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ABSTRACT

This project examines the nature and essence of the discipline of Nursing. The
purpose of the study is to examine the present emergent discourses within
Nursing, in a range of Settings in which Nursing work occurs. These included the
Regulatory, the Bureaucratic, the Professional Industrial, the Academic, the
Intensive Care and the Medical Settings. The journey begins through the
comparison of some emergent Nursing discourses from the time of Nightingale to
the contemporary times of the 1990s. An overview of the influences of change on
the development of Nursing as a discipline within Australia are presented.

The thesis is divided into three parts. Part I contextualises the fields of discursive
formation and presents a descriptive ethnography of each of the six Settings. Part
II presents the theoretical perspectives of the multiple methodologies used
interactively to collect data and to interpret the meanings represented in the
emergent discourses from each of the Settings. Part III provides a 'map' of the
domain of Nursing. With a strong influence from Foucault, the examined
discourses from the fields are presented as they emerged as predominant,
subdiscursive and transformative discourses.

The results of the research show that regardless of thp Setting, the predominant
discourses suggest the importance of reducing the disorder of providing health care
to a manageable order through highly skilled, reflective, efficient and organised
practice. The subdiscourses express the essence of Nursing through the 'taken-
for-granted' values that represent the beliefs and ideals of nursing knowledge and
nursing practice. The discursive transformations show the value of fused horizons
of knowledge through the application of recognisable knowledge from other
disciplines. In conclusion the nature of the discipline of Nursing is represented by
a diffuse and wide spreading domain which is not limited to the bedside nor to the
academy, but is present in a range of different Settings through the expression of
different knowledge related to nursing work.

In summary the results of this study reveal the nature of the discipline of Nursing
to be characterised predominantly through an epistemological field reflecting
discourses of multiple realities regarding the reduction of disorder to order, guided
by ontological beliefs reflecting the essence of Nursing, enriched through
transformations of knowledge reflecting the fusion of horizons of knowledge from
a number of related disciplines with that of Nursing.
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Terminology note: When the term Nursing is used as a noun to name the.discipline or
the profession it appears with a capital. When the term nursing is used as a verb or an
adjective it appears in lower case.
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Part 1

CONTEXTUALIZING THE FM,LDS



Part 1

This first part of the three part thesis introduces Florence Nightingale, the modern
'woman of the 19th Century who began the discourses of Nursing. A range of nursing

discourses through time are presented. -In Chapter I they are discussed.

Chapter 2 contextualized the study and provides a background of the movement of
Nursing into the tertiary sector within Australia and the acknowledgement of Nursing as

a discipline. More detail of the discourses and knowledge of Nursing are presented

through the six descriptive ethnographies of the medical and intensive care clinical

setting, and the regulatory, academic, professional industrial and bureaucratic settings.

2



11V3N7.LH3IN SSI'4'

/
,,1

i

t

\
I
Ì

ì
¡

,--- *"¡q*. /r'

i..
,¿ âÍ'

,tl

r\

tç

\t;.r

\
r¿)'



r859

1933

19 68

1993

NI/RS/NG DISCOURSES THROUGH TIME

If a patient is cold, if a patient is feverish, if a patient is faint, if he is sick after
taking food, if he has a bed sore, it ís generally the fault not of the disease, but of
the nursing. I use the word nursing for want of a better. It has been limited to
signify little more than the administration of medicines and the application of
poultices. It ought to signify the proper use of fresh air, light, warmth,
cleanliness, quiet, and the proper selection and administration of diet - all at the
least expense of vital power to the patient. It has been written scores of times,
thøt every womanx makes a good nurse. I believe, on the contrary, that the very
elements of nursing are aII but unknown. By this I do not mean that the nurse is
always to blame. Bad sanitary, bad architectural, and bad administrative
arrangements often make it imþossible to nurse. But the art of nursing ought to
include such aruangement[s] as alone make what I understand by nursing,
possible (Nightingale, 1 859 pp. 2-3).

I have often seen a really good nurse distressed, because they could not impress
the doctor with the real danger of their patient; and quite provoked because the
patient 'would look' either 'so much better' or 'so much worse' than he really is
'when the doctor was there'. The distress is very legitimate, but it generally
arises from the nurse not having the power of laying clearly and shortly beþre
the doctor the facts fromwhich she derives her opinion, orfrom the doctor being
hasty and inexperienced, and not capable of eliciting them. A man who really
cares for his patients, wiII soon learn to askfor and appreciate the information of
a nurse, who is at once a careful observer and a clear reporrer (Nightingale, 1859
p.101).

The real depths of nursing can only be made known through ideals, love,
sympathy knowledge, and culture, expressed through the practice of artistic
procedures and relationship (Taylor, 1933 in Henderson 1966 p.2).

More particulaþ, the...examples make vivid certain conflicts of interest among
professions within a health-service organization - conflicts between nurse and
attending physician, among [the] attending nurse [sic], nursery nurse and
physician; between nurse and resident. The activities of one helping professional
may make dfficult, prevent, or even nullify those of another - even when the two
professionals are "helping" the same individual. Moreover, a professional cannot
always decide which of many roles or goals should take precedence at a given
moment.

Stereotypes or rigidities imposed by "organizations" or customary habits are
fairly clearþ exemplified in the...examples (Dickoff, James & Wiedenbach 1968
pp. afi-418).

I think it depends a bit on the nature, the personality of the nurse involved. As a
rule the Consultant and the medical staff, [are] the ones who have to plan care
[for] the patient. They know much more than we do. We're very good and we
know o great deal in our area but there's no doubt that they know much more
about the inter-reaction of various things. There's no doubt that they [the
doctorsl have to have a major planning of the care. I think ... [in] more
philosophical discussions nurses are very involved. I think there's no doubt ...
nurses can of'ten initiate a discussion by saying weren't we doing this here,
where ore we going here, where øre we going there and, certainly contribute and
offer suggestions or things at that point. When the patients are so critically ill
they really need their basic requirements [attended to] here it is good medical care
and nursing care and the planning of that really ha.s to come ... from the Doctors
(Langdale, 1993).



Chapter 1

INTRODUCTION

Knowledge does not continually develop from the same source, nor is it static (like the

metaphor of the tree of knowledge), but rather knowledge is more like the creation of

light. The light from a flame shifts and dances depending on the influencing drafts

around it, but never-the-less it is real. The tight of a lamp or a torch will continue while

there is energy to maintain the light. The energy to create light comes from many sources

and can be manipulaæd depending on the needs of the users. It can be extinguished

when not of use, and recreated at a time of need. The development of the sources of

lighl and the broadening applications of its use ¿¡re varied and have emerged from a range

of disciplines. Light is not accumulative. It is only through human endeavour that we

can make it possible. Similarly knowledge is 'non-accumulative' (Meleis 1991). It is

dependent upon human endeavour and changes and shifts over time depending on the

culture, the history, the context and the players.

This chapter discusses the nursing discourses (as appear in printed texts) presented at the

beginning of the thesis. The discourses cover a time span of one hundred and thirty four

years beginning with Nightingale's hisûorical comments echoing through the passage of

time the complexity of nursing and the imperative of acknowledging the contextual

limitations that the physical environment places upon nursing. The discourses of the

nineteenth century portray a blurring of boundaries between various health care

environments. Contextual limitations are not just physical, but occur in many contexts

where conflicts of interest may exist between health care professionals regarding the

'...many roles or goals...' (Dickoff, James and Wiedenbach 1968) in caring for the same

person. The final discourse gives evidence of the links between the discourses of
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Nightingale's time and the present. The responsibility of planning care for the patient

continues in the hands of the doctor (Inûerview, Langdale 1993). The individual ability

of the nurse to put 'the facts' regarding the patient's condition to the doctor is expressed

by Nightingale as a skill to be developed by the nurse and to be recognised by the doctor.

Factual knowledge about the patient empowers the nurse. The nurse is further

empowered when factual knowledge is combined with the subjective essence of the

'personality of the nurse' (Interview, Langdale 1993) involved in the interaction between

the nurse, patient and doctor. Many values, philosophies and theories persist, despiæ

over a century of nursing practice.

Nightingale's metaphor of nursing as an 'art' paints a picture that includes all the

elements - both physical and non physical - of human living and death on earth.

Nightingale, the daughter of rich, social, inælligent parents, caused a furore within her

family and circle of friends when she eventually at the age of thirty and 'for the glory of

God' (Woodham-Smith 1952) followed the calling to enter the Institution of Kaiserwerth

to learn the art of disciplined caring. Nightingale denied that Kaiserwerth was a place for

'training' nurses, but was rather a place that modelled the high level of 'pure devotion'

and discipline carried out by the deaconesses when caring for other human beings.

Hospitals during the eighæen forties were filthy places of disease, and far outside of the

acceptance of her family or the social group from which Nightingale came. It was not

until 1853 that Nightingale managed to leave the cloying demands of her farmly and, with

the help of a friend, open an hospital at number 1 Harley Street (Woodham-Smith 1952

p.84). Nightingale's plans for the hospital were revolutionary. She had a windlass

installed to lift the food to each floor for the patients which meant that the nurse had no

need to leave the ward. She wrote to a friend: '...The nurse should never be obliged to

quit her floor, except for her own dinner and supper...that the bells of the patients should

ring in the passage outside the nurse's door on that story and should have a valve which

flies open when its bell rings, and remains open in order that the nurse may see who has

rung'. For Nightingale'...unorganized devotion, unorganiz,ed self-sacrifice were

4



useless' (lVoodham-Smith 1952 pp.85-87). Nightingale's discourse of eighæen fifty

nine reveals a devotion to objective discipline and efficient organisation necessary to

administer appropriate nursing care for the sick.

The principles which underscored Nightingale's philosophy of nursing were refined by

the nineteen thirties to the degree that they could be talked about as 'the art of nursing'.

The development of nursing practice and patient-nurse relationships are linked with an

underlying philosophy about caring. Knowledge of the patient through human and

cultural understanding is expressed through a caring that incorporates ideals of love and

sympathy (Iaylor 1933). It is at this stage in time that sentimentality, inherent in the

application of ideals' and 'love' in nursing, is clearly identified. The vulnerability of

human beings becomes an issue for those being cared for as much as for those providing

the care.

The nineteen sixties discourse reveals the tensions between nurses and the environments

in which they provide care for people. Bureaucratic and social systems influence the

expression of nursing. They impose rigid policy and procedures, limitations on practice

and thus constraints on approaches to nursing care. In environments such as Intensive

Care Units where health care is planned by the doctor, the relationship benveen the role

of the nurse and that of the doctor form a partnership in caring for the patient.

Communications based on appropriate knowledge form the basis for credibility and

respect of nurses and their reporting of the patients' condition. This partnership in care

places the nurse in a position of potential power as informant, 'careful observer' and

'clea¡ reporter' (Nightingale 1859). Nightingale also acknowledges the inægral paft that

the nurse plays in the provision of health care generally.

These discourses have been purposefully chosen from existing nursing discourses to

reflect the passage of nursing through the modern world. Nightingale's philosophies

about nursing represent the first model of modern nursing. There is much that links the

5



discourses of modern nursing. Historical issues such as nursing responses to the

condition of the sick person, organisation of the environment and infection control remain

the concerns of nursing and of nurses today. Although contemporary nursing has

become more complex with increases in medical technology and extension of knowledge

generally, the modern values of nursing are still reflected within the historical discourses.

Just as Nightingale called for extension of the role of the nurse and identification of the

elements of nursing in order for individual nurses to establish knowledge and thus the

power to inform and report on the patients within their care, the quest for nursing

knowledge and what is 'understood by nursing' (Nightingale 1859) continues to be the

focus of the discipline of nursing today.

IN THE BEGINNING

Nightingale's small book Nor¿s on Nursing: what it is, and what it is not (1859),

provides '...hints for thoughts to women who have personal charge of the health of

others' (p.v). The main focus is about 'sanitation' rather than the 'handicrafts' of

nursing.

Nightingale was inærested in providing information for carers of the sick; 'hints' to

improve the environment in which the sick were cared for. This, Nightingale argues, is

for use within the house and institr¡tion. The table of contents explain her inærests which

range from ventilation and warming, noise, variety, food, cleanliness of rooms and

walls, personal cleanliness, chattering and observation of the sick. Nightingale argues

that her focus on saniøry nursing should not undervalue the handicraft of nursing. She

does not seek to undervalue the practically learnt skills of the surgical or manual nurse.

She does not want to teach about the handicraft of nursing, but to educate about the

importance of sanitation. Her chapter on 'petty management' touches on a remaining

important aspect of nursing. The core of nursing is the management, organisation and

coordination of other people's healttr ca¡e within either the private home or the institution.
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The fault lies in there being no organized system of øttendance. -Were a
trustworthy man in charge of each ward, or sets of wards, not as ffice clerk,
but as head nurse, (and head nurse the best hospital sergeant, or ward master, is
not and cannot be, frorn default of the proper reguløtions), the thing wouldnot,
in all probability, have happened But were a trustworthy womt n in charge of
the ward, or set of wørds, the thing would not, in all certainty have høppened
In other words, it does not høppen where a trustworthy womtrn is really in
charge. And, in these remarlcs, I by no m¿ans reþr only to exceptional tímcs of
great emzrgency ín war hospitals, but zlso, and quite as much, to the ordinary
run of military hospinls at homc, in time of peace; or to a rtm¿ ín war when our
arrny was actually more healthy than at hotne in peace, ønd the pressure on our
hospitals consequenþ much less'. (p.29)

For Nightingale, nursing was necessarily gender related. Although the tone at times is

ambivaleng Nightingale infers that women make the most suiøble nurses, depending on

the context and the environmenr Nightingale did believe that the management of another

person's health was something that every women experienced: '[E]very rvoman or at

least almost every woman, in England has, at one time or another of her life, charge of

the personal health of somebody, whether child or invalid - in other words every \iloman

is a nurse' (p.v). Nightingale was by no means a 'suffragette', as she notes in the

conclusion of her Notes: 'I would earnestly ask my sisters to keep clear of both the

jargons now current everywhere (for they are equally jargons); of the jargon, namely,

about the 'rights' of women, which urges women to do all that men do, including the

medical and other professions, merely because men do it, and without regard to whether

this is the best that women can do; and of the jargon which urges women to do nothing

that men do, merely because they are women...'(pp.l11-112). The military influence on

nursing is reflected in the common practice of soldiers, who as patients themselves, also

fulfil the role of nurses within regimental hospitals; Nightingale states that'...soldiers are

so trained to obey, that they will be the most obedient, and therefore the best nurses...'

(p.29). This was acceptable in the context of war, but as her later comments show, not

suitable in civilian life.

The following excerpt substantiates Nightingale's encouragement of the use of women in

nursing - and suggests, a more gentle, moral handling of situations related to human

suffering:
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Upon my own experience I stand, and I solemnly declare that I have seen or
lcnow of fatal accidents, such qs suicides in delirium tremens, bleeding to death,
dying patients dragged out of bed by drunken Medical staff Corps men, and
many other things less patent and striking, which would not have happened in
London civil hospitals nursed by women. (p.29)

Further excerpts illustrate some of the central keys that represented nursing in the

nineteenth century, and reflect many of the concerns of nurses today. Control over the

environment, was in part possible in the nineteenth century and was a vital part of the role

of the nurse. For today's nurse, such control is diluted by the establishment of large

hospitals. Manipulation of the external environment is pre-empted by architectural

planning in health care areas. The field of discourse from acute care settings reflects the

inappropriate planning of hospital departments for the facilitation of nursing.

The extraordinary confusion between cold qnd ventilation, in the minds of even
well educated people illustrates this. To make a room cold, is by no means
necessarily to ventilate it. Nor is it at all necessary, in order to ventilate a room,
to chill it. Yet, if a nurse finds a roofi7 close, she wiII let out the fire, thereby
making it closer, or she will open the door into a cold room, without afire, or to
open a window in it, by way of improving the ventilation. The safest
atmosphere of all for a patient is a goodfire and an open window, excepting in
extreme temperatures. (Yet no nurse can ever be made to understand this.) To
ventilate a small room without draughts of course requires more care than to
ventilate a large on. (p.11)

But it is often observed that nurses who make the greatest outcry against open
windows are those who take the least pains to prevent dangerous draughts. The
door of the patient's room or ward must sometimes stand open te allow of
persons passing in and out, or heavy things being carried in and out. The careful
nurse will keep the door shut while she shuts the windows, and then, and not
beþre, set the door open, so that a patient may not be left sitting up in bed
perhaps in a profuse perspiration, direcþ in the draught between the open door
and window. Neither, of course, should the patient, while being washed or in
any way exposed, remain in the draught of an open window or door. (pp.l0- 1 1)

Although it is not evident that Nightingale was aware of germ theory, in a commonsense

way the nursing procedure for infection control that she presents on the basis of

aesthetics and cleanliness fulfils the germ theory requirement to reduce cross infection.

A slop-pail should never be brought into a sick room Is [sic] should be a rule
invariable, rather more important in the private house thnn elsewhere, that the
utensils should be carcied directly to the water-closet, emptied there, rinsed
there, and brought back. There should always be water and a cock in every

8



water-closet lor rinsing But even if there is not, you must carry water.there to
rinse with. I have actually seen, in private sick room, the utensils emptíed into
the foot pan, and put back unrinsed under the bed. I can hardly say which ís
more abo¡ninable, whether to do this or to rinse the utensil ín the sick roorn. In
the best lrospitals it is now a rule that no slap-pail shall ever be brought into the
wards, but that the utercils shall be canied direct to be emptied and rinsed at the
proper place. I would it were so in the private lnuse. (p.14)

Observation of the sick is an important role of the nurse, as is reporting appropriate and

necessary observations to the physician. The power of the nurse to make a difference to

the condition of the patient is evident in this excerpt The 'nurse' being present for twenty

four hours of the day focuses on the patient in every st¿te and situation, and can provide

appropriate and valuable information regarding the condition of the patient. Nightingale

encourages the nurse to practice the manner in which observations are communicated to

the physician to ensure acceptance of nursing knowledge about the patient as a credible

contribution by the nurse:

[I]n diseases which have their origin in the feeble or irregular action of some
function, and not in organic change, it is quite an accident if the doctor who sees
the case only once a day, and generally at the samz timc, can form any but a
negative idea of its real condition. In the middle of the day, when the patient is
refreshed by light and air, by his tea, his beef tea, and his brandy, by hot water
bottles to his feet, by being washed and by clean linen, you can scarcely belíeve
that he is the same person as lay with a rapidtluttering pulse, with puffed eye-
lids, with short breath, cold limbs, and unsteady hands this morning. Now
what is a nurse to do in such a case? Not cry, 'Inrd bless you, sir, why you'd
have thought he were dying all night'. This may be true, but it is not the way to
impress with the truth a doctor, more capable of forming a judgemcnt Írom
facts, if he díd not know them, than you are. Whøt he wants is not your
opinion, however respectfully given, but your facts. In all diseases it is
important, but in diseases which do not run a distinct andfixed course, it is not
only important, it is essential tlnt the facts the nurse alone can observe, should
be accurately observed and accurately reported to the dactor. (p.101)

In her proposal (1871) for a lying-in hospital for unmarried women, staffed with

midwives and midwifery nurses Nightingale reinforces her theory of cleanliness, fresh

air and good sanitation. The development of 'procedures' is also evident in the

conceptualisation of 'ba¡rier nursing' and the 'carbolizing' of hospital furniture following

the discharge of a patient. These procedures have been practised as recently as the early

nineteen eighties in situations where cross infection was feared and means of
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nineteen eighties in situations where cross infection was feared and means of

contamination unknown. Nightingale was not guided by such theory, but never-the-less,

she intuitively associaæd recovery with cleanliness and good nursing.

AII the wørds are lim¿-washed three or four timzs a year They are shut up and
fumigated after the occurrence of any serious case of illness. The floors are
washed daily. The beds in the pregnan¡ lying-in, and convalescent wards, are
generally all or most of them occupied, but the number of occupied beds in the
delivery ward rarely exceeds four or five.

The bedcbthes are changed afrer each dclivery, and the beds which are of straw,
after every thírd delivery (1871 pp.55-56).

The role of the nurse, and in particular the student nurse, was explained in terms of what

tasks were expected to be carried out and those to be done by others.

Also, none of the midwíves can be expected to be housemaíds, even in their own
rooms. They have too much to da. The pupil midwives would be expected to
clean their own bed-rooms, but not scour, either for the patients or for
themselves. (1871 p. 96)

Student nurses wer€ separated from experienced trained nurses to the extent that eating

and sleeping habits were explained in detail, mimicking the military structure that

Nightingale was so familia¡ with (1871 pp.96-97). Communication with other nurses

about patients and the management of the hospital must have represented quiæ a modern

innovation in eighteen seventy-one, as did the use of signalling devices as used by the

aristocracy to summons seryant attendance.

The head midwife, her assistants, and all her staff should be ready mzans of
communícationwith these quarters, both by bells and speaking tubes, from eøch
pavilion and delivery ward (1871 p. 97)

The discourse on nursing emanating from the Uniæd Staæs displays a fusion of emotion

and sentiment with culture and knowledge in the development of the art of nursing and

the relationships of nurses. Peplau (1952) presented her theory of Nursing for the

purposes of curriculum developmsnt, the education of nursing students and for nurse

10



(p.ix). Peplau did not believe that she was offering anything new to nurses;'according to

Peplau, good nurses were already practising what she was advocating. The continuities

and differences from Nightingale's time are reflected in similar concepts such as the

therapeutic nature of nursing, the importance of interactive communication (renamed

'interpersonal communication skills' in the twentieth century), development of human

relationships and human resource management. Just as Nightingale beseeched women

who took up nursing to improve themselves, Peplau describes nursing as a personally

developing experience, and a facilitating force in the management of issues related to the

health of humans (Peplau 1952). The difference between nursing of Nightingale's time

to that of the nineteen fifties is the shift in the 'gme' (Foucault 1913) of the nurse, which

has extended from the close proximity of the sick patient, their bed and their room - to the

broader physical and conceptual issues of the hospital and extended out into the

community and other health care workers within the field of health care. Henderson

(1966) in her now classical publicationThe Nature of Nursing, thirty years after Taylor

(1933), contributed to the discourse on the definition of nursing . Theories continue to

be developed, becoming more complex, isolating fragments of nursing activities, naming

and reframing them, placing upon them, the now suspect veneer of respect associated

with professional practice, guided by sophisticated discipline based methodologies of

knowledge development. In general terms, a post-modern analysis of nursing in

Nightingale's time (Lather l99l), shows nursing emerging in an era of confidence and

modernity. The critical loss of confidence in all things modern has, only recently,

influenced nursing. As a result nursing discourse has been inspired by critical theory and

post structuralism is emerging within nursing.

