper to have it on the nursing history forms.
Vas it an invasion of some kind of privacy?

In the neuro unit, we get a Jot of native indians and
they alwvays want to burn their sweet grass and we can’'t let
them do that, especially if there’s a ventilator attached to
the person. But we encourage them to bring it in and we've
actually sent lots of people down to the morgue, holding their
sveet grass.

(23221222222 222% 222 72)]

I think it’s a real privilege to be part of the happy
things of people like when a father comes in and sees his nevw
born baby. I will always feel emotional when that bhappens -

I always get real choked up and I just rush over to say, "Do
you want to hold the baby?" or "It’s okay to kiss her.” 1It’'s
just wonderful to be part of that and I‘'d never be part of
that if I was doing something else. It is sharing their joy
and their sorrow but sometimes it’s really hard too. Those
are the things that keep me going back. Those are the reasons
why I'd say to someone, "Yes, become & nurses; be a good nurse
because good nurses are emcvelleat; don‘'t be a bad npurse
because there’s ao room for those.*

the realisation that she d4id not hold the keys to life. Onoe wo give wp
the delusion that we hold up the weight of the world, we can stand wp in
diffioult situations. Neather carries a regret for over 20 years that she
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had no language. She felt there was nc way of telling the other nurses
that it was more important to be with this desperate dying man than to go
about the tasks of her nursing duties. It is interesting that Nancy and
Maureen recognised that in today’s society (and the health care systam)

concerned about invasion of privacy. Yst it seams that it is more okay to
be cross-culturally accspting of a native person holding sweet grass than
someone finding solace in a bible or a rosary. Sue reminds us what a
privilege it is to be present for the mysteries of birth and death. And
that this is what kesps her in nursing - the calling to bs an esxcellent
nurse because there isn’t room for anything elss.

Sue is not the only one choked up when encountering such joy and

sorrow. As a nurse sducator I am humbled and stand in awe at my own

remind us that neithsr we nor our planned curriculum are the kay to that
‘becoming’ but we can only 4o the best job poesible to assist them on
their journey. This may well include helping bring to expreseion that
which often borders on the ineffable. We are challenged to damonstrate in
our actions an honor for the sacred in our own lives and a visible regard
for the spirituaslity of others. The limitations of the language of
education and health care today make it =0 easy to render the sacred
invieible. We are called to make our visions whols again.

I do not start this last section with an example from the narratives

compelling testimony. They have offered us the wisdom of their insights.
into the fuwture in our relaticeaships with others ia our professional
peactioce.



CHAPTER VI

EPILOGUE: RE/MEMBERING WITH NURSES

An epilogue is the final part of a literary work that sums up or
concludes. This is the position in which I parceive mysalf, howaver the
work of this inquiry is not really over. It ssems nevertheless to be an
appropriate point in time to comment on the process of this ressarch. The
purpose of this last chapter is to reflect both on the sxparience of doing
this research and how this ressarch speaks to the context of curriculum-
as~-lived in nursing education.

The & I £ This J ¢

I say that the work of this inquiry is not really over because in
talking with the nurses whe joined se in the production of this text,
there is a sense that both tha stories we have sharad and the exploration
of meanings which began in our discussions, continue even now in our
lives. Our experiences together have provided additional vantage points
from which to view our lives as wa listen to the echoes of discerning
voices. These understandings continue te inform us &8s W CORpOSS Our
lives. Nary Catherine Bateson (1989) reminds us that the art of
improvising our life as a work in progress involves

recombining partly fasmiliar materials in new ways, often in ways
especially sensitive to contaxt, interaction and responss. (p. 2)

Women today read and write biographies to gain perspactive on
their own lives. Bach reading provides a dialogus of comparison and
recognition, a processe of mamory and articulation that makes ona‘s
own experience available as a lens of ampathy. (p. 8)

What are the possible transfers of learning whea life is a
collage ...? What insights arise from the experience of
multiplicigy and ambiguity? These are questions in &
ml:ou viiich we are all increasingly strangers and sojourners.
». )

One aspect of this journey which was sspecially perplening for me
was the guestion of whose voice(s) was(were) producing the text? I
initially sought refuge ia the metaphor of chorus but later found the word
problemstic, it seemed much too nalve. 1 worried that it did st
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iss
of power as the ‘choir master’. This area becams . focus of =Sre CERCern
both in response to discussions with academic c=::&=jues -=sgeulal with
possible research bias and also from my own gendmrwd responss to aehars in
not wanting to be assertive or directive in the pr=—ass.