As Foucault notes in the Archaeology of Knowledge (1972) discourses can be examined

in terms of their formation of objects such as names, descriptions of phenomena,

assumptions of conceptual entities. He suggests the location of a'chronological break' to

identify the emergence of a discourse. He uses as example, the notions of madness and

states that discourse creates, names and describes phenomena. The purpose of this study
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is to identify, through these objects, the nature of Nursing and its naming as a discipline

and to describe its reality through written texts and live discourses. By examining both

current and historically situated texts in Nursing from the emergence of Nightingale's

discourse to those of current twentieth century nursing discourse, the emergence and

discontinuities of specific phenomena within Nursing will become evident. This, in turn,

will indicate the existence of the space, or the domain, in which Nursing as a discipline

exists, and to what other disciplinary discourses and domains nursing closely aligns

itself.

The Crimean war represented the chronological break that brought about the beginning

discourse of nursing that can still be related to nursing today. Since that time many

subdiscourses have emerged as others have discontinued. Peplau (1952) was the first

nurse to publish the necessary nursing theory required as the framework for the

development of nursing curriculum within the university sector of the United States. The

works of many nurse theorists, philosophers and researchers followed, each reflecting

differences in the way the phenomena of nursing is identified. The common thread

linking the various nursing discourses is the importance of the role of the nurse and

nurses' relationships with patients. Control and power for the nurse to manage the

environment, develop relationships with persons and coordinate care of the patient under

the guidance of the medical team or physician were assumed within the discourse . Out

of these activities emerge the continuing discourses of Nursing. It is through these

discourses, past and present, that the nature of the discipline of Nursing will emerge.

Chapter 2 contextualises the study and provides a background of the movement of

nursing into the tertiary sector within Australia and the acknowledgment of Nursing as a

discipline. A general overview of the contributing factors to the development of Nursing

as a discipline are discussed. The concept of discipline is outlined and the research

processes utilised in the study are presented.
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Chapter 3 presents in more detail the knowledges and discourses of Nursing. The

epistemology of Nursing is discussed in light of the historical influences of modernity

(the unquestioned process of knowledge development as building on what had been

developed previously) and the critical questioning of power and control in knowledge

development (recognising that knowledge is noncumulative) of the postmodern

movement.

Part 2 consists of chapters 4, 5 and 6 and gives an overview of the discipline and

discourse , and discussed interpretation and representation. Chapter 4 explores the

concept of the discipline of Nursing and its discourse. It introduces the concept of

interpretation and its relationship to interpreting discourse generally. The establishment

of discourse within domains, its interpretation and the recognition of disciplines and their

knowledge is discussed using Foucault and the works of a range of postmodern writers.

Chapter 5 provides a brief history of interpretation thrgugh the work of the

hermeneuticists and discusses the analysis of discourse.

Chapter 6 presents the fields of discourse within Nursing which include a number of

settihgs where nursing work is caried out. These include two Clinical Settings within an

acute health care agency, the Medical and Intensive Care settings, the Regulatory, the

Academic, the Professional and Industrial, and Bureaucratic Settings.

Part 3 presents the examination of the discourses that emerged from the Settings and

maps the domain of Nursing. Examination of the discourses and the themes that

emerged from the discourses are presented in chapter 7. The themes cover a broad range

of concepts, and are placed into three categories: the predominant discourses 'reduction to

order', the subdiscourses 'the taken for granted' and the discursive transformations 'the

fusions of horizons of knowledge'. The final chapter summarises the nature of the

discipline of Nursing and presents the concluding statement of the thesis.
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SUMMARY

This chapter highlights the continuity of specific discourses within Nursing from

Nightingale's time to the present. The modern discourse of Nursing emerged through the

nursing 'gaze' focused on the practical needs of the patient, the establishment of a factual

report for the doctor and manipulation of the environment to meet the needs of the patient

(as the focus of care) and the doctor (as the planner of care). Existence of a strong nurse-

patient relationship is evident as the nurse takes responsibility for speaking on behalf of

the patient to inform the doctor of their condition and to ensure maintenance of the patient

care plan. A transformation in discourse is evident when more subjective concepts such

as 'ideals' and 'love' are included in the expression of nursing procedures and

relationships (Taylor 1933), and the emergence of a nursing 'personality' that best suits

the nursing environment. The next chapter describes the background of the study of

nursing discourses in order to identify the nature of the discipline of Nursing.
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Chapter 2

INTRODUCTION

In Australia in 1985 legislation was passed that affirmed the transfer of pre-registration

Nursing courses into the tertiary sector- By the end of the eighties the binary system that

separated colleges of advanced education and universities had been abolished (Gallagher

1993). However, the academic divide between the universities and the colleges remained

firm on the differences in value attributed to teaching and research. In 1988 the Hon.

John Dawkins, the then Federal Minister for Employment, Education and Training

delivered the White Paper: Higher Education: A Policy Statem¿nt (Dawkins 1988)

proposing the rcstructuring of higher education into a Unified National System (UNS).

A range of varying agreements for amalgamation were drawn up and ca¡ried out by the

institutions involved. By 1990 atl tertiary education institutions within Australia were in

the process of amalgamation or of restn¡cturing in some way.

Nursing generally, and educators who delivered nursing curricula, faced yet another

transition with the amalgamation of tertiary institutions, Nursing educators involved in

nursing education were not prepared for either the first shift into the higher education

sector, nor were they academically or credentially prepared for the merger with the

university sector. Members of the nursing profession working in health care agencies

similarþ had to allow for the changes that the transition of nursing education from the

hospital into the university sector brought. The transition of nursing education meant an

educational and a cultural shift for nursing generally. Both the discipline and the

profession of nursing experienced an elevation of social and academic status that took

with it its members. This rise in status is questioned by traditional members of

15



universities, particularly in regard to the academic rigour of nursing research and the lag

in academic credentialism.

Many Australian nursing authors expressed their concern about the process and

management of change during the transition and its impact on nursing education generally

(Watson, J.M. 1989; Speedy 1987; Pickhaver, Young & Goldsworthy 1985; Charron

1985; Slater 1984; Parkes 1984; White 1982; Broughton 1980). The contrasting

concerns of newly arrived novices and experienced nursing academics were noted

(Watson, J.M. 1989). The novice was concerned with their personal and professional

adaptation to and inærpretation of the ærtiary sector environment, while the experienced

lecturer was more concemed with the effects of inærnal organisational change and their

personal and professional credibility in teaching. These nursing academics faced a

further trilogy of change during the merger with the university sector. Members of the

discipline and the profession of nursing continued to grapple with both educational and

cultural changes during and following the transition; they struggled with the conceptual

requirements of a developing discipline; they sought to enhance and further develop their

own academic profiles in line with the requirements of the new university system.

Nursing is identified as a discipline within the post 1989 re-structured UNS. As an

emerging discipline within academia Nursing is developmentally learning and expressing

the values of the existing higher education system.

Both 'traditional' (in terms of the history of Nursing) and 'modern' (in terms of the

position of Nursing in the poststructural system) Nursing, with its inherent knowledge,

has existed since the time of Nightingale. In Australia and inûornationally, Nursing has

developed to the stage where transition from hospital training to tertiary education in the

tertiary cum university sector was timely and appropriate. Indeed, many Nursing

programmes have been offered as university awards in some countries from early in the

twentieth century. For example, in the United Staæs undergraduate diplomas in Nursing

have been offered since 1909, although the transition is not complete. By the 1960s, ten
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percent of pre-registration courses were offered through the university sector in the

United Søtes (Slaær 1984). University nursing education was established in China in

the 1920s at both Peking and Hunan through affrliated progrÍrmmes with universities in

the United St¿tes, although these were stopped during the Great Revolution (Allison

1993). In the Uniæd Kingdom the movement to the higher education sector began in the

1950s and in Canada the first degree programme began in Vancouver in 1919 (Altschul

1993). Similar transitions have occurred in New T,rlaland.

Publications in Nursing have been appearing in the United Kingdom since the mid 1800s

(Nightingale 1859). Today Nursing researchers and authors too numerous to list here,

both in Australia and overseas, are publishing material that is far reaching in its

implications upon present Nursing practice and Nursing knowledge. Nursing

publications and research cover a wide range of issues and topics such as: nursing

philosophy and episæmology (Reed 1995; Dunlop 1992; Allen & Jensen 1990; Gortner

1990; Allen 1986; Benner 1985; Watson 1989), research outcomes and methodology

(Meleis 1991; Chinn & Jacobs 1987), the practice of nurses at the bedside (Street L992;

Pea¡son t992; Lawler 1991; Benner 1984), the impact of work environments (whatever

the setting) upon the nurse and nursing practice, the concepts of power and

organisational control (Thompson 1987), the law and how nurses work within its

constraints (Johnstone 1994), theoretical perspectives of patient/case management

(Speedy 1990; Roy 1989; Parse 1987), the ethics of health care (Johnstone 1989;

'Watson 1989) and a diversity of applied sciences that provide nursing with a framework

for guiding practice, to name just a few. This list can be extended and, in the current

environment of growing research, there is potential for more investigation into areas

considered important and applicable to Nursing and Nursing knowledge. Nursing

conferences and seminars are being presenûed and numerous nursing journals and books

have been launched both internationally and within Australia. The broadcasting of

resea¡ch results and the facilitation of forums for discussion about theories of Nursing
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and the value of research both contribute to the developing complex structure that

supports a diversity of nursing discourses representing the discipline of Nursing.

Despiæ the tansition into the university sector the status of Nursing as a discipline within

Australia remains a debate. From both within and outside Nursing, questions are being

put regarding the benefits to the profession of the üansition of nursing education into the

university sector (Sleicher 1981; Feldman 1981; Adam 1985). Numerous bodies within

Nursing, notably the Royal College oi Nursing and the Australian Council of Deans,

continue to work to establish the reputation of Nursing as a discipline and its

acknowledgment by other disciplines. Other powerful and important national bodies

within Australia, such as the National Health and Medical Research Council

(NH&MRC), are continually lobbied to develop policies and procedures that impact on

the growth of the discipline of Nursing. Generally there remains an undercurrent of

debate and disapproval within Nursing about the positioning of nursing education within

the universities. For some members of the profession nursing education would have

been best kept within the confines of the hospital. This tension, between university

versus hospital education, has not been helpful for Nursing in establishing its

disciplinary reputation since the higher education amalgamations. Continued

restructuring both within the university sector and the health care sector have resulæd in

continuing changes to traditional role positions within Nursing. The development of

academic and clinical professorial positions and academic status within acute care settings

and health care organisations has meant a rethinking of the structural and professional

relationships of hospital employed nurses with Nursing academics employed within the

university sector. Such structural changes are in part related to the inclusion of the

Research Quantum (a national initiative to encourage external resea¡ch grant access) into

the allocated operating budgets of universities by the Department of Education

Employment and Training (DEET), the demand for collaborative research projects and

the continuing push to develop nursing knowledge.
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NURSING THEORY AND RESEARCH:
THE SEARCH FOR IDENTITY AND NEW KNOWLEDGE

Research reports that focus on the clinical skills and outcomes of Nursing practice are

more a rarity within the nursing literature, than commonplace. There has been excessive

study and publication about nurses and Nursing in a general sense, often to the exclusion

of its practice. Differing opinions regarding the appropriateness of university preparation

for nurses and the inherent status of Nursing as a discipline have polarised attitudes about

nursing theory and nursing resea¡ch generally.

The discourse surrounding the importance, role, and application of nursing theories has

changed over the past twenty five years or so. Meleis (1991) provides an overview of

the various stages of theoretical discourses of nursing in the United Staæs. These can be

reduced to three phases of theory development in nursing: firstly the metatheory phase,

secondly the reflective, critical phase and finally the acknowledgment of a domain (the

ærritory of the discipline) of nursing. The early seventies is described as the beginning

of a 'theory syntax' or the beginning of the quest for a 'metatheory' of nursing.

Questions about the meaning of theory, the major components, ways to analyse and

critique theory were being put. It was during this time that the application of theory in

teaching nursing was no longer questioned, rather, expectations of how theory would be

applied developed. The National l,eague for Nursing in America acknowledged the

significance of nursing theory to the extent that 'theory based curriculum [was] a

requirement for accreditation' (Meleis 1991, p.42). Although this has not been the case

in Australia, the drive for theory development and application in both teaching and

practice has influenced a growing interest in nursing theory development in Australia.

The late seventies and early eighties, brought a reflective consideration of how theory

could be applied to the development of new nursing knowledge. The conception of

nursing as a science w¿rs reinforced by the argument that nursing theory be applied to the

development of nursing knowledge. The benefit of a single theory of truth was
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questioned (Meleis 1997, p.43). The relationship between nursing theory and research

was examined and the identification of domain concepts began to emerge. The domain

represents the territory of the discipline. It was during this time that an emerging domain

of nursing was identified. Two discourses about nursing theory emerged. The

discourse of the 'theory advocates' promoted nursing theory and its application to

nursing research and nursing practice (Adam 1983). The discourse of the 'theory

synthesizers' sought to analyse the impact of theory on nursing practice, education,

research and administration (Fitzpatrick & Whall 1983; Fawcett 1984). The stage that

moves into the nineteen nineties embraces epistemological and ontological debates and

includes the application of sociological methodologies such as hermeneutics,

phenomenology, critical theory and feminist theory (Allen 1986; Benner 1984) to both

nursing theory and research.

The nursing literature abounds with arguments regarding the risks and rewards of

applying formalised nursing theories in guiding practice (Street 1992a; Meleis l99l;

Speedy 1989; Schmieding 1988; Thompson 1987; Chinn & Jacobs 1987; V/alsh 1986;

Hardy 1986; \Webster & Jacox 1985; Capers, O'Brien, Quinn, Kelly and Fenerty 1985).

The evidence supporting the application of nursing theory per se is extensive. Nursing

theorists have been influenced by the contextually popular thinkers, authors and theorists

of their times. The application of 'borrowed knowledge' indicates the 'discursive

formations' (Foucault 1972), that is, valued knowledge of other disciplines that has been

applied within the nursing domain and subsequently transformed into nursing

knowledge. Nursing theories have not just 'developed' or 'evolved', one getting better

than the last or being better than those that came before. Each theory represents one of

the many discourses of nursing which are linked by similar values about nursing.

However, the pejorative notion of theory (Dickoff, James & Wiedenbach 1968) is still

often met in discussion with practitioners. The fact that nursing theories are academic

and that nursing practice is carried out mostly through the personal theories of individual

nurse practitioners, and that practice is constrained by the policies and procedures of
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employing organisations, creative manipulation is required in order to embed academic

theory into practice. Conflicting discourses regarding the relationship between theory

and practice remain.

Nightingale has been described as the original nursing empiricist (Reed 1995). The

empirical tradition, meaning the gathering of information through the senses and in

particular through observation, was heavily relied upon in the nineteenth and early

twentieth century. The traditional tendency to rely solely on information gained through

empirical data gathering is now acknowledged as narrow and restricting (Denzin &

Lincoln 1994). The conventional, modern empirical approach to information gathering

by use of the 'scientific method' has tended to favour only one paradigm and the notion

of one single truth.

The 'scientific' approach to knowledge development can be classified as 'modern'

(Lather 1991, p.160). In this sense the term'modem'refers to the uncritical perception

of how knowledge was developed during the Enlightenment. The concept of knowledge

and power and the oversight by modern thinkers of how human observation in its

interpretation is coloured by 'language, gender, social class, race and ethnicity' (Denzin

and Lincoln 1994, p.I2) became the focus of criticism by post-modern theorists.

However, in spite of this criticism, adherence to a traditional empirical, single paradigm

approach to knowledge development continued well into the twentieth century in nursing.

The use of 'scientific' experimental research in nursing was at a peak in the United States

in the mid nineteen sixties. Forty percent of all research publications reviewed in 1956,

1961, 1966 and l97l used an empirical approach, declining to twenty. percent in 1983

(Jacobsen & Meininger 1984). These results highlight a growing trend away from a

single paradigm approach towards multiple methodologies in nursing. The

methodological traditions include qualitative and quantitative, empirical, interpretive and

critical approaches to knowledge development. This trend continues today.
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Nightingale's philosophy of nursing (1859) could also be classified contextually as

'modern' or traditional (Lather 1991), as a limited system of knowledge related to

sanitation, cleanliness, fresh air, clean water and healthy food is reflected in the

discourses. It is not evident that Nightingale was applying practices based on germ

theory at that time. However, Nightingale was futuristic in both her expectation of

nursing behaviour and the role of the nurse, and in the use of modern technology in the

management of nursing and health care. For example her use of bells for patients to

summons the nurse and dumb-waiters to lift food to upstairs wards in order to keep

nurses at the bedside, indicate her practical approach to utilising new technologies. Her

innovative approaches to human health care management focussed on organised and

efficient approaches in fulfilling health plan outcomes. Nursing knowledge is not a

stable, static entity but consists of tensions between different methodologies and different

knowledge.

Nursing knowledge today incorporates and upholds both modern and postmodern

philosophies as science, philosophy and practice (both traditional and contextual) are

linked to develop nursing knowledge (Reed 1995). Postmodernism emerged from the

French philosophers of the 1960s and was about 'creating [an] art, of theorizing, of

doing science' (Reed 1995,p.71). Postmodernism challenges the modernist idea of a

single transcendent meaning of reality and the importance of searching for empirical

patterns to represent ultimate meaning. Postmodernism focuses on understanding

multiple, concealed and revealed meanings. It accepts there is a link between meaning

and power. Postmodernists fragment unities and deconstruct problems, while

modernists fragment knowledge of the world in an attempt to unify knowledge to solve

problems. The contrast between modern and postmodern knowledge development is

qualitative and value bound.
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Nursing theories generally also reflect the popular theories of their time. .Historically,

they fit into Lather's (1991)'modern'classification of knowledge as indicated by:

codification of knowledge by the state, inclusion of highly valued concepts such as self

autonomy, individualistic humanism and their linear progression of change with few

limits. Postmodern and poststructural perspectives of theory are evident in the

participatory, pluralistic and non dualistic nature attributed to knowledge, recognition of

the chaotic world in which the individual is culturally created, the introduction of new

technology with debatable benefit to society (Lather 1991) and communication that is

global via cyberspace (Spender 1995). The post modern movement signals a 'crisis of

confidence' (Lather 1991, p.159) in the systems of western society.

Many past nursing theories have been expressed as traditional, modern or contextual.

Such narrowly defined theories are not capable of fulfilling the requirements of the

rapidly changing technological environments of health care agencies of the twentieth

century. However, some nursing theorists may also be closer to interpreting the

postmodern individual and their environment (Parse 1995; Newman 1992; Fitzpatrick

1983; Rogers 1980). It could be argued that they are moving towards: participatory care,

pluralism, cultural construction and paradoxical entities and situations, thus reflecting a

postmodern tradition. Reed (1995) suggests a'neomodernist' perspective, as nursing

upholds 'modem'values while critically recognising the dynamic and value-laden aspects

of nursing theory. The epistemology of nursing will be further discussed in chapter 3.

THE DISCIPLINE

The work of Foucault (1975) is attractive to the researcher interested in the concept of

discipline, power and control. Foucault's concept of 'the disciplines' and his use of

examples such as 'docile bodies', 'correct training' and 'disciplined routines' can be

applied to traditional, modern nursing. Using Foucault's perspective of authoritative

discipline, Nursing can be identified as a discipline in its own right, and acknowledged

as existing long before it was transferred into any university sector. Disciplinary
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practices have been strongly present in nursing from the time of Nightingale. However,

the predominantly female occupation of nursing, and its close relationship with the status

of women generally in society, allowed the development of a disciplinary power base

within society to be overlooked. This meant that the development of the status of

Nursing as a discipline whose knowledge base impacted on society, its policies and

legislation, did not occur.

Academic and scholarly control is applied to the individual through practice of the

tradition that develops knowledge for a particular academic discipline. Academic

discipline is recognised in the tradition of knowledge that is valued and recognised within

the particular domain, for example: 'Discipline of Sociology', the 'Discipline of

Psychology', the 'Discipline of Mathematics' and so on. On this basis universities create

academic profiles that reflect the tradition of the discipline on which to justify the

promotion of university academic staff.

The concept of 'discipline' is dichotomous in its requirements for strict self

(autonomous) discipline as indicated in the disciplines of academia, and for its

authoritatively applied control over others in order to achieve both internally (the

development of human intellect and behaviour) and externally (the completion of tasks

and projects) required outcomes.

The domains of the disciplines represent the territory and the tradition of that discipline

and include all the players that contribute to the development of the valued knowledge

base that is central to the interests of the discipline. The players within the domain of

nursing cover a range of people and include nursing practitioners, researchers, theorists,

metatheorists, philosophers, ethicists, teachers, (Meleis 1991, p.12) administrators and

regulators of nursing, as well as nursing bureaucrats who contribute to the national and

state planning of Nursing.
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PERSONAL AND BROADER REFLECTIONS OF THE STUDY

PERSONAL REFLECTIONS

Having practiced within the profession and the discipline of Nursing for over thirty years

I was fascinaæd by the changing culture that I saw around me expressed through nursing

organisations, and individual nurse leaders at both a state and a national level. My

undergraduaûe academic studies had been in the disciplines of Sociology and English.

With my conviction that bottr these disciplines had much to offer nursing and nursing

education, I obtained a masters degree in educational administration. My obvious intercst

was in administrating and organising nursing education. Nursing from my point of view

was introspective and separated from what I perceived as other exciting branches of

learning. Given that I was making my career as an academic in Nursing, I wanted to

explore and perhaps remedy this limit¿tion. I was surprised by the work of Street

(L992a) and the maxims that emerged from her study of nursing narratives. She

espoused, as some kind of truth, that nurses do not read about nursing, do not think

about nursing, do not talk about nursing, do not write about nursing, that nursing

administrators do not support clinical staff and that nursing educators are academics who

have lost touch with practice (Street 1992a, p18). Street acknowledges that some of

these maxims are myths and expressions of negative stereotypes. She continues to

describe how such negativism can lead to a 'fulfilment of prophecy' and a 'magical

conforming'which are precursors to a fatalism that survives on stereotypical myths. I

had suspecæd that she was right - nursing has an oral culture, and a weaker written

culture, but I wanted Nursing to be more rounded than this. This raised the question for

me: what is the essence and the nature of the discipline of Nursing.

BROADER REFLECTIONS

How would I go about such a study? Obviously I would have to talk with nurses and

enter the world of Nursing. Initially I believed that being a nurse gave me carte blstche

knowledge of the culture and the discourses of nursing. Nothing could have been further
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from the truth. I soon learned that my perspective of Nursing was culturally.bound to the

values of the setting in which I worked. I learnt that there were many views of Nursing,

and as many discourses as there were va¡iations of nursing culture experienced by nurses

generally. My view was only one interpretation. I was about to embark upon an

interpretive study that allowed me to understand both the wider cultures in Nursing and

the various nursing discourses.

INTERPRETATION AND REPRESENTATION

Hermeneutics is the theory and practice of interpretation. There are various schools of

thought on the meaning of hermeneutics; the word originally deriving 'from the Greek

god, Hermes, whose task it was to communicate messages from Zeus and other gods to

the ordinary mortals' (van Manen 1990, p.t79), Gadamer explains hermeneutics as

being concerned with knowledge and truth. Its concems go beyond the scientific method

to experiences of philosophy, art and history (Gadamer L975, p.xii). I was focussing on

the essence of Nursing as both a science and an art" and the belief that nurse practitioners

strongly rely on discourse as a basis for their knowledge I believed that the voices of

nurses were important in expressing both everyday experiences, as well as reflecting the

historical character of their beliefs and understandings, and the dialogic character of

human understanding generally, in their progression towards reason and knowledge

development (Warnke 1987). Gadamer (Warnke 1987) emphasised that western

knowledge of the natural and social world is grounded in a traditional orientation.

Contextualization of facts, situations and issues, and the connection of them with other

similar ways, leads to interpretation. For Gadamer, hermeneutics is a form of

justification involving the dialogic adjudication of both beliefs and st¿ndards of rationality

that are strongly influenced by tradition. There is no limitation to any one tradition. By

this I understand Gadamer to mean the liærature of various traditions, for example, the

Theological tradition, the Reformation tradition and the Enlightenment tradition. Each

tradition is contextually linked to its culture and gives it meaning. There is a continual

revision as individuals encounter and experience dialogue with different traditions which
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facilitates understanding and learning. The importance of history and.tradition in

Nursing - as the domain in which reason is cultivated - (Gadamer 1976) cannot be

ignored nor the limitations overlooked. Issues and problems such as embedded feminine

stereotyped gender roles in society and their application to Nursing, language and social

behaviour games, and the anti-intellectual criticism of Nursing (Street 1992), all need to

be viewed in perspective with the tradition of Nursing as a developing discipline.

Gadamer's use of the concept of 'Bildung' (the result of the process of becoming;

formed through education or culture) which he describes as an open-mindedness to new

experiences and the ability to work within a broader perspective which allows reason to

develop from a variety of traditions was something that I believed related to the ongoing

development of Nursing. Bildung is the setting of an individual into an ever 'broadening

horizon', or a community into a 'larger world community' (W'arnke 1987, pp.l13-fiQ.

The 'cultured' individual is interested in issues, problems and ways of life that may be

quite distant from their own perspective or context. Historical experiences and

conversations with others lead to Bildung, which 'grows out of an inner process of

formation and cultivation' (Gadamer 1975, p.11).

The hermeneutical principles used in understanding are evident in the hermeneutic circle.

Schleiermacher regarded the'fundamental principle of understanding that the meaning of

the past can be discovered only from the context, i.e., ultimately from the whole'

(Gadamer 1975, p.190). This Gadamer established was a'logically circular argument',

and that:

[F]undamentally, understanding is always a movement in this kind of circle,

which is why the repeated returnfrom the whole to the parts, and vice versa, is

essential. Moreover, this circle is constantly expanding, since the concept of
the whole is relative, and being integrated in even larger contexts always

affects the understanding of the individual part (Gadamer 1975, p.190).
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Gadamer argues that it is the oscillation from the whole to the part that leads to

understanding in all situations. In order for the hermeneutic circle to be complete and

understanding possible, it is necessary to 'identiflyl with the original reader' (Gadamer

I975, p.191) in order to understand the wriær. Interpretation becomes the conscious

reproduction of the text as the interpreter understands the author's unconscious meaning

in the texL The rationalistic perspective that the interpreter can elaborate on the author's

ideas and critique the subject matter may well be based on greater knowledge of the

subject matter by the interpreter. Thii is not identifying with the author, but with the

subject matter. This leads to traditions of interpretation whereby the rationalist

perspective suggests the reader may have possible greater insights into the subject matter

and be able ûo critically develop the text, or the hidden truth which was beyond the skills

of the author, whereas the pure interpretation is based on the assumption that the text is a

free production, a creation of language. The text is believed to be the truth as produced

by the original author (the research participant) and not refutable knowledge. For

Schlieirmacher critique based on understanding of the subject matter was expelled from

scholarly interpretation, thus hermeneutics took on a universality of understanding

(Gadamer t975, p.196).

The principle of universality of interpretation was also shared by Heidegger. He argued

that the hermeneutic circle must not be a 'vicious one', but that the 'forestructure' (the

interpreter's basic beliefs) should be understood prior to the process of interpretation

(Mueller-Vollmer 1986). Heidegger grounded the hermeneutic circle in the conscious

personal reflection of the individual interpreter and a determining ttrat the understanding

of the text depended on the 'fore understandings' of the interpreter. Gadamer supported

the notion that the hermeneutic circle 'describes an element of the ontological stn¡cture of

understanding'(Gadamer 1975,p.293), but also extended this to include the elements of

prejudice, tradition and authority. From the Gadamerian perspective, the interpreter

begins the task of inærprctation with the belief that all texts will be complete, inælligible

and the truth. Interpretation then takes on an individual perspective as individuals
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understand, reflect on their 'fore-structures (prejudices and beliefs) and reshape their

understanding as they move from the parts to the whole. Understanding is provisional
I

and unending in that it is an elaboration of understanding the parts and the whole

(Gadamer 1975, p.190). Interpretation is not a technique (method or tool), but an art

which can be applied within the context of the interpreter. It is acknowledgment of the

ontological nature of the art of inærpretation that gives it universality.

Furthermore, it is the exclusion of critique of the subject matter, identification with the

author and reflective preparation regarding prejudices and the basic beliefs of the

interpreter that have lead to the creation of a universal application of the art of

hermeneutics. It was this universality of understanding that lead to the initial criticism of

Gadamer's work by Habermas in 1967, and lead to the famous debate (Mendelson

1979). The major issues covered in the debate will be dealt with in dstail in Chapter 5.

In contrast to the Gadamerian ontological (relationship betrveen the reader and the author)

approach to interpretation, following Habermas, Ricoeur (1976) takes the view of

understanding as a method which relies on epistemology (relationship between the

individual and the text). He links the interpretation of texts to the understanding of

human action; this combination, he argues, contain a metaphor. The meøphor gives the

text of the situation meaning. Ricoeur links hermeneutics to epistemology as he links

understanding to explanation.

Representation of interpreted texts is an ongoing debate within the tradition of

ethnography (Geerø 1973; Clifford & Marcus 1986). Given that ethnographical writings

are the creation of the researcher, the interpretation of the texts can only be a

representation of the field through the eyes of the resea¡cher - the resultant outcomes of

an ethnography must represent the a¡t of the researcher. Representation can only be of

the specific groups participating within the research, it cannot be taken to necessarily

represent the whole of nursing. I wanted to capture the lived experience of the
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participants of the study and create these into texts that represented as closely as possible

their world. The link between interpretation and text is problematic, and no matter how

hard the researcher may try to retain representation, any interpretation will be coloured by

the historicity (I use this term in the Gadamerian sense meaning prejudices, tradition and

authority) of the researcher. Legitimation of the ethnographical studies is also

problematic. The problems of 'representation' and'legitimation' will be discussed in

greater detail further in the thesis.

My initial interpretation of existing text, and the discourses emerging from the Settings

was based on the assumption that they expressed the truth as produced by the authors

and the participants in the study. Interpreting the discourse of the participants into text

then became the colour infused into the research by the researcher. I believe that my

assumptions of 'text as truth' did not conflict with either Gadamer's or Foucault's

philosophies on representation, as both accepted text as a reflection of actuality either for

the writer or for the speaker. Using Gadamer's surface approach to interpretation, and

Foucault's deeper approach to examining what was at the root of the discourse, I went

about producing my interpretation of the nature of the discipline of Nursing at this time.

Benner (1985) is one nursing scholar who sees the hermeneutics of Heidegger and

Gadamer as an appropriate approach through which to understand individuals and the

phenomena with which individuals are involved, while acknowledging the middle road

between objectivity and subjectivity. 'Hermeneutics allows for the study of the person in

the situation, offers a way of studying the phenomenal realms of health and illness, and

overcomes the problems of extreme subjectivity or objectivity' (Benner 1985, p.5).

Benner links hermeneutics with discourse and textual interpretation and describes

discourse as a text of human communication, behaviour and action. Thus observations

and interview data became the text when transcribed onto paper. In interpretive research,

the goal is to discover meaning and to achieve understanding (Benner 1985, p.10). In

this way Benner firmly links the methodology of hermeneutics to discourse. Benner

30



accepts the texts of hermeneutics as truth. She does not look for hidden meanings in the

content, but accepts this as fact. The approach has lead to criticism from critical scholars

within nursing (Thompson 1990).

RBPRESENTATION OF THE DOMAIN THROUGH DISCOURSE

The domain represents the territory which includes the players, the values and beliefs of

the discipline and the methodologies -used to answer the questions of the discipline

(Meleis l99l) or the space (Foucault 1973) in which common shared discourses of a

particular tradition or discipline occur.

Although a native of the culture of nursing, I was still acutely aware that my experiences

of working within one setting for many years may well have blinkered me from the

culture of other settings. One thing that was clear to me was the importance of verbal

communication in Nursing - no matter the setting. As Street (1992) has admonished,

word of mouth is a powerful medium within Nursing. With this in mind it was more

than clear that study of the discourse was an appropriate approach to this study. The

work of Cicourel (1980) offers an interactive model integrating both ethnography and

discourse analysis. Foucault's (1973) emphasis on discourses as reflecting and

legitimising particular domains strongly supported my decision to examine the field of

discourses in Nursing in order to understand the nature of the discipline of Nursing.

The term'discourse' in this study is used to represent all verbal (spoken interaction) and

non-verbal (written texts and observations of actions) constructions of meanings

(Macdonnell 1986, p.4), and their relationships within and with social structures. The

term 'discursive' is used as the adjectival form of 'discourse'. Discourse analysis was

popular in the late 1960s and early 1970s when there was widespread multidisciplinary

interest in the method. A variety of approaches have emerged including.the study of

narrative, language, computer simulated study of texts, ethnography of speaking and the

analysis of style rhetoric, argumentation and persuasive communication (vanDijk 1985,
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p.xi). Cicourel offers an interactive model and argues that '[T]he study of d.iscourse and

the larger context of social interaction requires explicit references to a broader

organisational setting and aspects of cultural beliefs ... often ignored by students of

discourse and conversational analysis'(Knon-Cetina & Cicourel 1980, p.102).

Cicourel acknowledges the importance of contextualizing observations and information

gathering from discourse analysis when researching social interchange. Thus, using

Ciceroul's interactive model I approached the study through an ethnographic framework

which involved four steps: 1) collection of data through interviews using audio-tapes,

participant observation, reflective diary keeping, and examination of relevant documents

of the settings; 2) development of ethnographic descriptions of the social context of the

chosen Settings, including the Bureaucratic, Regulatory, Professional and Industrial,

Academic and Clinical; 3) transcription of data;4) analysis of the text involving indexing,

categorising and development of themes of coincidence or differences between the

Settings. The qualitative research computing package NUD.IST (Non-numerical

Unstructured Data Indexing Searching and Theorising) was used to store, index and

categorise the discourse transcripts.

I have tried to avoid terminology that is ambiguous or confuses the reader in the

meanings that I am endeavouring to describe. However, as the researcher I have had to

establish an acceptable understanding in utilisation of the term 'discipline'. The term

discipline is used to describe an academic branch of learning; in dictionaries generally and

particularly in Foucault's work it describes authority and obedience. In each case I have

clarified the use of the term in order to facilitate understanding of the text, although at

times I mean it to indicate a branch of knowledge that involves authority and obedience in

its expression. Power and control are used in the Foucauldian sense that'the disciplines'

impose a power over the practices of members within the domain.
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Nursing is used to mean Nursing as a discipline and a profession. In this usage it is a

noun. I also use it as the verb to describe the practice of nurses - nursing patients or

clients. In each case explanation of the use of these teüns is provided.

THE ETHNOGRAPHY OF' NURSING

As in any culture, the culture of nursing consists of multiple behaviours, various types of

knowledge and a range of artefacts rep-resenting both the profession and the discipline.

Culture is acquired knowledge used to interpret experience and generate behaviour.

Historically resea¡ch into culture was carried out by social scientists such as Malinowski

and Mead who applied traditional anthropological methodology to their field work in

primitive cultures. Classical anthropology laid the foundation for ethnography.

Ethnography is a form of social research used to explorc the nature of social phenomena,

using unstructur€d dat¿ involving 'interpretation of the meanings and functions of human

behaviour'(Denzin & Lincoln 1995, p.248).

My use of ethnography was multi purposed. I wanted to explore the social phenomena

of nursing through an appropriaæ method that acknowledged my status as a participating

member of the culture. Participant observation suggests that the researcher plays a role in

the research field. My participant observation status, however, was inherent in my

membership of the discipline being researched; I was an insider. My status as 'insider'

allowed me certain privileges and the opportunity to participate in the education of

participants on related issues to the research. Having worked within education (both in

hospital and ærtiary institution schools) for nearly two decades I was keen ûo rediscover

the world of nursing in other settings. I wanted to broaden my 'tunnel vision' of

Nursing. Finally I wanted to mix with numerous members of the field and hea¡ multiple

stories of their experiences in order to collect a range of discourses from the domain of

Nursing. I communicated with members of various research Settings in order to

discover and learn about explicit and implicit meanings in patterns of social interaction

and themes including sha¡ed knowledge, rules for behaviour, role behaviour, values and
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belief systems, rituals, language and politics within their culture. This list is not limited,

but, for this study, time was limited to six months in which to collect data from the

research Settings.

A SHIFT TO THE CRITICAL

The critical tradition is evident in the theories of social scientists who, critical of the

injustices and subjugative shaping of-the world following World War One, sought a

reinterpretation. Critical theory seeks to disrupt and challenge the status quo. Critical

theory emerged from the social research of the Frankfurt school. Social theorists such as

Foucault, Habermas, Derrida and Friere argue that the positivist paradigm and

methodologies utilised within the natural sciences, when applied to the human or social

sciences do not question the existing mechanisms of social and ideological control.

Critical theory advocates a critique of the basic social assumptions of the nineteen fifties

and sixties, and questions the acceptance of so called'facts' as ignoring the experiences

of the 'senses'.

From a Habermasian perspective critical social science combines critical theory 'with

(the) political determination to act to empower people to overcome the contradictions and

oppressions in their daily lives' (Street 1992, p.84). Street (1992, p.85) guided by Fay

(1975) states that critical social science is characterised by three features: rejection of

positivism; recognition of ideological interpretations, as they are shaped by distorted or

unexamined views of reality; and the acceptance of the relationship between reflection

and practice. In summary, critical social science is an action social science rather than a

spectator one. It is premised on the imperative not only to understand the world but to

change it. This method is concerned with collaborative discourse and insight and the

power and autonomy this gives to people.

The purpose of this study was not to empower or emancipate the participants, or to bring

about change per se, but to describe the nature of the discipline of Nursing. However, to
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not question or challenge the dominant systems and discourses that have emerged from

the research Settings would be to diminish the substance of the study. Mindful of the

critical comments directed at Benner's purely descriptive hermeneutical study From

Novice to Expert (Thompson 1990), I was keen to avoid passive outcomes or for the

study to be interpreted by the reader as necessarily condoning or supporting'what exists.

The theories of Gadamer, Foucault and Habermas (McCarthy 1993; Lather 1991;

Thompson 1990) reflect the critical tradition and challenge existing theories that adhere to

the traditional rationalism and empiricism of the Enlighænment. Using such a critical

perspective, I wanted to make recommendations for change that others could pursue or

that could be carried out by myself through another study. As Thompson notes:

The critique tlnt brings to consciousness ututcløowledged power relations has

the goal of constructing a world less distorted by relations of domination. The

iruigh* generated through critical reflection are powerfuI and intervene in lífe.

They invoke a practical desire to do somethíng about power structures that

s e em intolerable (T\ompson 1987, p.36).

The contrast between the hermeneutical work of Gadamer and the critical, pluralistic

work of Foucault is a concern in this study. Foucault confessed that he was no

hermeneutist; his approach of revealing the facts was to take discourse as reality or truth,

and to discover what lies behind the discourse. In the style of the critical tradition, the

discourses from the research Settings are interpreted and examined in order to expose and

discover what influences the development of such discourses.

IMPORTANCE OF THE STUDY

As mentioned in the opening chapter, the Crimean $rar represented the chronological

break that brought about the beginning discourses of nursing that can still be relaæd to

nursing today. By examining both current and historically situated æxts in Nursing,

from the emergence of Nightingale's discourse to those of current twentieth century

nursing discourse, the emergence and discontinuities of specific phenomena within
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Nursing will become evidenL This in turn will indicaæ the existence of the space, or the

domain in which Nursing as a discipline exists, and to what other disciplinary discourses

and domains nursing closely aligns itself.

ETHICS AND THE FIELD OF STUDY

The question of what represents nursing work remains a vexed one. The Australian

Nursing Federation (1993) had previ-ously constructed the concept of 'non-nursing

work' as a lever for industrial negotiations within the work place. Currently times are

changing as economical cutbacks and restructuring place the job security of all employed

people in a precarious situation. Nursing is influenced by the organisations that have

bureaucratic, regulatory and industrial power and control over and within nursing. These

include the previous Health Commission (now the Health Deparünent) the Nurses Board,

both industrial and professional nursing organisations, the universities, and the health

care agencies. Some of these organisational settings become the fietd of study for this

thesis.

I approached key people in the various organisations to seek permission to gather data

and gain ethical approval. I was humbled by the positive way in which I was received

and the trust with which I was included in many of the day to day activities of the

organisations. My six months study leave was filled with the resea¡ch activities of the

ethnographer and discourse examiner. I sat in on numerous meetings, met with

numerous nurses and other professionals closely related to the work of nurses within the

Settings. As I had decided on an ethnographic approach, I carefully ensured that I paid

due attention to the ethnography which v/as to provide the frame in which the discourse

analysis would sit. My field notes grew as impressions and opinions regarding the

various Settings were recorded. As an interpreter of the domain I was also a participant

in the study.
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Ethical approval was sought and given from the University of New England Deputy

Vice-Chancellor's Advisory Committee on Ethics in Experimentation of Human

Participants, and the Social and Behaviour Ethics Commitæe of The Flinders University

of South Australia. Ethical issues included confidentiality and invasion of privacy for

individuals participating in the study and for the organisations in which the participants

worked. This was attended to by way of written communication regarding the study and

close contact with consenting participants. Code names were used for all transcribing of

tape recorded interviews and my fieldiotes were used only by myself. No individuals

have been purposefully identified in the thesis. In some situations individuals may be

unavoidably identifrable by their role positions. This has been addressed in pa¡t by using

terminology and language that hinders such recognition. There has been no

acknowledgment of the organisations referred to as 'the Settings' within the study, but

similarly some organisations will be identifiable by their role and function. The

completion of this thesis will place time, change and organisational restructuring between

the time of data collection and publication. Such distancing will blur the ability for

readers to identify individuals from the study. Writæn informed consent was gained

prior to any observation or recording and participants were informed of their right to

withdraw from the study at any time.

The research fields in which I gathered data included a medical ward (the Medical

Nursing Setting) and an inænsive ca¡e unit (the Intensive Care Nursing Setting) in a large

health care agency: these I call collectively the Clinical Sening. Other settings include: the

Regulatory Setting, the Bureaucratic Setting, the Professional and Industrial Setting and

the Academic Setting.

TIIE CLINICAL SETTING

It has been acknowledged that nurses as a professional group are not homogeneous

(Watson, J.M. 1989). Nor are social discourses (Macdonell 1986). A variety of clinical

settings were considered. Given the gatekeeping processes that exist within health care
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settings rcgarding research data collection and protection of patient privacy.the choice of

the clinical setting was controlled by approval of researcher access to the environment. I

had originally wanted to collect data from three clinical settings with different cultures. I

approached a large public health care setting. The DON gave approval pending ethical

approval from the executive committee. I was anazed to find that, because this project

did not require access to patients, that it had been classified as 'trivial research' and as

such was not required to be approved by the hospital ethics committee which was more

interested in clinical investigations. I attended a nursing division meeting to give an

overview of my proposal and to seek participation in the study. Two nursing

deparEnents volunteered to participate - a medical ward and an intensive care uniL

The medical ward presented a culture that I believed represented what was commonly

understood to be Nursing. The types of nurses ranged from enrolled nurses and

registered nurse novices to experts and the patients (whom I did not approach) were

varied in age and medical conditions. The aims of nursing medical care are to return

these patients to their previous health, or an improved health life style. The inænsive care

unit presented a medical culture with a range of nurses also from enrolled nurse to novice

registered nutses participating in the graduate nurse progr¿rmme to nurse experts who

have worked in the field for many years. Once again I did not approach patients or

medical staff within this environment. The range of different nurses allowed me to

collect data from va¡ious professional knowledge levels reflecting differing experiences.

TIIE REGULATORY AND TIIE BUREAUCRATIC SETTINGS

I discussed the proposed study with the DON and the CEO of the respective

organisations. Both gave their support with the associated ethical approval and writæn

information and request for access. I was encouraged by their trust in my ability to

ensure confidentiality and greatly appreciated the effort that both organisations put into

accommodating my presence for the weels that I was 'camped' within their environment.
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INDUSTRIAL AND PROFESSIONAL SETTING

Permission was gained from the State Secretary to access the setting and attend a number

of appropriate meetings as well as talk with a range of nurses working within the

environment.