understanding. The nurse participants had no peeliem » all with the idea
of multiple voices. As we got into our disomssion= thiy helped me to
understand how this was possible. Very early in S.: saatings, our time
together took on the qualities of ‘Beings in relstienShip’ - although none
of us would have had that label for it at that time. “"Voice" was not
problematized in the egalitarian interactions of an organic community.
Dynamic autonomy imbedded in a contextual matrix with others was not 4
contradiction. Ownership of a unigue voice was a non-issue; of course it
was unigue and of course it was connected. Ambiguity was not the
dissdvantage of obscurity but the advantage of multiple meanings. My
responeibility was not the power to control or support but the call to be
responsive to our conversations. It is easy to say "of course” in
hindsight. Nany of the participants have described an experieance of
growth, joy and comfort in being pert of this inquiry. The following are

response when they read the draft of this text.
1 am very impressed with the work that you sent and find it
fascinating. I read your findings and find myself nodding my head
et 1T 00 Line; e vhet I'vas meaningoy T oo ther 18 eastiy
(Neathar)

(1221213211321 123 1212 2]1)]

!uﬂqqlﬂﬁmmuﬂ“h‘ptﬂ‘ 1 wonder ... will
if diseertations e r to yours are put ia the hande of medisal
staff? Where will nursing end up? Now much impect will we as
mﬁhﬂdﬁmm“&“ K ning
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When reading the parts of your dissertation one of my first thoughte

was that nurses have soc much to negotiate in their work lives. Our
responsibility is great ... I enjoyed participating in this study!
(Sue)

1237222223323 3022 202} )

1 was quite intrigued to see how you made connections and saw themes

in your work. The themes and your interpretations of the nurses
stories all seemed to fit for me. I marvel at how much work it must
have taken for you to tease out the thames and recognise the
commonalities in the stories. I look forward to reading the
finished product.

(sandy)

It is s0 interesting to read the narratives. It confirme what many
S ine Ee ™ o rarratives ave excoliont! I feel ab thovgh
you are writing about me (one nurse in a million); the feelings,
thoughts, fears, frustrations, happiness and “perks® in a
(Terri)
As others began to read this text, [ was intrigued by the diversity
of responses. MNurses, especially nurses involved primarily in patient
care, often responded very positively to the reading of other nurees
discussions. Nawaver, some individuals, particularly noa-nurses and/or
those from the academic community were less at ease with the format and
content of the text. Although their concerns were expressed in slightly
different ways, it seems there was a difficulty in perceiving ‘the point’
of the ressarch. Some even found it confusing or boring. I take this
range of very sericusly. Now do these variations inform me ia
future research endesavours? In what ways do previous experiences amd
personal subject positions enable/limit the reading of others livee and
the understandings of those lives?
moareceptive or eritical resding might be partially rooted ia & devaluing
of isterpretive emperiantial knewing; but this did not always ssem to be
the case. Another explanation might be the absence of a certaia tecit
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A philosopher colleague recently stated that she perceived that the
philosophical view that might closely fit with this inquiry was one which
is clearly explicated in Buddhism. Her underlying concern was that the
nihiliom and unmitigated relativism of the skeptical postmodernists did
not fit this research; I wholeheartedly agreed. She outlined that in
Buddhism

all knowledge is perspectival; ... all reality is a process of

interacting conditions. The point of developing mindfulnass is to
let go of hanging onto things as though they remain the sams.

Identity is a matter of processing perceptions as ons participates
in what ie actually there.... Ontology and epistamology are
inseparable from each other in this perspective.

(Tomm, 1993)

These comments may offer some possible insights on why the variety
of readings of the nurses’ narratives.

It ie the rare nurse in North America who would articulate her
philosophy to be Buddhist, however, I believe from my experience of living
in the world of nurses, most would not find thase views ‘foreign’. They
would describe being in touch with a world that is changsable and hard to
put into words and that "being there®™ is to be responsive and respectful.
For them “knowing about” and “being in tune with” what is resl is
intrinsically intertwined. In addition nursing practiocs incorporates
responses or goals based on values; clearly normative in nature (whioch is
also oconsistent with the Buddhist view).

In his recent article Aspects of -muc;- and Ways of ninrinj ia

the types of knowledge, theory and ressarch needed in a mem
diecipline. I belisve the cviwvarsations in the previous ochapters
demonstrate that many nurses in practice often already have this paradigm.
Our “gsserch” needs to take us into conversations with our practioce
colleaguss! Perhape it is the position of being esbedded in practice that
ongenders ocertaia ocultural b gé thit purmit an istegrating
peredign.
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the situation of discourse, it is created or instituted by the work
iteelf. This is an "appropriation” of the text and its application to the
present situation of the reader. "It is not a question of imposing upon
the text our finites capacity of understanding, but of exposing ourcelves
to the text and receiving from it an enlarged self” (p. 143).