THE ACADEMIC SETTING

I gained permission from the Dean of-the School of Nursing, and the School board to

carry out the study. The situation in this environment was somewhat sensitive as I was

also a member of the academic staff of this School. However, my approach to

purposefully chosen individuals to participate as informants in the study was well

received. I was on study leave during the time of data collection and planned the

collection of data, after I had been absent from the School for some months to allow

participants to sense a distancing of my role as colleague to acceptance as rese¿¡rcher and

PhD student.

DELIMITATIONS OF THE STUDY

Given that this work is of limited space and time, the extent of the study has had to be

contained into that which was attainable in the time required to complete a PhD. There

are some who may ask, why the community freld or the palliative field or the domiciliary

care field were not included. The answer is that only so much can be done in one study.

The delimitation of the study was to those organisations that impacted upon the

expression of nursing, and, in particular, the expression of nursing practice delivered in

the state controlled acute care health setting. I predict that the multiple discourses

emerging from other settings, not represented in this study, will provide their own

discursive peculiarities evident within their particular field and show their own particular

sphere of control. This will also relate to other domains or fields that impinge on the

settings. Where any field is nursing related, the sphere will include any other settings

and domains that have aclose relationship with the freld, and who are stake holders in the
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control, regulation, education or industrial protection of the members of the domain of

Nursing. The conclusions of this study give credence to the opinion that Nursing

consists of multiple, and at times conflicting, discourses that reflect the different and

specialty nursing knowledges that exist within Nursing and their application through

nursing practice to various consumer groups.

SUMMARY

Following the national merger of the universities with the colleges of advanced education

within Australia, nursing experienced a transition for which its members were neither

academically nor credentially prepared. This transition brought with it a rise in academic

status for Nursing to a discipline and, for its members, a rise in social status as members

of an educational institution traditionally associated with intellectual and scholarly

pursuit. This rise in status however, is still questioned by some nurses, and by those

who have a critical interest in the intellectual and practical performance of Nursing. In

spite of a growing research focussed knowledge base, an increase in the literature of

Nursing and the establishment of clinical professorial positions in nursing, there remains

tension regarding the outcomes of university education for nurses compared with

traditional nursing training in hospital settings.

The literature of Nursing continues to reflect an introspective study of the discipline and

the profession itself, while critical evaluation of its theories and their value and use when

applied to practice, stimulate ongoing debate. Nursing knowledge remains divided

between the ideals of the academy and the realities of the medically dominated health care

bureaucracies. Nursing is defined as a discipline within the structure of the university,

although its power to influence change is daunted by its legal subordination to medical

knowledge and its social alignment with the status of women within society.

The shift of nursing education into institutions of higher educations predicted changes for

Nursing and thus for health care generally. Using the processes of interpretation,
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through ethnography and discourse analysis and examination, the purpose of the study is

to understand the discourses of Nursing and to critically examine what is behind the

discourses in order to discover the knowledges of the domain. The study is limited to

those organisations that impact on the expression of Nursing: the bureaucratic, the

regulatory, the professional and industrial, the academic and two clinical environments

within an acute care setting where nursing work is carried out. The impotrarice of the

study will be in identifying the knowledges and the domain that represents the discipline

of Nursing.
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Chapter 3

INTRODUCTION

As outlined in chapter two, it was important to re-establish my knowledge of the broader

aspects of Nursing in some of the multiple nursing settings within the world of nursing

itself. My initial struggle was related to the question: what is the nature of the discipline

of Nursing? This lead me to ask, then, what is Nursing? Is there a clear boundary that

denotes Nursing? If not, what constitutes the domain of Nursing? Is Nursing restricted

to particular settings? Is the discipline inclusive of the profession? I concluded that, as I

believed that Nursing was a discipline, evidence of it could be found within the

discourses of any of the settings that reflected nursing work. I expected to discover a

common discourse that linked the various settings that I entered, indicating their

membership of the domain of Nursing, therefore the territory of the discipline. I

expected the values and beliefs about Nursing to be similar and that methodologies used

to answer relevant Nursing questions would reflect a common tradition.

The fields of study are represented by a number of settings in which work related to

nursing occurs. The order of study was planned based on convenience of access and

permission to enter the field. It begins with the Regulatory Setting, followed by the

Bureaucratic Setting, the Clinical Setting (consisting of an Intensive Care unit and a

Medical ward), the Professional and Industrial Setting and, finally, the Academic Setting.

I continue to refer to each of the Settings by these names. Although the Settings will be

identifiable by their very function, their identity is not the focus. Rather, this study will

be concerned with the social and cultural structures of the Settings, and their contribution

to the discourse of Nursing. It is not my purpose to discuss the Settings for their own

sake. They represent fields of study for the purpose of understanding the discourses that
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emanate from the domain of Nursing. I embarked on an ethnographical jou.rney in order

to better understand and describe the Settings that contribute to and represent Nursing.

This chapter describes the method of ethnography and presents the ethnographical

descriptions of each of the Settings. The ethnographical descriptions are the researcher's

representations of the Settings.

ETHNOGRAPHY . THE METHOD

For the purpose of this study, ethnography was used specifically as a method to provide

a description of the Settings in which discursive material was collected in order to

critically examine the discourses of nursing. In order to examine the discourses of

nursing, it was imperative to have an understanding of the cultures and social structures

in which these discourses took place.

Ethnography remains the art and discipline of observing and listening and of inductively

deriving meaning from actions initiated by others. The researcher seeks to discover the

general in the rich, particularising detail of good ethnography. To watch and listen must

come before interpretation and analysis (Gehring 1973, p.1223). The ethnographer

becomes involved in fieldwork which means participating in the life and experiences of

the social setting that are the focus of study. Historically, ethnography evolved from

anthropology, and the social sciences. There are numerous studies of exotic cultures, the

most significant of these being that of the Trobriand Islanders by Malinowski (1922).

More recently less exotic microcultural studies of urban, city and organizational groups

as well as individuals have been carried out (Aamodt 1986; Kayser-Jones 1981; Spradley

& Mann 1975). The many recent studies using ethnography as a method to understand

present social structures suggest that the difficulty is not only in understanding past or

other societies, but in understanding our own, present, social surroundings (Atkinson &

Hammersley 1994).

43



Ethnography has recently suffered much criticism regarding its utilisation. For some

researchers ethnography represents a'total commitment'to a traditional philosophical

paradigm (Atkinson & Hammersley 1994, p.248), and for others it is purely a method.

Ethnography is a form of social research which expresses the following characteristics:

the exploring of social phenomena (not the testing of hypotheses), and working with

unstructured data which is mostly analysed through 'explicit interpretation[s] of the

meanings and functions of human actions' (Atkinson & Hammersley 1994, p.248).

Ethnography is distinct from the physical sciences, because it draws upon the

experiences and cultural knowledge of the researcher in order to establish understanding.

It is broadly recognised that all groups of people, whether they belong to social,

organisational or institutional groups have a 'way of life' and, that this way of life can be

studied and observed through the research method of ethnography (Spradley 1980).

Much of what is observed in any culture, or social environment is 'explicit'. That is,

what is observed is open, clearly seen, with little explanation required for observed

behaviours, interpretations of experiences or use of physical objects. There is, of

course, much within cultural knowledge that is displayed deliberately which requires

explanation, and that which is covert, hidden or tacit and outside of the ethnographer's

awareness. This has been symbolised within educational cultures by the 'hidden

curriculum'.

My central purpose is to examine the discourses of Nursing in order to understand and

describe the nature of the discipline of Nursing. It was the work of Cicourel (1980), a

cognitive sociologist, that influenced me to reconsider my knowledge and experiences of

the culture (the acquired knowledge used to interpret experience and generate behaviour)

of Nursing, and to reflect on my assumptions about Nursing itself. Cicourel argues for

an interactive model which integrates two theoretical approaches: ethnography and

discourse analysis. Cicourel writes:
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[T]he study of discourse and the larger context of social interaction requires
explicit references to a broader organizational setting and aspects of cultural
beliefs often ignored by students of discourse and conversational analysis.
(Cicourel 1980, p.102)

Cicourel acknowledges the importance of contextualizing observations and information

gathered from discourse analysis when researching social interchange. This is

appropriate in light of the important role that the interpretation of social, academic and

practice discourses, beliefs and behavlours play in the researcher's construction of the

Setting. It is also important given that the focus of the study is on the knowledges

(valued and believed) embedded within the discourses (that reflected common traditions

in the development and use of knowledge), and the influencing factors that were hidden

behind the discourses that influenced the nature of the knowledges that contributed to the

domain (in this I am influenced by the critical theorist Foucault). Contrastive

ethnographic and discourse materials were collected from a range of Settings and

individuals within the Settings representing multiple occasions and situations. Following

the collection of data, fieldnotes were checked with participants to ensure that they

reflected their perceptions of the situations, and interview transcripts were returned for

checking by the interviewees. The limiøtions of both the participants and the researcher

in their capacity to process information has to be acknowledged. The information

gathered through observations and interviews is taken on face value. The data collecæd

are believed to represent the truth of the situations involved. The purpose of the study is

not to analyse the content of the discourses but to accept them as reflections of the reality

of the worlds of the paticipants.

The collection of the background ethnographies was done over a six month period. The

minimum time spent in any one Setting was four weeks. The Settings were visited when

most appropriate and convenient for those participating in the study. Data were collected

until no new understandings arose from the data. Participant observation, field notes and

informal inærviews werc used to collect the data.
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The ethnographies were written with particular readers in mind. Members of the

discipline of Nursing, other researchers interested in the methodology, and of course the

expert examiners are the perceived audience. The ethnographies have been written as the

researcher's representation of the Settings. Although it is impossible to protect the

identity of the organisations representing the Settings, they have been given titles that

reflect their function and contribution to the domain of Nursing. The ethnographies have

not be written as fiction (Van Maanen 1988), nor in contrast are they reflective of any one

truth, but they endeavour to be as factual and truthful as my interpretation allows. They

represent one interpret¿tion of the multþle realities within each of the Settings.

SIX DESCRIPTIVE ETHNOGRAPHIES

THE REGULATORY SETTING

It was early, about 9am, on a frosty morning in August that I visited the Regulatory

Setting. The atrnosphere was peaceful and orderly. Well mannered and courteous stâff

smiled as I entered and offered me assistance and coffee.

The waiting area faced the ascending stairway and glass screens shielded those waiting

from the busy cashier and inquiry area. The smiling and helpful receptionist spent all my

waiting time on the phone taking calls, and greeting people as they a¡rived. Other well

dressed people arrived and were similarly greeted and moved quietly away to their

meetings. Others arrived, looked around and moved to the cashier to do their business.

By the cashier's waiting area, a basket of toys waited, anticipating the enthusiastic hands

of children. The environment had been planned, not only with consideration for staff,

but also for the nurses who were to be served by the organisation.

The organisational structure of the Regulatory Setting is hierarchical, headed by an eleven

member Board consisting of representatives from various professional bodies including

the Australian Nursing Federation, the Health Commission, the Minister of Health, the
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Hospitals Association, the Australian Medical Association and representatives of

Psychiatric and Mental Deficiency Nurse groups. The work of the Board is assisted

through the functions of a range of standing committees (finance and administrative

policy; education; profession; organisational review) and an advisory committee for

complaints. The co-ordination of the standing committees is done through various

departnents which include: Registration, Complaints, ResearchÆrofessional, Education,

Australian Nurse Registering Authority Conference (ANRAC) Competencies and the

Nurses Career Information Bureau (NCIB). An administrative and finance off,rcer co-

ordinates human resources and the computing systems. All of the departments have

administrative and support staff. There is extensive overlap between the functions of the

departments and their success relies heavily on stong team work. The Chief Executive

Officer has a dual role, being accountable to the Board as Registrar, and accountable to

the community ttrough legislation covering executive officers.

The Regulatory Setting is an 'independent statutory authority accountable directly to

Parliament and empowered under the Nurses Act 1984' (Annual Report 1992, p.3). The

Nurses Act 1984 was being reviewed (during the time of this study) and specifrc changes

related to membership of the Board had been mooted. The purpose and mission

statement focused specifically on the nurse, the role of the nurse and the imperative of

competent and professional practice. The corporaæ objectives include measurable

outcomes, in particular '..p^rotection of the public', the approval of 'nursing education

programs', the conduct of examinations and the maintenance of registers, rolls and the

renewing of registration. These objectives are linked to the Board's responsibility for

monitoring professional misconduct and incompetence. Both reactive and proactive

responses to situations, relevant issues and future trends regârding professional practice

and education are made by the setting. Participation in the development of national policy

related to nurse regulation, as well as protection of the role and function of the nurse, are

part of their mission.
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Definitions of the 'nurse', and the 'enrolled nurse' pursuant to the Nurses Act 1984 and

of 'nursing' (August 1991) have been approved by the Regulatory Setting. The

definition of the registered nurse(RN) identifies a range of roles which includes:

clinician, manager, educator, researcher, consultant, counsellor and adviser. The

enrolled nurse(EN) role is defined under the supervision of the RN. Nursing is

described as the 'establishment of a caring relationship' based on knowledge generated

from independent and collaborative practice, research and the application of multi-

discipline knowledge which 'include[s] the development of health policy, health related

decision making, management of health resources and education of health professionals'

(NBSA 1991).

In summary the functions of the Regulatory Setting clearly cover: the enforcement of

legislation relaæd to nursing and protection of the community, renewal of registration,

the hearing of complaints regarding nurses' conduct, career counselling and a broader

educative and counselling role that encompasses all the elements of the Regulatory

Setting. While the Regulatory Setting has a mandate to protect the public, they have legal

sanction only to investigaæ individual nurses and not to investigate organisations.

During the year 1991 to 1992 from July to July, the Regulatory Setting renewed some

24,500 annual practising certificaæs reflecting the number of nurses eligible to practice

within the State.

Prior to 1987 there were only two RNs employed by the Regulatory Setting. All issues,

complaints and provision of information were handled by clerical staff. The Setting

represented yet another bureaucratic system of the public service, providing impersonal,

objective and ofæn irrelevant information and little support to nurses themselves. The

employment of skilled administrative and managerial people who were RNs into the

executive and advisory roles of the organisation re-oriented the aims and goals of the

setting to focus on nursing issues that assist in the education and development of the
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nursing profession and nurses as individuals. The health commission and other nursing

bodies acknowledged that 'someone with a nursing background and nursing knowledge

is more able to fulfil this role..' (excerpt from interview). Although the mandate of the

Regulatory Setting was to protect the public, it also acknowledged its responsibility to

provide a service to nurses and to the wider community. Working within the Setting was

perceived as an extension of nursing activities: 'in order to understand, you have to have

a nurse in this position ...to understand what the nurse has done and is going through'

(excerpt from interview).

The size of the Regulatory Setting had grown since 1987 as the various roles and

services \ilere extended. Service was provided to nurses who worked in 'non-traditional'

roles such as massage, naturo-therapy, various community work environments, primary

health care and epidemiology for example. The Regulatory Setting assists these nurses in

maintaining their competencies through the ANRAC (now the Australian Nursing

Council Inc. - ANCI) competencies and ensuring their eligibility to mainøin their

practicing certificate. The expansive roles that nurses fulfil within the health care arena

are often misunderstood by nurses, but maintenance of competencies enable nursing

practice to be competently provided for in a wide range of settings. The Regulatory

Setting invites nurses from non-traditional settings to present their job description and

discuss their work. In this way the Regulatory Setting affìrms different nurse roles in

relation to the nursing competencies and assurss nurses of their eligibility to register.

All departments are co-ordinated by nurse advisers who are all registered nurses, with

support from clerical or administrative staff. All are accountable to the Executive Officer

and Registrar. There is constant liaison between deparrnents.

The Registation Department consists of nine staff with a secretary, the cashier, and other

clerical assistance co-ordinated by a registered nurse adviser. They jokingly refer to

themselves as the 'money collectors'. As the organisation is financed purely from the
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monies collected through registration, this department plays a pivotal role. This does not

mean that money is the only focus; consideration of personal hardships and negotiation

of arrangements for 'time-payment' are made whenever necessary. The process and

function of registration are central to the role of the Regulatory Setting of placing nurses

on, and removing nurses from, the roll and register. The Registration Department,

within the Setting, communicates with nurses following disciplinary action or metes out

fines for late payment. The Registration Department has close links with the human

resource officer and the computing systems administrator regarding the use of compuûers

for registration records.

Liaison between departments is crucial, especially in situations where a registered nurse

has a criminal conviction and is seeking registration. One particular case involved

extensive counselling which lead to the provision of limited registration and eventual

acceptance into a graduate nurse programme for assessment, monitoring and eventual

reinstatement of registration. Such cases require lengthy counselling, evidence that the

person has personal'insight'and is able to change their behaviour through education to

fulfil the requirements of the profession of nursing. The fact that some nurses identify

themselves as practicing in an unprofessional way represents a good beginning for

individual learning and change.

Ofæn complaints turn out to be misunderstandings and are quickly sorted out. Others a¡e

serious breaches of professional conduct, improper conduct, substance abuse,

incompetence, unethical practice and negligence. The registered nurse adviser acts on

behalf of the Registrar and seeks further information from the complainant. Following

lengthy enquires and reports from both the complainant and the complainee the reason for

the complaint is established. Not until all information has been gathered is the

complainee approached with the allegations. This allows the complainee to gather

information to respond to the allegations. The turn around time of a specific complaint
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can take a minimum of nvo weeks or many years. The registercd nurse adviser maintains

a disciplined approach to ensure that the complaint is deatt with efficiently and quickly.

Nurses who are reported and placed on record, following the procedures mentioned

above, are granted'limited registration' and placed 'on trail', usually for one year. The

nurse would be continually assessed, given feedback and finally evaluated. If the nurse

proves that he or she can maintain competent practice then the Regulatory Setting would

re-consider their application for unlimited practice and reinstatement of registration.

Counselling, pro-active discussion and suggestions are part of the process.

A similar situation arises for registered nurses from overseas, particularly those who

speak English as a second language, who are seeking registration within Australia.

Migrant nurses have to prove their ability to practice competently and to communicate in a

professional way. Their nursing education progr¿rmme has to be accredited through the

Regulatory Setting as an equivalent nursing programme to that offered within Australia

for registration as a nurse. They complete a re-entry programme for overseas qualified

registered nurses. The Regulatory Setting acknowledges the importance in

understanding the anxiety of these nurses as they make the transition from one culture to

another. Patience, gentleness and consideration for the cultural shock experienced by

overseas nurses has been identified as a real issue when counselling these nurses.

English as a second language is also percieved as an issue. If the Regulatory Setting

cannot endorse a nurse for unlimiæd registration the case is discussed at various levels,

and with the Chief Executive and Registrar, prior to a final decision being made. In the

year 1991 -1992 one hundred and ten reports were received from various nursing and

other organisations by the Setting (Annual Report 1992,p.24).

Complaints are handled by four regisæred nurse advisers, two share the leadership of the

Department and two, classified as project officers, are supported by administrative and

clerical staff. Complaints regarding nurses' professional conduct can be made by any
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person and, in order of the frequency of sources of report, they include reports from:

directors of nursing, educators, self referral, consumer member of the public, registered

nurses, administrators, executive officers, medical practitioners, anonymous sources and

from other sections of the Regulatory section ( Nursing News July 1993, p.35).

Many of the reports requiring investigation may take weeks, months or even years to

resolve. The process of the investigations involve interviewing various people,

contacting and inærviewing witnesses of incidents and practices that are reported. If the

report is of significant seriousness then the report goes to a hearing or an inquiry. The

Registrar's Advisory Commitæe (RAC) and the Professional Conduct Commitæe (PCC)

meet to advise the Registrar on new reports, appropriate action and ongoing

investigations as well as the monitored progress of rehabilitating nurses who are

undertaking remedial pro grammes.

A complaints meeting is held weekly with the Registrar and the registered nurse advisers

from the Complaints Department to discuss and report on the progress and state of

various reports regarding RNs and ENs. These reports a¡e later discussed and may be

related to problems that range from 'behavioural to psychological problems, also other

physical conditions that may be genetic'(excerpt from Field Noæs 1, p.58). Some of the

specific complaints are related to sexual abuse, fit and proper matters, lack of

documentation, and inappropriate nursing care. Often nurses are fearful of losing their

jobs and fail to report those above them in the hiera¡chy. Orie Director of Nursing had hit

a patient, butthe nurse would not follow this up with a complaint.

Because of the adviser's empathy of both RN and EN positions, they have a good

understanding of how working and family life impact on incidents that are reported to the

Regulatory Setting. Follow up of nurse clients includes knowledge of medical reports,

clean urines (in cases of drug abuse) and noting other offences. The Regulatory Setting

has contact with district courts, the Ombudsman, lawyers, clinical venues, and the
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Medical Board to name a few. This indicates the necessity for the registered nurse

adviser to have indepth knowledge of the health system, the culture of nursing and its

internal networks for advice, and the law related to reported incidents. Some of the

comments regarding the professional conduct of nurses reported to the Setting were:

'would you like this nurse...to look after your mother', and 'some nurses are skimming

along the top of ...practice' (excerpt from Field Noæs 1, pp.59-60). It is important that

any professional group that liaise with Nursing has an understanding of Nursing as a

profession.

Hearings and Inquiries are formally conducted in a way that resembles a magistraæs

court with the defendant facing what represents a jury of twelve members of the Board

and of the Regulatory Sening. At least six members of an inquiry panel are members of

the Boa¡d. The inquiry panel have no information about the case prior to an inquiry,

except the name of the defendant. The registered nurse adviser prepares the cases for the

Crown (the Lawyer who reprcsents the Registrar) by sorting out the file, doing necessary

photocopying, contacting wioresses, supplying necessary information, such as dates and

the like. A letter is sent to the Crown informing the Lawyer of the Registrar's first,

second and final decision position that would be acceptable given the unknown outcome

of the pending inquiry or hearing. If defendants are unsatisfied with the outcome of an

inquiry or a hea¡ing they can appeal to the Supreme Court. The Supreme Court may

'affirm, vary or quash the decision...remit the subject matter...to a further

hearing...make any order as to cost (Process.INV, Inquiries and Hearings 1992).

Often if a nurse is involved with the Coroner's Court, as well as the hospital inquiry,

they also have to face investigation through the Regulatory Setting. This is

acknowledged as duplication. In the majority of times the Australian Nursing Federation

will also be involved, but this is seen to 'have an adversarial focus for their members'

(excerpt from interview). It is acknowledged that at times there is conflict between

various nursing settings 'because rve've either stepped in where we shouldn't be
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stepping in or we haven't stepped in where we should... but on the whole we tend to

work those things out' (excerpt from interview). The Regulatory Setting with other

organisations shows that changes occurring in nursing are often influenced by the

changes that occur in the related organisations. Although the Australian Nursing

Federation has a different approach to handling nursing matters 'the motivation and

direction of both organisations is different, in fact often the outcome can be mutually

agreed upon' (excerpt form interview).

Concern was expressed that any one nursing organisation could, in a self interested way,

represent a nurse and not achieve the best outcome for that nurse. This would not be in

the interests of any organisation whose purpose and goals were directed to nursing and

nurses as clients, members and employees. The importance of acknowledging the

relationship of the nurse as the client of the Regulatory Setting is emphasised. The

registered nurse advisers at the Regulatory Setting are exposed to interactions with

members of many other organisations, and from a professional point of view this

interaction is positive in developing working relationships and networks that facilitate

communication across all organisations where nursing work occurs. One registered

nurse adviser expressed this as being 'able to access this wide diversity ...of opinion and

being able to understand ...how nursing was practiced in a whole variety of settings

ranging from nursing homes to child care centres to...acute care settings...you name it,

and that's where our focus is'(Excerpt from interview).

Nurses who are contacted by the Regulatory Setting to answer questions regarding either

a report or a complaint, often have a long history of personal traumas and stress related

incidents: 'usually there is a precipitating incident for nurses to seek help ... Nurses'

issues reflect the issues of society at large' (excerpt from interview). In a rehabilitatory

way they are assisted back into the work force with confidential personal career

counselling. These nurse clients may have suffered 'burn out' or stress as part of

becoming involved in an incident due to various life pressures. A high skill level in
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counselling, and an extensive knowledge of coffect factual information regarding the

regulation of nursing is required in order for the registered nurse advisers to be advocates

for their nurse clients. It is acknowledged that nurses re-entering the work force

following an inquiry need to be supported, and the Regulatory Setting provides 'de-

briefing' sessions for both the nurse and the health care agencies who are willing to

provide work experience for rehabilitation.

The Regulatory Setting instigates a monitoring process for nurses who have gone

through remedial programmes as part of the process of gaining reinstatement of

registration. Informal monitoring and follow-up is done by some registered nurse

advisers on a one-to-one level with these nurses as well as those not formally

rehabilitaæd.

Due to the complexity of the various roles fulfilled by the Regulatory Setting it is easy to

believe that most nurses have little idea of the function and purpose of the Regulatory

Setting or about the regulation of nursing. Many nurses have a negative attitude towards

the organisation because of this. The staff of the Regulatory Setting believe that some

nurses perceive the Regulatory setting as 'stern, very uncaring ... only out to make life

difficult for me, take my money off me, and ... serve no useful purpose in my

view'(Excerpt from inærview).

It is believed that many nurses do not willingly want to take on the responsibilities of

managing their own professional regulation and see the Regulatory Setting as a

paærnalistic body that should attend to these sorts of nursing issues. \Vhen this does not

occur the Setting is often blamed for any personal or professional consequences. The

understanding of the risks and benefits of nursing practice and how these are regulated is

not fully understood by the majority of nurses. The old concept of 'once a nurse always

a nurse' is believed ûo be evident in the attitr¡de that regulation of professional practice is

not the responsibility of the individual professional nurse. Nurses are thought to often
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personalise any demands that the Regulatory Setting place upon them professionally.

This is ofæn evident in the requirement of payment for rcnewal of practicing certificaæs.

The purpose of, and protection of the practitioner through renewal of a practicing licence,

is not valued by nurses generally, and the threat or reality of a fine for non-payment is

interpreûed as a personal affront. This issue represents one of the many that form

interactions at the Regulatory Setting. The Setting is proud of its rehabilitation focus,

and although its mandate to the public requires regulation of nursing for public and

consumer protection, rehabilitation aims to evoke personal 'insight' and learning for the

individual nurse that will enable continuation of practice at an advanced and more

professionally mature level. Ongoing developmental education for all RNs is of

paramount value for the Setting.

Because of the perceived focus on registration renewal and payment for licensing, the

Regulatory Setting is ofæn interpreted in a negative light. During information sessions

about the Regulatory Setting some of the RN advisers work together and use humour to

emphasise the caring aspect of the Regulatory Setting: 'if we try to present a human face

it seems to get a good response ... people came and spoke to us...you break down the

barriers straight away' (Excerpt from interview). It is evident that interpersonal

communication skills are valued by all those who worked in the Regulatory Setting.

Although the functions of the Setting are acknowledged as necessarily bureaucratic, a

feminine, feeling, and caring approach is fostered and evident in endeavouring to

maintain a balance.

The Regulatory Setting provides a counselling and career advisory service to all nurses.

Nurses who are seeking to make a career change are provided with information about

vanous courses.

Through the values of insight, openness to learning and caring about individuals, the

staff of the Regulatory Setting believe that they themselves grow personally and
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professionally. Staff find that their entrenched biases and prejudices.come under

challenge, especially when confronted with unprofessional conduct that they have never

envisaged previously. Great sensitivity is required when communicating with nurses

who have been involved in incidents that are seen as abhorrent and uncaring.

Understanding the broader picture of nursing and appreciating that nurses represent a

cross section of the wider community is essential for RN advisers working with nurses

who have become involved in personal and professional incidents. The RN advisers at

the Setting very quickly learnt to 'appreciate that nurses were as vulnerable as anybody

else in society...and in fact...their issues mirrored ... the concerns of society' (excerpt

from inærview).

The strongest impression emanating from the culture of the Setting is the strength with

which the above mentioned values are shared amongst the RN staff. This is reflecæd in

the dedication to ensuring that all nurses who interact with the Setting are served in a

positive way that enables learning. The aspiration of a 'win - win' situation is evident.

One nurse adviser expressed that the Regulatory setting was 'the most caring

environment I've ever worked in'.

The RNs employed in the Regulatory Setting strongly identify with their roles as RNs

and their nurse adviser roles as care providers to other nurses, who are their clien*. All

RNs within the Regulatory Setting had, by dint of the legislation, a cunent practising

certificate. The Nursing Process was proffered in one situation, where following a

complaint of unprofessional behaviour, a RN adviser, on meeting the nurse complainant

in question, found herself carrying out a quick observational assessment of the nurse.

The RN adviser's first assessment, based on the presence of a 'profound tremor... very

thin...and...not a good colour' was that the nurse had an alcohol problem. Once the

deficits in the nurse's practice were addressed in the discussion, the RN adviser was able

to ask the nurse'ate you a heavy drinker?' The nurse/client replied'I am an alcoholic'.
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It is often found that unprofessional behaviour is excused or overlooked by nurse

colleagues, and the impact of unprofessional behaviour on patient care is often not

acknowledged by the nurse in. question or their colleagues. The Regulatory Setting

consistently endeavours to draw nurses'attention to the impact of unprofessional practice

on others and, in particular, their standard of care.

The value of nursing skills and, in particular, interpersonal communication skills are

important, especially when RN advisers uncover 'harboured grief, often suffered by

many nurse/clients. It is not uncommon for RN advisers at the Regulatory Setting to be

confronted with a nurse reported for stealing narcotics, benzodiazapines, or with a long

standing drug problem. Ofæn, during the ensuing conversation, the nurse would open

up and begin, for the very first time, to discuss childhood abuses that they had suffered.

As one adviser said, it is in these areas that the philosophy of rehabilitation is strongly

justified.

Although many health care agencies have within their staff similar skills to those found

within the Regulatory Setting, often health care professionals do not provide care for

each other in the work place. The importance of caring for the carer in the work place is

overlooked. 'If people were using those assessment skills ttrat they say they're using

from practitioner to client then theyTe not looking at their co-workers are they?'. 'If our

colleague was in a bed, presenting like that would we have done things differently?'

(excerpt from interview).

The clinical background of the registered nurses employed as nurse advisers at the

Regulatory Setting provide not only nursing skills with which to assess situations, but

also an appreciation of the importance of the 'need to be efficient ... have good

interpersonal skills ... work as a team ... and make sure that people aren't given the run

around with phone calls, that things are actioned appropriately, that standards of letters

are appropriate and that the information that we give is correct' (excerpt from inærview).
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The nursing staff of the Regulatory Setting espouse a vision for Nursing that is about self

regulation and self discipline through the responsible provision of safe nursing practice to

the public by professionally mature practitioners. Registered nurses employed within the

Setting believe they learn very much. One stated 'my learning curve's gone from ...right

angle degrees to straight up'. 'my...interpersonal skills have increased...I have learned

(to) inæract with people who I would never have interacted with before' (excerpt from

inærview). RN advisers have learnt to become more confronting in certain situations,

especially in situations where follow irp of complaints is necessary. There is shared

respect for the rt illr thut each colleague brings to the Setting.

The Regulatory Setting responds to professional issues by facilitating sub-committees

which involve the wider profession in debate and appropriate resolutions. Broader

consultation with other bodies is usual. The development of written guidelines is a usual

response to inadequacies within nursing systems. It is believed that the existence of

expanding and extended nursing roles that are developing away from the bedside need to

be acknowledged as credible and professionally accountable. The Regulatory Setting

grapples with professional issues for many nurse groups. Nurses in pharmacies,

schools, doctors rooms, agencies, technology specialisations and marketing agencies

give evidence of this.

The advisers of the Regulatory Setting are persistent in encouraging nurses to be mature,

accountable and autonomous practitioners. The example of placing the onus on nurses as

professionals to maintain their registration indicates this move, although many nurses

(some 7-ïVo did not t€new their registration on time) reacted angrily to this requirement.

The panacea of education is presented as suitable for providing and encouraging nurses

to improve their self image and knowledge of their professional responsibilities- Nurse

academics are still referred to as educators, and the competencies are seen to be an

imperative to 'get out of University'education.
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During one professional sub-committee that I observed, many members.listened and

made few comments. I expected a more lively debate. Responsibility for contributing

constructive ideas to assist in resolution of the perceived problem was often not forth

coming. The regisûered nurses of the Regulatory Setting are the ones in control of the

consultative process of such committees. Many of the sub-committee members give

them this power. Members of the sub-committee are obviously more comfortable in

placing responsibility or resolution of the issue onto other organisations or processes,

such as education or management. Members of the sub-committee have a narrow view

of the discipline and see it in ærms of providing attitudes and values for nurses and being

guided by competencies.

The Regulatory Setting is about the regulation of nursing through the enforcement of

legislation related the practice of nursing. As such, it manages issues for the profession,

but also provides personal nurse counselling and support in the face of such issues for

individual nurses. The Regulatory Setting has no jurisdiction over organisations.

TIIE BUREAUCRATIC SETTING

The Bureaucratic Settingl is nestled right in the heart of the city. The divisions that

incorporate Nursing are on the fifth and seventh floor of the large multistoried glass

fronted building. Views of the local foot hills are framed through the windows to the

east and a park and suburbia to the south. The west overlooks the heart of the 'down-

town'shopping centre and the northern vistas share views with multistoried car parks of

historical buildings lining a wide treed terrace.

The concept of the official bureaucratisation of cent¡al government was a subject that Vy'eber
(1947) devoted much attention to in his work on social and economic organisation. The
bureaucratic organisation is a special feature of 'Western society and consists of a complex
strucû¡re based on authority, and is highly organised and efflrcient. The bureaucracy incorporates a
political po$,er system that controls the organisation of the production enterprises of the
government. Traditional, legitimate autbority prevails. A bu¡eaucracy represents a 'government
by bureaux, centralisation; officialism' (Oxford Dictionary).
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The large glass building houses many Government departments. There are multiple

entrances into the building: through a shopping and food mall where staff often have

morning tea and lunch, from the eastern car park side onto a slippery mosaic walkway

that passes a health information centre and shops advertising recycled clothes. The

southern parkland side provides the front door to the building and opens into a large

lobby with a directory and four lifts that ascend to all floors. The lifts are programmed

with a digitalised American voice that informs users of the va¡ious floors of the building.

People come and go with many a nod of acquaintance, a sigh for the work break of

morning tea or lunch and the sharing of work and social experiences.

The Bureaucratic Setting is a part of the Health Commission which was established under

the SA Health Commission Act 1976 and is a corporate body that has powers comparable

to other State stan¡tory corporations. It is under the contol of the Minister of Health who

is empowered to take any actions to perform the Commission's functions or to delegate

its powers or functions. The Commission is required to encourage voluntary

organisations and local government to participate in the provision of health services.

The primary role and function of the Commission is 'to promote the health and well

being of the people of this State' (SAHC Act Section 16 1976). Through the

Commission health services within South Australia are guided by several general

principles which include: consumer focussed service provision; access for people in

greatest need; quality in service delivery; improving the poæntial for good health;

community involvement in service delivery and policy making; co-ordination and co-

operation between health service agencies and efficient and effective use of resources

(SAHC 1992193, p.l).

The responsibilities of the Commission summarised and listed in the Annual Report

include: ttre institution and promotion of research; the collection of information; the

assessment of requirements, supply, planning, implementation and operation, and
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assistance to other service suppliers for efficient and economical services supply; proper

allocation of resources; promotion of participation in provision of services; provision of

education, instruction and training; dissemination of knowledge in the public interest;

review and evaluation of policy and standards and the maintenance of a healtþ living and

work environment (SAHC 1992193, p.8).

The Nurses Act is only one of thirty or more Acts of Parliament that are adminisæred by

the Minisær of Health through the Health Commission. Other Acts include: Aged

Citizens Clubs (subsidies) Act 1963; Ambulance Services Act 1985; Blood Contaminants

Act 1985; Chiropodists Act 1950 1979; Consent to Medical and Dental Procedures Act

1985; Controlled Substances Act 1984; Denrtsts Act 1984; Disabilities Services Act 1993;

Drug Act 1908; Food Act 1985; Health Act 1935; Hospitals Act 1934; Institute of

Medical andVeterinary Science Act 1982; Medical Practitioners Act 1977; Menøl Health

(Supplementary Provisions) Act I9i5; Natural Death Act 1983; and Occupational

Therapists Act 1974 to list just a few (SAHC, 1990/91, p.8).

The structure of the Health Commission consists of the chairman who is also the chief

executive officer, a deputy chair, four commissioners and seven divisional directors.

The seven divisions include: Metropolitan Health Services; Country Health Services;

Disability Services; Public and Environmental Health Services; Planning and Executive

Services; Human Resources; Finance and Information. The executive of the

Commission consists of the seven heads of the divisions, the chief medical offîcer (who

is situaæd in the metropoliøn health services division) and the chief nursing officer (from

within the human resources division). Although registered nurses are employed in their

own right by the Commission, the profession is represented within the bureaucratic

structure in three of the divisions: Human Resources, Metropolitan Health Services and

Country Health Services. There are Nursing officers and advisers attached to each of

these divisions.
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The philosophy of the Commission as a corporate body is not expressed in so many

words in the Annual Report, although each of the Divisions report on their

responsibilities and the expenditure of their budget. It is only with a critical eye that the

reader can glean the philosophies of the Commission from the report. Each of the

Divisions with Nursing representation have mission statements that include social,

economical and political factors relevant to Nursing.

Part of the mission statement of the Human Resources Division focuses on Nursing and

includes statements that require nurses to provide advice on health and nursing issues to

improve services to the community; develop and implement policy which enhances the

delivery of a high standard of cost-effective nursing care to patients, whilst promoting

professional practice and accountability; develop and implement policy which promotes

Ntlrsing research and continuing education which will enhance knowledge and skitl

development; recommend an adequate labour force supply that ensures work face

requirements are met and advise Government on recruitment and retention strategies as

and when appropriate (SAHC, Nursing Branch 1993194,p.3).

The Metropoliøn Health Services Division's mission is to 'ensur[e] the equitable,

effective and efficient provision of high quality health services' (SAHC lgg2lg3, p.I2).

The responsibility of the Division is to define and respond to health needs of metropolitan

communities, and ensure that provision for these needs are met by the various health care

units within the metropolitan a¡ea- The Division has a planning and management strategy

which is updaæd and reviewed monthly. The projects ca¡ried out by the Division include

a review of co-operative clinical health facilities in which input from health care

professionals is maximised in the planning process; the establishment of generic health

care programs; regional planning based on population focus in a geographic area; and

encouraging the use of 'management principles across the system' (SAHC L992t93,

p.13). Some of the projects carried out in financial year 1992193 included capital worksi

various clinical service activities (eg, the planning of a ten bed fast-stream inpatient
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rehabilitation unit), assistance in the development of district hospitals and expanding

services to include technologically advanced equipment in metropolitan hospitals,

inspecting licensed private hospitals and the development of a booking list strategy to

help reduce patient waiting time.

The Country Health Services Division provides resources and monitors one hundred and

seven country health care agencies and manages the planning of new health care services

outside of the metropolitan area. They are also responsible for the St John Ambulance

Service and the Royal Flying Doctor Service. The Division established a Rural Health

Reference Group to inform stakeholders of policy changes and the Rural Practice

Training Unit to encourage more medical practitioners to the country. A data base

identifying health care unit nursing variables has been estabtshed. Regional consultancy

groups have also been setup for networking and planning new nursing projects. The

Division also provides management support through an updated publication of aBudget

Management Guide for Dírectors of Nursing. Continuing education and professional

development programmes are also offered through the Northcote Centre for country

nurses-

The key emphasis for Nursing representation within the Bureaucratic Setting is to

provide advice to the Minister of Health and the relevant Chief Executive Officers

regarding the development and implementation of policy to enable cost-effective nursing

ca¡e and tecommendations about recruitment and retention of an adequate labour force.

Although promoting the profession and the discipline of Nursing are mentioned, it is not

explained clearly how this occurs ofhcially throughout the Division.

Nursing is defined as a practice discipline involving 'caring, and commitment and is a

person-to-person relationship based on knowledge and skills which enhance the client's

health goals and need for recognition as a unique individual of worth' (SAHC, Strategic

Plan 1993, p.2). The concepts of primary health ca¡e for the ærminally iX in a range of
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settings; culturally appropriate care; holistic processes; patient decision making; education

focussed on the discipline of Nursing; further study in either single or multidisciplinary

settings; accountability of care; management of staff resources; fostering of research;

nurse as advocate for the client; collaborative multidisciplittary teamwork and research are

espoused within the philosophy.

The paper work within the Nursing Branch is representative of a bureaucracy with

documentation of philosophy, purpose, mission, goals, objectives, strategies and

outcomes. Formatted computer print outs with meeting dates and other activities are

printed weekly. Management planning proformas setting out the efficiencies in nursing

management and practice are prepared monthly with the headings: task/activity; primary

responsibility; outcomes required; when (outcomes to be achieved); and method of

evaluation. This is representative of not just an individual management style, but also

reflects the bureaucratic efficiency of the Nursing Branch.

The role of the Chief Nursing Officer is to provide leadership to the nurses of South

Australia regarding contemporary Nursing and health related issues and to participate in

corporate decision making, strategic planning and policy formation while managing the

activities of the Nursing Branch to achieve its goals. Other positions include those

responsible for nursing services in metropolitan and country health services, nurse labour

force planning, and the implementation of Nursing Automated Systems in State funded

hospitals. These roles demand constant consultation with the profession and, although

not mentioned in job specifications, also include the University sector.

The Chief Nursing Officer is a member of the Health Commission Executive and

participates in'corporate decision making, strategic planning and policy formation for the

health system and provided advice on nursing, nurses and related health care issues to the

Minister of Health, Chairman of the Health Commission, the Commission Executive'

(Iob Specification HRO002850/1) and others of relevance. This role is demanding,
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requiring 'no fixed hours of duty, intra and interstate travel and out of hours work' (Job

specification HRO002850/1). The activities of the Chief Nurse are multiple and include

some nineteen group meetings, committees and panels during one month. These range

from minisærial delegations, attending internal executive meetings, reporting to the Head

of the Division, chairing internal management meetings (eg, staff, planning) to

liaison/communication meetings (eg, Labour Force and Consultative) with the Nursing

profession, the University sector and Directors of Nursing of both the metropolitan and

private health care sectors. The Chief Ñurse is also a member of various other Nursing

bodies within the State, as well as meeting with Chief Nurses of other states three times a

year.

For new Nursing Officers within the Commission, the realisation that most of the

'bureaucrats' within the Commission have 'never set foot inside a hospital or a

community health centre or any other primary care venue' (excerpt from interview), was

a shock Individual philosophies about Nursing and health care are ofæn put aside while

those of the Commission gain priority. The skills of people at the Commission are not in

doubt because they are'people who came up through the public service, with skills in

planning and policy, financial management and corporate executive management'

(excerpt from interview). From a Nursing perspective, their focus on the 'patient' is

doubtful as the 'client was often the last focus of ... ethical decision making in

health...rather vested groups (were) bidding within the bureaucracy for their slice of the

cake which was driven by a medical model of practice' (excerpt from interview). The

Commission reflects a medical model focus on health care, which means that the values

of Nursing are lost in historically established power and control. Despite these

entrenched attitudes, Nursing made considerable ground with the support of the Health

Commission in achieving career pathway structural reform. Its structure was changed

seven years before other health care professions.
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The Chief Nursing Officer is involved at a corporate level within the Commission, and

although respect is evident for individuals and their skills, it is still'suspected' that the

role of 'nurse' is not as highly regarded as those with general qualifîcations. Although,

being employed with a Nursing background for the purpose of advising on Nursing

related matters only tends to carry more respect. Lack of respect for 'nurses' is believed

to be even more evident at the corporate level where high level corporate decisions a¡e

made, like budgeting for Treasury. Decision making of a broader kind is necessary, and

it is in this context that contributions related to Nursing are listened to, and seen as

important. It is believed to be the era of 'general management' where people with

generalist skills are respected. Professional management (like that related to Nursing

alone) is seen to be a thing of the past; specific occupational perspectives are seen by the

Commission as too specialised. For example, suggestions from Nursing to the

Commission executive of 'case management' as the future path of multidiscipline

mapping that includes all health care professionals in providing agreed standards of ca¡e

and discha¡ge was lisæned to avidly because I talked about the reduction in length of

stay, better quality of care for patients and the focus on patients and quality, not on

money'(excerpt from interview). It is believed that the focus on efficiency is the key to

the importance of suggestions.

A Nursing staff meeting involving all the Nursing Officers within the Bureaucratic

Setting, began with personal experiences regarding the culture of the bureaucracy.