Sandy, ons of the participants commented in a recent letter, "You
might find it interesting that I wrote my self-introduction before 1 read
what you had written about the significance of how the nurse imagines
herself and knowing where she is coming from.” She wert on to say that
the text "Once again echoes of something I need to pay attention to, for
myself.” I believe these “"echoes for myself,” and Ricoesur’'s “"receiving
from it an enlarged self” are similar. The significance of this research
may be understood as the ability of individual nurses to hear the
reflective voices of their colleagues and receive from that experience an
enlarged self, a better understanding of how they stand in life.

Are the nurses able to appropriate the text more resdily because of
a tacit knowledge or understanding which parallels Buddhist views of
reality? Is there something about their life as nurses which promotes the
development of a mindfulness, through perticipsting in the process of
interacting esmditions? What permits us as individuals to expose
ourselves to & certain text? These questions directly impact on the issue

AS a nurse, a nurse sducator and & ressarcher, I have a notion that theee

questions and their possible responses will pursue me for a long time.

I will speak now about how this research calls me to think about and
respond to my life as a muree/teacher. BDecause I have heard the voices of
these nurees I am able to sonpare and re-menber ny owva renswed iseginsticn
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baccalaureate and graduate students. I am called to think about choices
within this work life in a way that has been informed by this inquiry.

As I think back across the journey of this research, the voices of
the nurses in our many encounters and in multitudinous conversations come
to my ears. In the research process I have relived these moments through
the repsated playing of our video tapes. I have watched with care as the

pages of this text. I now wish to arc back across the polyphony of those
narratives. I use the lens of those stories to focus on the reflections
from the story of Mary and the experiences in my own practice which
initiated this pilgrimage. I revisit thoss reflections as a person who

search, having received from it an enlarged self. The themes from this
ressarch spaak to my current life with students and colleagues imbedded in
a nursing curriculum. I sngage my reflective voice of the past with my

In Chaptar I - Mamsmbering with Mary, 1 questionad the axperience of
jered if the tschnologieal

being a nurse in an inteneive care unit. I we
gift of "secientific certainty” was a blessing. The purpose of that kind
of unit was thought by many to be the saving of lives. The cardiologists
and the cardioclogy nurees spent years refining their knowledge and skills
to apply the ‘cutting sdge’ of technologisal advances to patisats. We
vere conditionsd like fire horees to respond to the sound of the hall and
the smell of danger. Yet there was nothing in our state of the art
wedical magic that would significantly change the outoome of that day for
Mary. That expariance challenged ma to take A now and critical lesk at
rekindle a passion.” What "roots of nursing" did I sesk?

the ssntant of a murce/prefesees ia a wniversity fasulty of mmreiag.
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Do I now profess or lay claim to the gift of academic wisdom, since
the purpose of this kind of institution is thought by many to be the
bestowing of knowledge. The parallel for me is alarming. As educators
and researchers we spend years refining our knowledge and skille to convey
the cutting edge of nursing to our students. We are conditioned to
scrutinize the scholarly references, checking academic genealogies,
critigquing the conceptual clarity of our frameworks. However, I wonder,
what is there in our state of the art academic magic that will
significantly change the outcome in the daily lives of nurses?

The voices of the nurses tell me they believe the roots of their
professional practice that gives them stability and nourishment are found
in personsl relationships embedded in practice. It is the being in touch,
intune, the making a difference in another’s life that enkindles a passion
in their work.

Today, as on that Sunday morning several years 4go I am challenged
to take s renewed critical look at what we are doing. How does the
currioculum I live with the students honor the roots of personal
relationship?

At the center of Mary’s story was a wondering about the experience
of recognizing an Other. From the first moment of our enoounter there was
something about her person that came out to me, some recognition, some
muatually though sileatly acknowledged kinship. What permits us this
*recognition®?

Through this inquiry nurses tell us that the experience of sncounter
that they value is that of belonging in the bigger matrix of an orgasic
eonstrained by depsndence. They desire a sense of self that is both
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differentiated from and related to others. They speak of others as
subjects with whom one shares enough to allow for recognition of their
independent interests and feelings.

Hiow do I now role model or foster in mysglf and others the capacity
to receive another face to face? Does nurse education lead us out (L.
educare) to recognise the other in dialogue or does it often lead us into
a ooluqquy in the confined safety of nursing‘'s prescriptions and frames

of reference.