Various rumours are reported within the profession and seriously discussed in light of

their relationship to facts or reality and their impact on issues and proposals. Topics

within the Bureaucratic Setting relevant to the various Divisions are discussed and

brainstormed. Support for each other is evident. It represents a time when the Nursing

Officers could sha¡e the concerns of their various Departments within the Setting and

consult over appropriate responses. These meetings allow a collection of issues to be

discussed among peer nurse bureaucrats in a way that provides inærpersonal and intra-

organisational communication, peer group support, consultation and critical problem
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solving. Many issues related to the health care industry are relevant and range from the

use of Medicare numbers, mobile phones, the State medical review, parliamentary

estimates and briefings2, availability of beds, enterprise bargaining and gain sharing3,

graduate nurse placements, and skill mix.

I observed one weekly liaison meeting between the Chief Nursing Officer and the one of

the Executive Directors. The topics for discussion at this meeting included: Nurse

Automatic Systems Implementation Committee (NASIC) maintaining deadlines for

payment, contract adherence with both contractors, Polyoptimum (Excelcare) and ProAct

(Rostering); the permanent presence in Australia of computer expertise; outside

specification for computer hardware and a report from the Chief Nurse Forum held

nationally. The atmosphere at the meeting was official, but relaxed. Both people were

obviously familiar with the process and took the meeting seriously. Confidential material

was discussed; I was asked not to record and I did not tape this meeting, and many

others, due to the sensitivities of confidentiality.

The role of the Chief Nursing Officer is to maintain strong representation for Nursing

within the Commission. Without strong representation, industrial, management and

executive decisions regarding the health system would be made without Nursing input.

There would be no representation of Nursing or nurses in the Commission. Chief

Nursing Officers 'need to be assertive. They need ûo have an encyclopedic knowledge of

what is happening out therc. They need to be politically astute, very politically astute .

They need to be skill[ed] negotiators; skilled in conflict resolution and, politically wise'

(excerpt form interview).

The Parlia¡rentary Bstimates is an investigative Cour¡rittee of Pa¡liament which meets once a year
to question the financial and qualitative outcomes of programmes implemented in the health ca¡e
system. The parliamentary Opposition Party will cross examine or challenge the Gover¡rment on
the details of the various prograrnmes eg. the NASIC prograrnme would be challenged regarding
the cost benefit of the programme and whether the qualitative outcomes had been reached-.
Padiaurentary briefings are meetings to provide details to the Minister responsible in order to
answer the questions at the Pa¡liamentary Estimates Committee.

The Gainsharing Pool rePresents the benefits accrued from the efficiencies undertaken by
enterprise bargaining, which a¡e reallocated aqoss the system.

2

3
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The role of the Nursing Officer responsible for labour force and planning supported the

Chief Nursing Officer 'in [the] development and achievement of Nursing Branch

objectives and contribute[d] to policy development and the future planning for nursing

services at a Staæwide level'(Job specification HR002850). This position is one of

leadership related to a range of labour force and work planning research activities. There

is liaison between this role and the computing and statistical services to access collected

data regarding work force numbers from both government and private hospitals as well

as nursing homes. This work is done ôn several levels, because 'the Feds' want to see

the overall picture of South Australia, the Commission needs to work on two levels of

data collection; one for government funding and one for other kinds of funding. Work

face data are extracted and statistical reports are prepared, but these are not done by a

Nursing Officer. This work underpins the 'Labour Force Model' that is so powerful in

forecasting and guiding future student intakes, graduate nurse employment, nurse patient

ratios and the like in the wider educational and health care industry. Information is also

available for Members of Pa¡liament who often have to face parliamentary questions,

provide material for parliamentary business and respond to concerned constituents and

members of the constituency. Information is provided to bureaucrats inside and outside

of the Commission, other government departments and the higher education sector. This

is done through pre-planned projects, report writing, feedback through Labour Force

Commitæe meetings and being a contact point for inquiries and information about labour

force requirements. The emphasis on the function of the Bureaucratic Setting of human

resource co-ordination within the Nursing profession, explains the importance given to

the Human Resources Division. The future planning carried out within the Bureaucratic

Setting is seen to be a tÞsource for others within the Commission. Bureaucrats from

other Divisions seæk assistance regarding planning for future supply of occupational

groups to anticipaæd future needs from the Bureaucratic Setting.

The Bureaucratic Setting provides advice regarding the number of RNs in the St¿æ to the

Nurses Board. The working relationship between the Bureaucratic Setting and the
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Nurses Board is positive and facilitates the sharing of a range of data. This has been

difficult in the past, because records previously were maintained manually. During the

installation and establishment of the flrst generation computer system during the early 70s

much of the data in the manually prepared files were found to contain records of

registered nurses who were no longer alive. This was the precursor for the first annual

nursing survey which was carried out in 1979. This also triggered the est¿blishment of a

data bank of student numbers within the State.

A typical question posed to the Bureaucratic Setting was: 'what is it going to cost the

public sector if all our ENs ...go to level 5 or ...level 4 ...what does this mean in terms

of cost?' (excerpt from interview). Questions such as this could be posed by any of the

nursing organisational settings. However not all of the data required to provide answers

is available in the Commission. For example, the numbers of ENs employed is available,

but the level, classif,rcation, and qualification profile is not. This represents one of the

weaknesses in the data information of the Commission. Students will also ring for

information to assist in their tertiary studies and research projects. There is a belief that

with restructuring of the work force information system such baseline information will be

available, and there will be no need to have a labour force co-ordinator to provide such

information.a

Labour force planning, brought with it political implications. Communication with the

wider profession and the University Sector is offrcially done through a quarterly meeting

with the stake holders in these groups. These meetings include Directors of Nursing

from large government funded metropolitan hospitals and the Universities who offer

Nursing programmes for beginning and advanced Nursing. Labour force_planning

requires cooperation throughout the Bureaucratic Setting and with the wider profession

and the Universities. Current knowledge regarding labour force and work face issues,

Tbere was a change in the system which lead to restructuring. This occurred on the brink of the
State elections which forewarned of change anywey.

4
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trends and communication of the results of research to the profession are crucial for

future planning. Often forecasting patterns are not taken seriously by the profession and

it's not unexpected that the situation would become political. Tension between the

Bureaucratic Setting which is giving advice on future nurse labour force needs, and the

University Schools of Nursing , which are working under constraints of the Department

of Employment Education and Training (DEET) educational profiles to maintain

Equivalent Full-time Student (EFTSU) loads is always a risk. The provision of labour

force planning information is required for the Partament estimates and preparation for the

annual budget. This information is provided to the Chief Nursing Officer who then

informs the Minisær.

Nursing is the only profession that has professional representation within the Health

Commission. This input is believed to be unaccepted or devalued in certain circles within

the Commission. The general cry that nurses do not need to be represenæd in the

Commission is frequent. The future of a Nursing voice in the Bureaucratic Setting is

believed to be short. 'It's a fight for survival, to have a voice for the profession...and to

get that Nursing perspective into almost anything that is done'(excerpt from interview).

The NASIC project was introduced into the Bureaucratic Setting in order to facilit¿te the

introduction and development of the automated nursing systems into the health agencies.

The Nursing Officer who coordinates this project acts as a consultant to the health care

agencies and assists with analysis of reports, application of information related to nursing

practice, management of resources, education and r,esearch linked to the NASIC project.

The major component of this role incorporates interaction with other divisional heatth

units and the director of the statistical and computing services. The effective introduction

of the system is paramount in enhancing communications and providing advice for the

Nursing profession. Writæn reports are provided to the Chief Nursing Officer monthly,

informing of the progress of implement¿tion, timelines and problems. Liaison with the

project nurses in the appropriate health units regarding implementation and maintenance
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of levels of competency is a large part of this role. Important aspects of the role a¡e the

prcsentation of training sessions, the development of self administering training packages

for the staff of health agencies, evaluation tools to assess staff competency, the

development of nursing data bases and soft ware applications education. To ensure that

,the whole process is implemented and monitored effective communication with the

directors of the appropriate health agencies is also crucial. In order for a nurse in this

role to function adequate knowledge of the health system within the State is essential.

I attended a NASIC meeting. This meeting was difficult to follow without knowledge of

the history. The project has been going for three years, and the committee has been

meeting for the past year. There was a lot of humour over some of the difficulties

perceived ûo occur in the future. The group shares a knowledge base of the system with

a comradeship that assists them in being open and communicative about their concerns.

One member was late arriving and voiced caution about accepting ProAct interface.

Another member confirmed that the interface was problem free. This was covering old

ground, but the Chairperson, nevertheless, provided information. The Chairperson

firmly checked that all of the Commitæe members agreed with decisions that were made.

One member wanted to know the deadline date for implementation. This question was of

great interest to the Australian Nursing Federation member and brought an aside from the

Chairperson regarding the number of times the deadline had been extended. Leaks in

communication usually lead to members believing that they have not been informed or

have not received notification of latest decisions or information. The Chairperson was

cautious about committee members taking seriously 'communication leaks'regarding the

project until they were checked with the Setting. The Chair was keen to close the

'communication loop'. The magnitude of the project and potential communication

problems are obvious.

The Bureaucratic Setting represents the nexus between Government and Nursing and

provides relevant information regarding Nursing to the Minister of Health in order to
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keep Parliament informed. The Bureaucratic Setting is also the Setting that provides

Nursing with information regarding Government innovations in health and health

education. Politics, power and legitimaæ authority arc issues within this Setting, and it is

often the impact of these issues upon Nursing that are overlooked by members of

Nursing generally.

THE CLINICAL PRACTICE SETTINGS

The provision of care (both public anI private) within Australia is controlled by the

legislation of state health commissions or hospital departments. Support from such

governmental bodies for annual plans and proposals are imperative for any public or

private health care provider.

Both clinical venues panicipating in this study are part of larger divisions within an

organisational structure which consists of eight similar operational divisions within a

large metropolitan health care agency. The Nursing service is headed by the Director of

Nursing (DOl$ and each division headed by an Assistant Director of Nursing(ADOl.Ð

who shares an administrative and clinical role. Patient care activities are co-ordinated

with help of a team consisting of the ADON, a nurse manager (NM), and the clinical

nurse consultant (CNC) of each department or unit. Each division has its own

philosophies and short term goals.

THE INTENSIVE CARE SETTING

I first visiæd the Inænsive Care Setting in October 1993. The Clinical Nurse Consultant

(CNC) had informed the staff that I would be visiting. I felt very welcome, but reticent to

approach st¿ff within the patient cal€ area. I went to the staff room and met a clinical

nurse who was caring for a patient who had arrested and was admitted into bed fifæen,

the emergency bed area usually used as a store room. Colloquially known as the

'corridor bed'.
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The Inænsive Care Setting was not thought to be busy, but to my eye there was much

activity. All the bays were busy, beepers were going and I could hea¡ a variety of

conversations of various levels of interest. Blue screens protected some of the patients

from view. A nurse was stroking a patient's brow, while a visitor stroked the patient's

hand. What a contrasting portrait of gentle caring amidst the hustle and bustle of what

appeared to be æchnical chaos. Medical personnel stared at me in mild interest. They did

not approach me or speak to me. I was not of any consequence to them. Even though I

spent many weeks within the Setting, itïas only when I approached medical people and

began a conversation was any communication achieved.

The goals, for the Division in 1993, reflected a philosophy that encompassed care of, and

for, the broader community, local community consumers of health care and the health

care workers within the agency. Emphasis placed on primary health care needs, health

promotion, education and nurse awareness (related to drug and alcohol issues) gave

evidence of an espoused educative and caring philosophy. As would be expected within

any large bureaucracy, efficiency and control was also favoured through the proposed

use of tested and accepted measurement tools for performance evaluation and the

adherence to recognised appropriate protocols and procedures for nursing care.

Meetings of the larger Division a¡e held three monthly to discuss issues of common

interest to the various departments that make up the division. The protocol is such that a

nurse representative is necessary for the meeting to be quorate. Issues such as

department budgets, submission for external funding, strategic planning, revision of

disaster plans, reporting from other related committees such as tlie trauma committee,

equipment committee, and wider activities of concern such as reporting back from the

Graduate Curriculum Conference (the School of Medicine conference which was part of

planning for the proposed graduate entry medical course) are part of the Division's

agenda.
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Emerging out of the divisional goals and central to the philosophy of the Intensive Care

Setting are values such as efficiency, in-unit staff development, education and patient

care based on patient and family evaluations. In order to provide assurance of quality ttre

health care agency carries out regular surveys which are distributed to relatives and

friends of each department within the agency. After seeking basic information about the

age and length of stay of the patient, the questions investigate the reception and

information given by nursing staff and the perceptions of the friends and relatives of

hospital nursing care. People a¡e asked whether the nurse introduces him or herself and

provides an information booklet, whether the facilities in the hospital are adequate for

visitors, whether special needs are met, and what visitor's impressions are about the

atmosphere and noise level in the care facility. They are also asked whether they were

invited to participaúe in the patient's care and whether they felt they were given adequate

information. A general opinion about the nursing care is sought and opportunity given

for further comment. Twenty five forms a¡e distribuæd to relatives of patients in the

Inænsive Ca¡e Setting, with a fifty percent return rate. The results show that the average

stay in the Setting is 2-3 days, and the average age of patients between 60-70 years.

Results reflect that doctors alone do not give information: thirty percent of relatives

believe that nursing staff alone provide information to relatives; when doctors give

information it is believed to be given equally with nurses. This represents high

information giving practices by nurses in the Sening.

The Inænsive Care Setting admitæd 1,109 patients during 1992 with an average stay of

3.4 days (Nursing Department, Annual Report, 1992). At the beginning of 1992 the

Setting rvas renovated and extended from twelve beds to fourteen beds in preparation for

the introduction of cardiac surgery during that year. The cost for per capita per day was

approximately $1,500-2,000. Twelve of these beds are funded by the Health

Commission and the remaining two are funded by the Heatth Car,e Agency.
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Communication with other departments is evident during the intensive.care of high

dependency patients, and staff are independently resourced which meant there is little

reason to make contact with other departments. This makes the Setting somewhat

physically isolaæd from wider interaction with the Health Care Agency. The Setting is

described as 'different, not special, but different'. It operates like a small organisation

within the larger organisation.

A sign inviting visitors to ring the bell prior to entering the Setting hangs at the entrance

of the unit. The separateness of the Setting and its architectural design give the sense of

walking into another world. It presents another kind of reality from everyday life. The

entrance is softened by the glow of warm light emanating from two intimate homely

waiting rooms. Next to these is a small interview room. They are furnished with blue

double and single lounge settings - an attempt at replicating a soothing atmosphere for

those who have to use them. There is a suggestion box in one of the waiting rooms for

visitors to post their opinions on the facilities. The suggestions are often personal about

the type of pictures on the walls, or the furnishings in the rooms. A notice board

introduces visitors to the Director, the Consultants, the Registrars, the Clinical Nurse

Consultant and the Clinical Nurses of the Intensive Care Setting, as well as the wa¡d

clerk and the secretary. The outer corridors of the unit are quiet. It is only when one

steps into the busy central care area, that the hum of activity is audible and the hushed,

conüolled procedures of the Setting obvious.

In contrast to the waiting areas the central care area shines with stainless technology. The

care area consists of fourteen beds with a fifæenth emergency bed. The Intensive Care

Setting is a large open planned area. There are no windows. Air into the Setting is

circulated through the air-conditioning system. The artifrcial white fluorescent lighting

maintains a notion of day light, while the concept of night is more difficult to imagine

even with the lights dimmed during the night. The care area is divided into fourteen

bays, each containing a bed and the necessary state-of-the-art equipment to provide
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intensive supportive care. The fifæenth emergency bed area is used as a store room

when the bed is not in use. Each bay is separaæd from the next by blue curtain screens

which allow for constant observation of patients and health care providers. However,

this also limits privacy during the administration of intimaæ procedures. All personal and

professional inæractions as well as noises and odours become common to the Setting.

The design suits the concept of controlled, disciplined health care; the closeness of the

bays reflect the close working relationship that health care professionals experience

within ttre Setting.

A desk for doctors, nurses and the ward clerk is positioned in the centre of the fourteen

intensive care bays. The intravenous fluid and drug cupboard is in close proximity. The

CNC's office and a seldom used office for the Clinical Nurses are at the rear of the

Setting alongside the staff room. The staff room was for use by all staff. The medical

Director of the unit and the Consultants each have an office, while the registrars share an

office with a bed, for those who can catch a little sleep when on call. Registered nurses

do not have designated shared office space within the unit. Extensive storage cupboards

line the corridors. Each cupboard door has attached a bar-coded iæmised list of contents.

The nursing structure within the Sening is hierarchical. It is headed (through delegation

from the DOl$ by an ADON. The CNC is responsible for all aspects of patient care and

safety, nursing staff education and appraisal. The NM, in liaison with the CNC, is

responsible for all human resource management. CNs are assisted by the CNC in their

role. The remainder of the nursing staff consist of RNs and ENs. All nursing staff wear

uniforms identifying level of seniority in the organisation. The Setting is intensively

staffed ûo provide appropriate patient ca¡e at a ratio of one nurse to two patients and two

nurses to one patient. This depends on the condition and requirements of the patient.

Registered nurses are graded into A, B, and C depending on their level of experience and

knowledge of intensive care. Following successful progression through the staff
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development programme the CNC grades the registered nurses. Many nurses have

completed the Intensive Care Course offered within the health care agency. Once a

competent knowledge base is reached, and regardless of the nurse's official award

classification, they are allocated to senior nurse, team leader, patient care or retrieval.

Graduate nurses (GN) completing the Graduate Nurse Programme have a three month

placement in the Setting. I spoke with one GN who was a little anxious. The patient he

was caring for was restless and pulling at his,intravenous and arterial lines and the

endotracheal tube. The GN was very aware of his limitations but felt supported by the

team leader and the senior nurse. The patient care nurses on either side of the bay are

also very supportive, and he relied on them for assistance when required. Although the

GN appeared as if he had ever¡hing under control, as he sat talking with me about his

experiences, he didn't take his eyes off the patient. We talked about his concerns for the

patient's condition. The GN was beginning to draw deductions about this patient's

behaviour related to the care. Following doctor's orders, he was weening the patient off

the ventilator, and thought that: 'with him being so angry like that, I wonder if it's maybe

something cerebrally that's damaged, rather than him not liking the ventilator and being

angry about it. Like a lot of other people come in here and they ... have an ET tube and

they don't perform the way he does' (excerpt from interview).

The patient had been trying to get out of bed and had to be 'shackled'. The GN was

concemed that the relatives had to see their'loved one'in such a state, and acknowledged

the importance of intensive care knowledge and inûerpersonal skills necessary to explain

such situations to the relatives, and assist in relieving their anxiety. The interaction with

relatives and friends often replaces the lack of interaction with patients. The GN was

now settling into his fourth week afær feeling very daunted and intimidated when he first

arrived in the ICU. It was a real 'culture shock'for him. He had naively wondered how

he would fill a whole day looking after one patient. Time management is now a real
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issue for him as he finds himself planning his day around the availability of more

experienced staff.

ENs provide a range of patient care and are allocated to all patient care at the CNC's

discretion. There is little differentiation between the work that RNs and ENs carry out in

the Setting, or the shifts that they work. ENs do not take responsibility for adminisæring

intravenous drugs. The EN that I spoke with had worked in the Setting for many years.

She believed that she was cushioned from the responsibility of the RN and felt

comfortable with her role. She had been looking after a'gentleman who had an out of

the hospital arrest three days ago, and they decided to withdraw treatment today. So it's

been rather an emotional day' (excerpt from interview). She had been interacting

constantly with the family and was required to use her inærpersonal skills in this a¡ea.

The ENs currently working within the ICU have been there for a long time and are

trusted on the basis of their competence to provide a diverse range of patient care. This

often causes some questions within the ICU regarding the sphere of practice of ENs,

although their role is within the sphere of practice of the legislation. The EN I spoke

with felt very much a member of the team. Although she acknowledged, as in any

department, the existence of 'cliques', and saw herself on the 'outskirts'because she was

not an 'old-timer' in the unit and was older than many of the other nurses. The skill and

knowledge base of ENs, like that of RNs, is important in developing relationships with

medical staff.

The Equipment room is integral to intensive care, and is managed by staff from the

Setting. The CNs rotate through the equipment room and maintain control over hospital

equipment, record and document stocks, trouble-shooting for equipment errors and

maintaining equipment in working order, trialing proposed equipment purchases,

educating staff on the use of new equipment. The CN also maintains alt the cardio-

pulmonary resuscitation equipment, covers cardiac arrests in the hospital and atænded

retrievals. The equipment nurse does a 'defib round' twice a week as part of the
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responsibility for resuscitation in the hospital. The responsible nurse carries the'arrest

beeper' ensuring availability at all times. Nurse attendants clean and set up the

ventilators. The equipment nurse checks the parameters and ensures circuits are made up

correctly prior to ventilators being returned to the Setting. Sales representatives

marketing equipment to the hospital do so through the eqoiprnent nurse. Recent clinical

experience within the Setting is believed to assist in the role of equipment nurse. The

equipment nurse role is autonomous regarding decisions following the trialing of new

equipment.

The retrieval of acutely ill patients has become an issue between various departments in

the institution; it is believed to be the role of nursing staff from the Setting. The retrieval

of patients nationally is instigaæd either through the emergency departrnents of acute care

hospitals or by a special retrieval service within the state. It is very rare that intensive

care settings generally, do retrievals. It is only in this Stâte that this occurs. Another

large health care agency also provides its own retrieval service. Retrievals of both

neonatal and adult cases a¡e divided across the State on the basis of distance, although

any referring doctor has the choice to call the retrieval team they wish. Retrieval has

recently become a competitive concept with big acute care settings competing for retrieval

numbers. This health care agency receives approximately thirty percent of the total

number of retrievals in the St¿te. A sense of rivalry has occurred within the institution

related to the retrieval of obstetric, coronary care and neonatal patients. Various

departments want to care for their own patients. The infrequency of retrievals and the

preference of retrieving doctors to have an experienced retrieval nurse accompanying

them, has gone part the way in overcoming this. 'There is a bit of fire between

departments at times, they believe that they should go on the roadside retrievals especially

because it is emergency nursing that you do ... they don't understand that we are actually

capable of doing emergency nursing because it is intensive nursing at the same time'

(excerpt from inærview).
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Nursing staff in the Setting are trained to go on retrieval, 'everyone is familia¡ with the

equipment. We're quiæ strict about what nursing staff go on retrieval' (excerpt from

inærview). If nurses are not familiar with equipment it is quite dangerous. The Setting

is staffed to allow for an inærvening retrieval within a shift, therefore 'one of our doctors

and one of our nurses attend the retrieval' (excerpt from interview). The helicopter, a

fixed wing aircraft or just the road side ambulance are used. The hospital does own its

own aircraft.

Nursing staff enjoy the excitement of going out on retrieval: 'it's one of the perks of

intensive care'. Although experienced ICU nurses are happy to go on retrieval it is

usually the younger nurse who is most enthusiastic to attend a retrieval. Ofæn a Junior'

registrar will accompany the nurse, which means that the nurse has to be competent and

be at the level of education to effectively contribute to the working relationship on

retrieval. Retrievals vary in their demand. Some retrievals with stable patients are

reported to be 'boring'because there is not much to do as all the intensive work is done

when the retrieval team return to the unit, while other retrievals are said to be very

exciting and a lot of work. The nurse needs to know what he or she is doing, and

prefers to be with a competent doctor. It is imporønt that everything is taken in the

retrieval bag, along with specific drugs, blood etc; nurses check the bag, prime the lines

and generally prepare ever¡hing while they are in transit to the scene.

Although the organisational structure within the Unit is hierarchical, nurses do not feel

that they are trapped within an hierarchy that disempowers them. Similar to the

architectural structure of the Setting, the organisational structurc and management of the

Intensive Care Setting is open and informal, allowing for all nurses to feel egud, valued

and supported members of the team. Although all nurses participate in the orientation

programme when starting work in the Setting, any ongoing professional development is

left to the individual nurse's discretion. 'You're never pushed into doing anything that

you're not confident in doing well' (excerpt from interview). The intensive care nurses
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do not feel pressured into doing further studies, but generally are motivated, enthusiastic

and have either completed the Intensive Care Course and have completed, or were

completing, a nursing degree. The learning atmosphere within the unit provides real

work satisfaction and fulfilment for those nurses who remain in the ICU. Nurses work

their way through the learning packages of the Setting, usually do the Intensive Care

Course and most have, completed or were completing, their degree. Many read journals

to keep up professional knowledge. Nurses seek their own reading material from a

broad range of journals kept within the unit. Many nurses swap articles. There is a real

interest in keeping abreast with new knowledge. Only a few nurses do not actively

become involved in the scholarly activities of the Setting. The part-timers, especially

those who work less than three days a week, usually have other commitments.

The ultimate overall responsibility for intensive care is with the Medical Director of the

Unit. Nurses work alongside doctors, but the doctors are 'in charge of the unit' 'They

run the place'. Nurses acknowledge the more extensive knowledge base of the specialist

registrars and consultants. But, in spite of this division of responsibility and hierarchy of

knowledge, both doctors and nurses are very much part of each others' culture within the

Unit. Each rely on the other to support their work practices. The collaborative

participation of a team of nurses and doctors in two resea¡ch projects in the ICU give

evidence of the close relationship between inænsivist medical and nursing work. One

nurse expressed the strength of the relationship between medical and nursing work

within the Unit and how she interprets nursing: 'what they're interested in, we are

interested in. Sometimes they go on that bit further and that's OK, and whether we want

to follow with that path we can if we want to. I don't see what's wrong with finding out

the molecule weight of whatever; that can be part of nursing if its relaæd to the patient

that you're looking after. Some people think that nursing is just looking after their

[patients] basic needs. True nursing for me is not just doing a bit here and a bit there.

It's not good enough' (excerpt from inærview).
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There is evidence of a social strata within the unit which relates to how long staff have

worked within the unit and the development of a reputation of reliable intensive care

knowledge. Permanent full-time nurses, who have been in the unit for some time,

represent the stable core of the nursing stratum and, have the opportunity to develop

inter-professional relationships and their intensive care knowledge reputation. They

'work their way up' to the roles of TL and SN. But, although there is identification of

such a stratum, it is also acknowledged that the ICU 'was really welcoming', even for

the 'agency søff (nurses employed by an external nursing pool agency) who frequently

work within the Unit. The very supportive structure for nursing staff provided by a

senior nurse overseeing the whole unit and maybe two or three team leaders assisting

across six bays, acting as the bay-nurses' spare pair of hands allow for the development

of a positive supportive feeling amongst the nurses. Although there are obvious

personality differences between nurses, on the whole the nurses are of assistance to each

other, with only some not offering assistance in their focus to f,rnish their own work and

get off duty.

The SN allocates the RNs to patient care. This demands in-depth knowledge of the level

of skills and capability of the RNs and whether they could be pushed to care for patients

requiring care just above their skill level. Knowledge of patient status is important in

order to allocate patient care appropriately. The nursing structure in the unit allows for

close supervision and support of patient care nurses (PCl.Ð. The SN walks around the

unit and sees all the patients and checks if PCNs need any help or reminding of things

that need doing, for example, if a Cerebral Venous Pressure (CVP) has not been done for

twelve hours or so the SN will remind the PCN. Some PCNs, frequently the relieving

staff, need to be told what to do and what is expected of them, but they are reassured that

they are on the right tack.

The TL role is to oversee the provision of nursing care, 'spotting and putting out fires',

and providing another pair of hands for the bay nurse. Many of the non-specialised,
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non-experienced nurses need this education. Each of the bays are checked by the TL.

Equipment is checked for correct settings and calibration and drugs and intraveneous

fluids are gathered for the shift. Questions relating to line changes, tube changes or

feeding the patient are often asked. The TLs therefore provide a co-ordination of carc.

The TL will organise the transfer of patients to and from ICU, or Xray. The role of the

TL relates to the Registrar (senior medical officer) and any concerns are put to him or

her.

Staffing for the next shift is done the day before, agency staff are often used in the

Setting, and have to be booked early. This means that the SN has to have a good idea of

any patient movements in and out of the Setting. Most admissions come from Accident

and Emergency (A&E) and Theatre, including cardiac, ear, nose and throat surgery and

vascula¡ cases. There are also unexpected cases like cardiac Íurests. Cardiac surgery

occurs on Tuesday and Thursday and makes these very busy days. Organising staff for

the following day means that the nurse needs a good communicative relationship with the

doctor to ensure that the appropriate information is handed on.

The status of the part-time nurses is dependent upon how part-time their work is, and

how much time they could devote to inær-professional relationships and knowledge

development. Part-timers also work their way up to a management role within the unit,

especially if their part-time load is six, seven or more days a fortnight. The relievers (ie,

agency nurses) and transient staff (ie, first year RNs in the GNP working within the unit

for a short time) never really have the opportunity to develop inter-professional

relationships or their knowledge reputation, and thus do not become part of the accepted

intensive carc group and remain outsiders.

The professional relationship for both doctors and nurses relies heavily on the knowledge

base of each individual professional. Only with trust in the reliable knowledge of each

practitioner is confidence developed. Within the Setting changes are frequent and often
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and are related to new technology, patient management procedures and.Setting and

organisational policies. Nurses have to keep up with all these ongoing changes; this is

often a concern for nurses, especially in light of their effort to develop and maintain an

effective working relationship with the doctors. A fondness and familiarity develop with

nurses referring to 'their doctors', or 'the BUyS', and during one conversation a nurse

from another department popped his head in the room and said'you been having trouble

with my boys'?

New Resident Medical Officers (RMO) and interns are solely responsible for the paper

work within the Setting. Patient care is not incorporated into their role. Some new

doctors are frustrated by this clinical restriction, and find it difficult to acknowledge their

limitations within the unit and to respond to nurses' requests for patient care orders.

Although many of the experienced senior nurses have worked in the Unit for a long time,

some new doctors find it difficult to accept nursing decisions or requests, This is ofæn

inærpreted as 'their last bastion of individuality' given the clinic¡l restriction of their role.

This kind of professional relationship places nurses into positions where it is imperative

that they have the knowledge to make clinical decisions in emergencies when a new

doctor may act contrary to the betær judgement of the experienced nurse, or who refuses

to respond to the professional requests of the experienced nurse. Nurses contact the

consultant regarding questionable sin¡ations when necessary.

The doctors are dedicated to the pursuit of knowledge through the literature and research

within the Intensive Care Setting and nurses respond to the doctors'knowledge quest by

keeping up with the changes. The unit generally is a learning unit, with both doctors and

nurses keen to pursue new knowledge about providing ca¡e. The relationship between

the nurses and doctors in this area is cautiously developed as both new doctors and

nurses prove that they have the knowledge and ability to work efficiently and effectively.
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The unit is unique with its admission and retrieval of patients across the life span from

paediatric and midwifery patients to the elderly. Patients admitæd to the unit are graded

on the basis of intensive care requirements and patient staff ratio. The grading ranges

from 'grade one', representing the least demanding high dependency patient, to 'grade

four', representing the critically ill patient requiring two nursing staff providing

continuous direct care for prolonged periods of time.

Relationships with patients within the unit vary. As most patients are unconscious it is

mostly the family with whom the nurse communicates. This extends to explaining the

equipment or the various treaûnents that the patient is. One patient was restrained (tied to

the bed) to avoid the risk of excessive aggressive movement from dislodging the

endotracheal tube. Nurses had to explain and justify to the family the benefits over the

harm of such a procedure.

The families often send thank you cards and chocolates as a sign of their gratitude,

usually when the patient is in the recovery stages. Thank you cards are displayed near

the central desk for staff to see. One nurse told of a patient's family who, some ten years

later, still sent her a Christmas card. From one nurse's point of view, some patients are

remembered 'from the tragedy point of view'.

Nurses f,rnd the nursing work in the unit intellectually challenging and stimulating as it

covers both complex and basic nursing care. 'Physiologically we are learning more and

more everyday, and it's important ûo be on the top of all of that, and incorporate that into

your nursing. You need to have a very sound knowledge base' (Excerpt from

interview). Intensive Care attracts a certain kind of nurse. Nurses who work in the Unit

are generally inælligent, highly motivated and enjoy keeping themselves up to date. Most

nursing staff are studying.
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Interpersonal skills are seen as important in order to communicaæ with relatives, doctors

and other nursing staff. This is particularly the case with agency staff, who need

re¿¡ssurance and supporL Nurse graduates, who come to the unit for the frst time as part

of their Graduate Nurse Programme, find the work very demanding and frighæning, and

require a lot of support and reassurance. As far as the communication with the patients

goes interpersonal skills are believed to be very important, although most patients are not

conscious for nurses to interact with them. Generally nurses believe that IC nursing

cares for the whole patient, and gets to know relatives, friends and family. The scientific

aspect of carc is believed to be equally important in maintaining a balance between care

and communication.

Handover is important for the ongoing learning experience for nurses within the Unit. A

large handover occurs every day at 2.15pm during the double shift as day staff finish and

evening staff come on duty. New techniques, current drugs going out of use as new

ones come in are discussed as well as the care of each patient. Handover is a verbal

report of the overall state of play within the unit. It is a valued process for putting the

activities of the unit into perspective because the larger picture is porftayed. Nurses keep

track of all patients and know what was happening within the unit. The handover is a

'passing on of knowledge'.

The nursing work within the Unit is æchnologically related. Nursing staff ofæn find it

difficult to separate the patient from the equipment and have to make real efforts to

maintain focus on the person, the patient.

A booHet prepared by the clinical nurse consultant, the Bay Protocol Manunl,is available

for st¿ff to purchase. Doctors sometimes refer to the manual as it provides a list of

common protocols and is used along side the procedure manual and the management

information folder. The Bay Protocol Manual also consists of information regarding

administration, the process of nursing, charting and data collection, and specific care
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procedures set out in a systems structure (respiratory, cardiovascular, neurological,

metabolic, gastroenterological and renal) and includes paediatric, trauma, and

cardiothoracic surgery. The appendices include various assessments, care plans and

position descriptions relevant to the Setting.

Only two nurses are involved in research in the Setting, One of the projects focuses on

the continuous dialysis done within the Setting, with the conclusions of the study being

presented at a recent conference. The nurse doing this research is now involved in

developing further research in the area.

Although nurses spend most of their time dealing with life and death issues, many nurses

believe that they become desensitised to many of the nuances of these issues.

Acknowledgment of their desensitised state, which is conversely related to the increased

experience, is something that most experienced nurses are aware of.

Ofæn nurses take thoughts about patients home with them. Nurses often apply cases

they had in the Setting to the elderþ in their family. Many of the issues that cause nurses

concern are dealt with informally within the Setting through general tearoom discussion.

A formal in-service programme is presented monthly, but rarely are ethical issues dealt

with. Some people feel that this is too demanding in that it forces staff to talk about

things that they prefer not to.

The issues of life, suffering and death that nurses come close to in the Unit are seen as

questions for which no-one has answers. 'Vy'e generally shouldn't be making

judgements, because no-one has the right to make the decision whether you should either

discontinue treatment or noL Because we do not know what is quality of life, everybody

has got their particular opinion of it. I have mixed feelings about it. Sometimes I think

we go too far. The general comment we hear in this Unit is that we are often nicer to

animals' (excerpt from inærview).
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The consultants in the Unit are responsible for decisions to provide immediaæ treatment.

The decision to'pull out'often depends on the individual consultant. Things are said to

have changed over the years: some consultants 'pulled out' reasonably quickly while

others spent time thinking about the situation and giving the patient the benef,rt of proving

their capability to survive.

The concept of cure is strongly held as a value within the Sening, particularly among the

doctors. The nurses, however, tend toãed with these situations in a way that infer an

understanding that cure is not always a possibility. It is believed that the doctors often

suffer more than the nurses, but there is little support for nurses who a¡e dealing with the

patient constantly over the eight hour shift.

Towards the end of my data collection I had no difficulty in enûering the Unit, or walking

freely through the patient care area. This is a strong reminder of the initial anxiety that

new nurses experience when beginning ûo work in a new environment and how attractive

it is to remain in an environment that is known and comfortable. The Intensive Care

Setting is a different kind of environment within the clinical care setting, which provides

special care for acuûely ill patients. The predominant knowledge base within this Setting

reflects that of the discipline of Medicine. Nurses working within this Setting share

similar values with medicine, with the addition that Nursing co-ordinates total care for

patients within the Sening.

The Medical Setting

The Medical Division consists of five departments which focus on medical care; the

various departments include renal dialysis, coronary care, cardiac outpatients, the

endoscopy unit, the respiratory unit, palliative care, diabetes education, a general medical

ward with specialties of gerontology, neurology and neuro-surgical and the Human

Immune Virus (tilV) liaison nurse. The bed occupancy of the Division is high, at 95-

l0Ù7o with an overflow of patients who are placed into other wards. This occurs mostly
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during the winær months (Annual Report 1992). In response to budget cuts to the

Health Carrc Agency the Medical Setting was reorganised in 1992.

The projected aims of the Division reflect the inærests of cost effectiveness, particularly

in the areas of utilising existing resources and involvement of staff in cancer treatment.

The Division wants to develop alternative practices, although it is not clear what these

would be or what has influenced this proposal. A short stay unit for cardiac patients

reflects the policy of quick turnover õf patients within the Division. Education and

research are supported with the collaborative development of short courses for nurses in

cardiac and respiratory care and the development of both cardiology and diabetes

research.

The physical location of all of the departments within the Division is on one floor of the

Health Care Agency. To the newcomer, the departments seem to run into one another,

but on closer orientation double doors a¡e used to separate the various deparEnents. Two

courtyards divide the contour of the building and a maze of corridors, doorways and lifts

confront the visitor. By way of identifying the floors of the building, each is painted

different colours.

The Medical Setting had previously contained twenty-four beds for the care of general

medical, oncology, haematology, neurology, immunology and rheumatology patients.

Following the closure of a neighbouring ward and the rationalisation of medical beds,

due to Federal budget cuts, the bed numbers in the Setting had been extended to thirty.

Diabetic patients \ilere transfened into the Medical Setting and the oncology patients were

transferred out. This caused some 'difficulties [with] personalities at the time' (excerpt

from interview) amongst the nursing staff, as some six or so nurses had Oncology

Certificaæs and worked in the Setting for this very reason. They were frustrated at not

being able to deliver the specialist care that they were prepared for. Much of the

oncology nursing care is now directed towards the haematology patients. The
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replacement of the oncology patients with diabetic and dermatology patients was no

consolation to the oncology nurses in the Medical Setting. However, management had

made the decision and the Setting had to accept the change. The change in focus of

nursing care has slowly become part of the new culture in the Setting.

Most patients are referred to the Medical Setting by consultants, with some being

admitted through Accident and Emergency, and others from Intensive Care, mostly with

Pulmonary Oedema. Patients admitteä under a classified range of consultants for the

Medical Division are admitted to the Medical Setting under the'Home Team'if beds are

available. If a bed is not available, the patient is admitæd as an 'Outlie' to another ward.

They are transferred back to the 'Home 'Ward' as soon as a bed is available.

Haematology patients who are 'Outlies', are identified as complex and are transferred

back to the 'Home W'ard' as quicHy as possible. It is believed that nurses in other

specialty settings are not familiar with haematology patients who require multiple blood

tests and are usually young people who are dying. 'They are frightened of our

haematology patients'. 'Outlies'from other admitting classifications are ofæn admitted to

the Medical Setting. These 'Outlies'are transferred back to their own wa¡d as soon as an

empty bed is available. Ofæn the transferring of 'Outlies' represents a juggling act, not

just for the nurses but also the patients and their relatives. It is acknowledged that this is

often 'a bit hassling' for the patients, but is seen as part of the bureaucracy of health care.

The Medical Setting's philosophy focuses on a high standard of care for both patients

and søff, with an emphasis on a team approach. Orientation, preceptorship and søff

support programmes are central to the Medical Setting's concem about staff. Through

the use of volunteers and social functions a high staff morale is supponed within the

ward. Education, review and staff participation are major goals for the Setting.

The Medical Setting is situaæd on the south eastern aspect of the multi-storied large

Health Care Agency. The northern windows overlook one of two central courtyards.
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There are two entrances into the Medical Setting, one from the southern aspect

representing the 'back door', and one from the western aspect representing the 'front

door'. Both entrances are in easy access to the central lifts used by visitors and staff.

The front entrance to the Setting is heralded by a sign which states boldly TVa¡d Open'.

The RNs in the Setting have taken the decision to have the wa¡d open to visitors twenty-

four hours a day. Much to the NM's surprise, Central Administration and the Medical

Consultants took this news as little consequence. There is a strong sense of 'duty' on

behalf of the RNs to pass this information on ûo both management and the Consultants.

The role of the NM is to co-ordinate the management of the rvard. The most important

part of the role is to ensure that graduates and permanent RNs provide competent care to

the patients, and to ensure that the nurses gain work satisfaction. The full-time

Equivalent (FTE) staffing for the ward is 29.0 including eight ENs. Staff a¡e given

particular responsibilities such as maintenance, recycling, stores, attending lectures and

reporting back, faciliøting in-service education, health promotion, environment, 'think

back' coaching (occupational health and safety). The nursing staff come on duty at

7.00a.m. and are task orienæd for the first hour in the care they provide to patients.

Allocation of RNs to patient care is negctiated between nursing teams. There a¡e three

teams of two nurses who give out the insulin, weigh the patients, and make the beds.

There are two CNs within the Setting. Their roles rcflect leadership and role modelling

for GNs and RNs, and support the NM. The CN carries out similar nursing skills to the

RNs but, as an expert nurse with long time experiences, add an advanced level of

nursing practice to the ward. CNs work most shifts, but with rationalisation of the

institutional budget changes in the number of weekends that CNs work is under review.

This is viewed with some concern, as weekends are precious to nurses who work shift

work or, conversely, weekends are important in bringing in the extra dollars to pay the

mortgage. A simila¡ situation has arisen for NMs who are being pushed into working a

nine ûo five week, making their role very much administrative and managerial.
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The patient care nurses work thrce shifts in the twenty-four hours: 7.00 a.m.-3.30 p.m.

or 1.30 p.m.-10.00 p.m.; 9.45 p.m.-7.15 a.m. Prior ro night dury nurses work 7.00

a.m.-2.45 p.m. or 2.15 p.m.-10.30 p.m. It is routine that each member of the staff have

set tasks in the first hour, such as giving insulin or other drugs and sitting patients out of

bed. Then the whole Setting works 'as a unit together, where perhaps two enrolled

nurses and an RN if they're spare, will sit everyòne out of bed and do the weighs starting

from (room) one and working the whole way around...the whole ward... with thirty

patients, and getting everyone sitting upright for brealdast, in a comfortable way (and a

few of them might be incontinent). That's the best way' (excerpt from inærview). From

9.00 a.m. on, nurses usually work in a team of two, consisting of a more SN and a

graduate or less experienced RN. This allows ongoing learning for the less experienced,

and expansion of the role of educator for the experienced RN. Some RNs have two

nurses to assist them or to supervise, especially if there are new staff in ttre Setting.

The total patient population of thirty patients is divided into three lots of ten, and two

nurses ca¡e for ten patients between them. The nurse to patient ratio is usually 1:5, with

one floating nurse to do messages and assist the NM. Because patients are not divided

up based on specialties, nurses learn to care for any of the specialty patients within the

Setting. Some patients who have extensive medical treatment, for example, a young

nineteen year old patient who had a bone marrow transplant, are 'specialled', thus

reducing the patient to nurse ratio to 1:1.

The PCNs are responsible for all the care to the ten patients during the shift. It is ofæn

planned that the same two nurses have the same ten patients the following shifg allowing

some continuity of patient-nurse relationship over the two days. Although the two

nurses plan their nursing care together, it is usual for one nurse to do the drugs, while the

other does other tasks such as 'sponges', assisting with showers, 'dressings' and

preparing patients for meals. Many nurses believe that ten patients is a heavy load, as

some days it is frusEating when the nurse cannot check the total condition of the patient.

93



There is a special concern when the drug regimes arc very demanding to the extent that

total patient care is interfered with. The role of the EN is supervised by the RN, and

includes most nursing tasks allowing for individual skills and interests.

I was welcomed into the Setting by the NM, and given a guided tour. On the northern

side of the front entrance was a seminar room for medical and nursing education,

handover, in-service and various meetings. Next to this was a day room, for both staff

and patient use. This had been furnished using money raised by Nursing Staff of the

Setting. Soft grey lounge chairs and a bean bag were positioned around the room; indoor

plants lined the windowed wall and a large coffee table stood in the middle. A television

set sat in one corner. The atmosphere was comfortable and homely.