Rasponse
I wondered what enabled me to respond to an Other? I guestioned how

I found myself assigned to that part of life’'s play. I felt myself to be
ad-1ibbing the way I was present. What prompted my desire to insert those
particular lines in that special experience? Al was initially stunned
into a voiceless helplessness. However, he regained his speech to talk of
life shared with Nary, to speak of a warm and vibrant woman. Ne
remsmbered, put together again, what was essential in their presence to
each other.

In the context of nurses’ education, how might we respond to an
Other in our professional lives? The nurses’ narratives clearly
articulate a preference for interactions which are respectful, sutual, and
responsive to the ‘person’ of the other.

It is difficult to reciprocate in a reply to students and colleagues
that is mindful of respect and honor when we are immersed in a patriarchal
institution. Acedems ‘cares’ for its members through control/support; the
asmbers in turn have the duty to conform to ite rules. This ranges from
the dictates of Senate rule to the dogma of the Canonical Texts. 1Is it
poseible to regein cur speech to talk of our shared life - to put together
again what ie essential in our presence with cach other? Do we ad 1ib the
ssript er ean there be come dosp re-usmbering frem reflestive prestiece?
fren boing human?

Bahadiad sexins

In the euporionces with Nary caring wes enbedied. W fesmed &
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fellowship of caring; Mary, Al, Susan, Linda and myself. That day we five
shared in this dance, this engagement. "Care” originally meant to "mourn
over a bed of trouble or sickness.” As 1 look back to that day I see that
our fellowship journeyed through the lived-meanings of “care” in a way
that paralleled the lexical definitions:

=~ to be troubled, uneasy or anxious...

- to take thought for, provide for and look after...

= to have a regard or liking for, as worthwhile...

-~ to have a fondness or attachment.

This mourning/attachment was corporally incarnate. We danced the
patterned movements of this care in flesh and blood upon the sarth. Tears
and laughter were evidence of embodied spirits. This shared ministering
took multiform concrete expressions.

Our engagement of care with each other in the lived-curriculus often
journeys from mourning over a bed of trouble to a fondness or liking and
back againt In the context of nurses’ education this mourning/attachment
are aleo corporally incarnate. However we are disadvantaged in comparison
to the practice setting. Our world of the curriculum magnifies the
importance of the life of the mind to such an extent that bodies are oftea
perceived as that vulnerable, service-oriented part of the human being
which merely carries around the head to do the important work.

The voices from practice speak of an embodied ‘caring about’ which
attends to the detail of the other. Shared ministeringe are coantextual,
pereonal and fluid. Now might we ‘come to our senses’ within the halls of
higher learning? The body-mind schiem must be reunited before nursing as
‘hoaling’ will emerge from this professional preparation.

Zha_space hetuesn

Mary helped me to understand a living/dying in the space between &
technological world and a world of being? While we were esbedded in an
idicesyncratic, ambiguous, human condition, we aleo stood in the midet of
a legieal, ocderly, predictable, technolegicsl werld. It was an
oppectunity to fiand streagth ia the coming tegether of these plurslistis
zealities.
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The recurrent themes in this research speak of the multiple
realities and diverse perspectives surrounding the nurse in her everyday
life of practice. The nurses tell us that although this pluralism i
often problematic they would not wish to wsimplify their worlds by
outlawing conflicting perspectives. They see an opportunity for a
comfort, a space to find strength in the coming together of the sacred
with the secular; the humans and the technical; the material and the
inaffable.

It is in contemplating this aspect of our situation in which I find
myself dizzy with possibilities. It is in this goal of sharing a better
understanding of the materia nutrix that is the raison d'etre for nursing
education, nursing ressarch and ultimately nureing practice. This
multiform root sust be nurtured in its complexity and diversity if nursing
is to flower.

1 lehrat ion

In sharing that day with Mary, those of us at her bedeside were able
to honor, to obeerve our understanding of life and death. Our being
togathar in some way sade us whole. That rites of the celebration of life
and death allowed us to feel complete, socund, healed.

What will allow us in nursing education to celabrate the sense of
being complete, sound, healed? This journey really started with that
Quest;] a quaestion about the meaning of relationships in the context of
nursing. The nurses who have responded to this question with the stories
of their lives have told us that relatisnships are at thwe heart of their
professional practice. Some types of :relationship drain their energy,
coastrain the possibilities of their werk. Other relationships eaable
tham, give tham the energy to engage othars in the joy and pain that is
persenally, the journey centinues o8 I live ia sureing with studests and
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