Two long corridors, the northern one designated 'A corridor' and the southern 'B

corridor', running easlwest divided the ward into three sections. Rooms 1-12 opening

off 'corridor A' consisted of four single rooms, and two four bed bays; rooms 13-30

opened off 'corridor B' consisted of three four bed bays and six single rooms.

Bathrooms, showers, utility rooms, medication and treatment rooms, offices, medical

student rooms and the health care 'Station' rvere situaæd in the central section between

the two corridors. The 'St¿tion'was lined with long orange laminaæd desks with a vase

of flowers at one end. Cupboards for stationery backed the Station. The 'resus'

(resuscitation) trolley sat at the ready just inside the Station. Next to the 'resus' trolley

stood the patient case-record trolleys. Above these, on the wall, were pigeon holes for

laboratory requests, two notice boards covered with Thankyou cards from grateful

patients, a list of cunent patients, their room and bed numbers, and a list of the nurses on

duty for the day.

On the northern desk of the Station sat the moniûor for the bells from each patient's bed;

each was identified by a red light which would light up when the patient rang the bell.

The wa¡d clerk also sat at this desk and managed the phones and gave information to
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those who made enquiries at the Station. On the southern bench top was the ward

computer which was fiequently used by both the medical and nursing staff. The Nurse

Manager was constantly checking patient information from the compuûer. The computer

programme that was utilised in the ward was the 'In-patient Management Programme'

from which information was accessible about every patient within the Health Care

Agency. This particular programme had been used in the Health Care Agency for the

past five years. Most staff \ilere now comfortable with its use. The Medical Setting was

expecting the first computerised staff rostering programme to take effect on Christmas

day 1993, and the patient care plan programme, Exel Care in March 1994.

The Station \f,r¿ts a busy intersection in the Medical Setting. Those who came into the

Medical Setting were sent usually to the Station before going off to their various

destinations. At the 'change over' of nursing shifts, nurses would be seen checking the

patient liss and filling out their patient lists on an A4 piece of paper that they carried in

their pockets. The NM provided a daily computer print out of the patient's name, unit

code, diagnosis and consultant. This kept the NM up to date with all of the patients, and

provided a check list for all nurses, thus ensuring that all tasks were completed at the end

of the day. This was believed to be an effîcient practice. Important information was

written straight into the patient notes,

The NM's office was situated off the Station. It was a small room with the available

desk and shelving space covered with papers, various ointments and creams, hand

lotions and, some new pillows and pillow cases that had just arrived. There were three

notice boards with current flyers advertising various in-house events, in-service

education and the routines of the Setting itself. There was a mobile phone that was used

by a number of people. The office was accessible to all staff and was ofæn used by

va¡ious health care professionals during the day for interviews or a quiet place to talk.
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The major focus of medical nursing is helping people to carry out their activities of daily

living. The patients' conditions change frequently, therefore constant review is

necessary, and liaison with other nurses and doctors regarding this ongoing care is seen

as imperative. The patients are defined, in the majority, as very elderly and dependent.

There are a few young patients, mostly suffering from Leukaemia. Dying patients are

nursed in the side rooms. Seldom do patients have 'treatment withdrawn',s rather, it is

seen that the focus of treaünent is redirected from an 'active curative mode' to 'caring for

the patients and treating their symptoms and their pain' and moving into a therapeutic

palliative care approach. Often these patients go home to die.

One case was ciæd as an example:

This man, last week, he was fifty or sixty...he had a haem.atological disorder.
There com¿s a tim¿ oftenwith
longer worl<s and really their
and [itJ wasn't... able to be c
and they decided that he wouldn't have øny mare chemo therapy ... and did he

î'#í!:#,:,'!::f"!:
He was restless and

had paín in his nose ... He had a couple[of] injections of morphine ... then the
wife said to me they would like to nke him homc,... ond that was decided on the
Thursdøy...He had been in and out previously, we knew him well ... over
years...We ran ave him gauze, aruanged the
district nurse... afternooñ... That sort of thing
happens often.

These things are discussed amongst the relatives, medical staff and the NM who then

discuss these situations at handover. The nursing staff, especially the permanent staff

who work in the Setting 'are quite at ease with all of that' and cope with these situations.

They become more involved with younger people (cases) who have been on the wa¡d for

a long time. A reÆent case of a twenty year old sufferer of Leukaemia who' had a bone

Tbe 'withdrawing of Eeatment' was not a term acceptable to nursing staff in relation to nursing
ca¡e in the Medical Setting. The concept of 'withd¡awal' or 'pulling out' was identified as medical
language and related only to medical Eeatment. Nursing focus was, from thei¡ point of view, a
positive one that was about continued therapeutic care, not removal, or withdrawing of treatment.
Tberapeutic and caring Eeatment would continue until the patient died.

5
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marrow transplant was ciæd as an example of a young patient with whom all of the staff

were concerned and involved.

They weren't sure whether her L¿ukaemia was comíng back ...She had a bone

...often erygugh to-lçtow , and if she's had all the chemo and the tansplants ...
there really is nothing else we can da'. (excerpt from inærview)

Some of the GNs find this difficult. This is discussed individually with staff and at

Handover (report of patients' condition, require treatments etc to on-coming nurses by

nurses going off-duty). Ofæn it is the nurse who says 'why are you giving all these

medications. ...They are dying and it is ofæn difficult for them [the patients] to swallow'

(excerpt from interview). Nurses are very involved in communicating what they see as

the patient's needs: 'This patient is far too moist; they're coughing too much ... They're

gurgling and we're sucking them out. 'We want the IV or their subcutaneous fluids

reduced because it's causing them more discomfort by having it. Can we have

something to dry up their fluids ... I don't mind saying that, and so do the others and

they (the doctors) listen'(excerpt from interview). The doctors listen to the opinions of

the nurses, especially the more senior and permanent nursing staff. The more

experienced the doctor, the greater chance there is that they will listen to what nurses

have to say regarding patient care.

At Handover it was reported that one patient had requested not to be resuscit¿æd: 'She

just wants to go to sleep and not wake up' (excerpt from field notes). During a

conversation regarding removal of extraordinary care one nurse st¿ted that 'we can't just

let them 'go to sleep'. That is not the priority of the medical or nursing staff. We're

there to make them comfortable, but they (the patients) do request ... to be allowed to

die' (excerpt from interview). The Palliative Care and Medical Treatment Act is

recognised as a process of rcquesting to be allowed to die, and some patients sign that,

but 'sometimes the doctors can ... over-ride ttrat if they feel the patient's going to get

97



better' (excerpt from interview). As part of in-service the hospital ethicist has presented

lectures on the legislation, but the nursing staff see the legislation as always changing and

not clear. It is not common to come across a patient who has lnowledge of or has used a

'living will'. Usually the patient's decision to either continue with, or refuse, further

treatment is discussed with the doctor and the family. The procedure 'Not for

resuscitation' is invoked if the situation is hopeless. This decision is written in the chart.

Nurses respect the final decision following this discussion but see this as part of the

doctor-patient relationship.

Ofæn patients talk about their future lives with nurses, but the frnal deciding discussion is

between the doctor and the patient. One example was ciæd of an elderly woman who, on

her second hospitalisation, w¿ts in a situation that raised an issue about resuscitation:

The consultant had wrítten a note in the notes which was ... a little
contradictor!, and we thought ít cou
lady is not a candidate to return to
problems and in respecting what wíll be
might thinkwas bestfor her, was a con
got the evening staff to úIJs¿Js what was actually mcant... We tried to sort this
out on a lgte shift but...it will høve to be sorted out today... There are two
contrary issues in the same note: one was thøt she wante-d aII resuscítation
undcrtaken prior to thß lnspiølisation, and the other was that the corcultant hnd
spok3n !9 thg daughter about her mother's thoughts on euthanasia, and she (the
mother) had always felt that euthanasia ryas a þood idea, but the daughter stíII
wasn't sure what the mother really wanted. (excérpt from inærview)

This represents a nursing issue that comes up ofæn and wilt be discussed openly and in

an informed way later. The Guardianship Board is used when patients do not have

attentive relatives to support them or are alone and not competent to make these

decisions.6

The work of the nurse on the medical wa¡d is complex and consists of responding to

patient symptoms and needs, and involves administering medications, both intravenous

Tbe¡e was little use of language th¡t acknowledged the involvenent of nurses in euthanasia, or of
allowing patientc to die. The only evidence was with an experienced nurse. The responsibility
was clearly placed upon the doctor. Nurses carried out the orders of the doctor in this regard.

6
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and oral; skin treatments for dermatology patients, a range of education for all the

patients; counselling and assistance with social situations. Many patients require

personal counselling as they receive 'bad news' related to their lives. The majority of

young patients had Leukaemia. The main type that presents for the older adolescents is

Acute Myeloid Leukaemia. Other types of blood dysplasia, anaemias and platelet

problems arc also present which expr€ss symptoms that require good basic nursing care.

'Their mouth care is a problem after chemo', they have a lot of problems with ulcers ...

mouth washes and good oral care is important' (excerpt from interview).

One nurse explained that when a patient is told that they have leukaemia or lymphoma

they are devastated and often believe that they are going to die straight away. Many of

the doctors are a 'bit blunt', and ofæn they do not consult with the nurse to assist in the

telling of 'bad news'. It is left to the nurse to explain in ordinary language to the patients

what the doctor has said. Nurses'explain what the expectations are, that they will be

having chemo, that they will lose their hai¡, that theyll have nausea but we can use drugs

to control it...The doctors tend to say you've got cancer we'll give you chemo...They

don't expand on it' (excerpt from interview)

Basis nursing care makes up the major part of nurses' work in the Setting. They ofæn

help each other if they are behind time. Observations are taken depending on the

treatment being carried out, usually four hourly, daily or weeHy. Mostly this care is

decided by the doctor. If this is not written up by the doctor then the nurse will use his

or her discretion. If doctors did not give an order for pain relief, nurses will use their

discretion and administer the appropriate relief. Aperients or enemax or phosphate

enemas are also given 'without an order' by nurses, although this depends on the

individual nurse. Doctors often forget to offset analgesia with aperients for elderly

patients, and nurses follow up and ensuro that patient care is appropriate. Dressings are

generally within the autonomous practice realm of nurses. One nurse believed that there

was not enough interaction between medical and nursing staff regarding the ca¡e of the
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patients, especially given that nurses were with the patients twenty-four hours a day.

Pressure area care is controlled by nurses. Ripple mattresses are used. Eye toilets and

mouth cate ¿ue frequently stated as important. Generally the exærnal body of the patient

is seen as the medical nurse's domain.

It is believed by nursing staff that all departments are protective of their specialty

knowledge base. The specialty nursing knowledge required in Medical nursing is

believed to be an integration of nursing knowledge linked with knowledge of the medical

condition of the patient. Knowledge of the various drugs and their side effects is also an

important aspect of the medical nursing knowledge base. The more experienced nurse

can understand the psychological as well as the physical aspects of the condition and can

respond in ways that help the patient. Knowledge of the protocols required by the

consultants is also part of the knowledge base. Nurses have good rapport with doctors

regarding specific nursing ca¡e. It is ofæn the nurse who reports drug side effects and

other requirements of the patient. There is sharing of knowledge across health care

professional groups within the Medical Setting.

There is believed to be a strong working relationship between the nursing staff of the

Setting. A strong sense of loyalty and ownership of the Setting and its responsibilities to

its patients and staff a¡e evident.. The Setting is seen by nursing st¿ff as their'Home'.

Both staff and patients a¡e acknowledged as members of family of the Setting. Morale

within the Setting is high. Nurses help to maintain high morale by joking and having

fun. Some of the nursing staff have reputations for practical joking, which helps both

søff and patienr to keep their spirits up. There are times when morale is low. 'At times

it fluctuates...When there are very sick patients and haematology patients whom we're

very fond of and they're not doing so well, it can be depressing and the morale can drop

quiæ rapid1y...or if \Ã,e ¿ue very busy, there are times when there are not enough staff and

we seem to be flat out all the time then it can drop quite rapidly... People are snapping at

each other' (excerpt from interview). Christmas time is ofæn a bad time, as many of the
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patients relapse. A special effort is made at Chrisûnas to be happy and social. There

Christmas party outside the Health Care Agency, and st¿ff look forward to this special

event.

Because the work and social interaction between nursing staff is so close, one Nurse

thought they were at risk of being seen as a 'bit cliquey'. However, it is believed that it

is this interaction that helps to make the Setting a really warm, supportive Setting. When

'newcomers'first come to the ward, they have to prove themselves. Once this is done

things settle down and acceptance usually occurs. The close interaction of nursing staff

and strong identification with the Setting and its responsibilities of care, reflect on the

special care that is given to patients.

One nurse identified small 'factions' within the ward that were 'related to those (nurses)

that are at Uni now and those who aren't, and why it's a waste of time. OK it's a pain

for everyone that does it... At times I just think "Ugh! lets throw it all in" and so do

others...A lot who have done it support us, ...but there a¡e still some who don't see it as

valid and therefore we are wasting our time. That makes it hard. "Hands on is the best"

is what those people will say' (excerpt from interview). But, in spiæ of this 'we talk in

this ward', and on the whole communication in the ward is open, considerate, and people

are free to state their opinions. There is no official psychosocial support group for

nurses in the Setting. This had been stopped when the'cancer patients'had been moved

to the other setting. Discussions at Handover that emerge from spontaneous responses to

issues are seen to work far better than official sessions that put people on the spot to talk

about their feelings. Other activities such as relaxation, massage on neck and hands, and

meditation are used amongst nursing staff to assist in their relaxation at work. Nurses

are finding different ways of looking afær ttremselves and each other. One nurse stated

that to provide excellent medical nursing care'It's importnrú that [the nursing staff] alt get

onwell together... andtheyfeel cornfortable inworking and comfortable inbeing able to

sltow their emotions and being able to touch ihe patients and hug them You can pick the
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people when they cone around...They've got to be able to mix with the s.taff ... If you

are not happy corning to work...you are not going to be able ø develop an intimacy with

the patient' (excerpt from interview). There is an ongoing 'social game' in the Setting.

The hypothetical planning of a retirement apartment for nursing staff, with-take away

meals and relaxation tapes is a way to lighten the psychological stress in caring for

chronically ill and dyrng people. Relaxation music and øpes are used as therapy for both

patients and staff. One nurse jokingly said,'Remember ín my funeral I don't want...

('such and such' relaxation) tape ...1'm sick of hearíng that one' (excerpt from

inûerview). Creams with various perfumes are used to give back rubs to patients. This is

not for pressure area care but to enhance and maintain patient-nurse, physical conøct

through touch.

Communication within the Settings is an important issue. Often things need ûo be talked

about, especially where there are conflicting messages from doctors and nurses to

patients. This ofæn leads to confusion for the patient. A nurse cited an example of a

patient, confused in this way, who lost trust in the nurses, resulting in the patient and

spouse resorting to note keeping during care. Unfortunaûely this was not resolved as the

patient eventually died.

Showering is an important time. This is the time nurses can talk with patients as there is

little time to communicate otherwise. The Setting is very busy and the patient nurse ratio

is demanding. Patients often require full assistance which makes for a heavy load,

especially when blood and antibiotics have to be given frequently. Not having the time ûo

talk with patients is seen as a negative. One of the special aspects of medical care is

developing a meaningful relationship $'ith the patient and supporting and sharing in their

experiences as patients. Not having the time to develop this relationship is a limitation to

patient care. From the Occupational Health and Safety aspect, central administration is

seen to be more receptive to the safety needs within a ward with thirty patients. On night

duty, with only two nurses to thirty patients, nurses often have to often restrain patients
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so they can care for the really sick. Restraining patients poses an ethical.dilemma for

nurses regarding invasion of the patient's autonomy of physical freedom. Staffing

shortages due to budget cuts have undermined the quality of care that could be provided

to patients. Often RNs have no time to do nursing histories. This is a t¿sk that is ofæn

taken up by nursing students as an educational opportunity.

GNs who have recently compleæd their degree are employed for twelve months during

the GNP. One GN I spoke with was settling into the Setting, but felt a bit daunted and

'left to (his) own devices'. Because the ward is so busy no orientation programme is

offered. There are numerous protocols and procedures for the medical specialties cared

for in the Setting, Night duty, when it is not so busy, represents a time when learning

about the Setting can occur.

A few of the RNs were previously ENs. They had made decisions to 'do their three

years'. One nurse saw the EN role as limiæd and wanted to expand these limits on

practice. This experience is seen to provide a very different historical ethos in nursing

that increases the professional dedication to the work of one EN turned RN. One EN-

RN gave extra hours in her care for dying patients. Other RNs would say'you don't

have to do this', but the EN-RN found it difficutt to just leave in the middle of

communications to go off duty. She found that in the past she was combining her EN

and RN roles and rying to do everything. She has now adapted to her new role.

Ongoing preceptorship and professional development for both nursing and medical

students is an important and demanding role for nurses. Medical students, Graduate

nurses doing the Health Care Agency's Graduate Nurse Programme and nurses from all

the universities do clinical placement in the Medical Setting. Education is seen as a big

part of the RN's role, and the Setting is seen as a'good place to work, there is always so

much to learn here' (excerpt from interview). A broad base of nursing knowledge is

seen as an imperative for medical nursing. One nurse believed the function of æaching
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was essential for RNs, but also found it quite demanding. 'Occasionally it gets to you,

and you think, "Oh! not another student", or "Do I have to precept another person ...

How atn I going to fit this in", because your role as an RN can be busy enough and on

top of that you have to have students, and because I have been one I know what it is tike

and I have had to stop and think'(excerpt from interview). The Setting has an In-service

progr¿rm which is identified as very important and various visiting professionals present

topics of relevance to nursing staff, for example, the endocrinologist and the patient

information officer had presented sessions recently. Each RN usually presents sessions,

but this often has to be put aside because of shift changes and rosûer trials.

There are some mixed views on the relationships that doctors have with their patients, but

generally the caring role of the medical staff and their ability to meet the psychological

needs of the patients are acknowledged. One nurse believed that the medical condition

and not the individual person was the most important focus for the doctors; their inærest

was in the type of leukaemia. The nurse felt this was particularly so for short stay

patients while the long term patients a¡e often treated more Írs individuals. Although the

end goal is similar for both doctors and nurses, the approach is different.

Many allied health care professionals also provide care within the Setting, and are

respected by the nurses for the quality and dedication of this ca¡e. Because medical and

allied health professional support is not always on hand during the night, preparation for

the evening and night is done by the experienced nurse. For example, where possible,

concems are sorted out prior to the Medical Officer (MO) leaving. Nurses generally feel

comfortable in ringing the Consultant if a nurse is unsatisfied with the specific care.

Often the Interns (practical experience prior to employment as MO) have difficulty

coming to grips with the haematology patients, so it is often better to contact the

Consultants directly when dealing with a particular health management problem.
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The use of the term 'medicine' is applied to 'medical nursing' because of the title of the

Division and the specialty of the Setting. Medicine is seen to be a complex nursing

specialty with 'assessment and observation and ... actual nursing care...there is so much

more a nurse can do' (excerpt from interview). Even though technology is often used in

medical nursing, the idea of the nurse as 'therapeutic'is emphasised. 'There is so much

you (the nurse) can da yourself for these patients, and as nurses come through the ward.

we have to encourage thetn to come back...it seenß to be the mare experienced person

who wants to do rnedicine'(excerpt from interview). The Medical Setting provides

nursing care for a range of very sick and dying patients through the skills of a range of

health care professional, but it is the nursing staff who maint¿in the Settings as a home

for the people who continue to require their care.

TIIE PROFESSIONAL INDUSTRIAL SETTING

Several plaques hanging in the front foyer of the building express gratitude for the

assistance of a number of people for establishing the building as a 'Head Quarters' for

Nursing. The language reinforces the traditional image of Nursing emanating from the

structures and attitudes of the armed forces. It also raises the question of the function of

the building, when it was built and why. A tocal real estate agent was managing the

building which already leased rooms to doctors on the first floor, and the Department of

Labour on the second floor-

The reception/waiting area is tucked in beside the lifts, surrounded by wood and glass

partitioned offices. On the wall therc is a notice board, covered with photos of a recent

annual delegates conference and the Today journal. Opposiæ is arranged the usual

furniture of a waiting area. A fabric covered office divider, with colourful posters

depicting and advertising nursing, separates waiting individuals from the passing foot

traffic. A rather sparse rubber tree plant sits to one side. A stand of brochures

advertising various nursing groups, bookshops, social events and the up-and-coming

National Australian Nursing Federation (ANF) elections. The clerical support staff are
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situated in the centre of the office complex, similar to a typing pool layout. Numerous

small ofñces line the perimeter of the clerical pool area. At the eastern end is situated the

Library and staff room, and at the western end are meeting rooms, the phone room and

the Secretary's office. The office of the Secretary is neat and comfortably official, with

soft brown wood panelling and large windows. Conservative prints hang on the walls.

A medium sized meeting table is centred in front of a large desk. It is a large office in

comparison to the other offices in the complex.

The role of the Secretary is comparable with that of a CEOin any other organisation. As

such, the Secretary is responsible to ensure that requirements of the Industrial Relations

Act are fulfilled. The Secretary also fulfils the role of Treasurer. The Professional

Industrial Setting is a non-profît organisationT, and the role of the Secretary is to ensure

that the functions of the organisation remain relevant to the nursing profession. Because

the position is an elecæd one, it relies very much on the individual to bring their'own

strengths and limitations to their position and their own ...mind set, their own

experience' (excerpt from interview). Each new incumbent into the elected Secretarial

position has to learn about the position and to 'map out a course'for him or herself. As

the position is an elected one, it means that the breadth of the position is economic,

industrial, professional, and political. It is in the Secretary's interest to maintain

relevance within the profession and maintain contact with individual worksiæs as well as

with other officials at State and National level.

The organisation is in a process of change following restructuring and the creation of

new positions. Although the structure of the Setting, as an organisation, is hierarchical

on paper, the general philosophy is that of a small trade union, with a strong professional

focus accompanying its industial function. The beliefs of the Setting are expressed as a

All the funds of the Branch a¡e derived f¡om membership fees. As a non-profit organisation , the
¡rembers of the Professional Industriel setting are tbe most important unit of the organisation.
The setting work¡ on the premise that it is the çollective bargaining of the members that gives
the organisation its power and its strength.

7
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desire to be a'unifying force'that will enable the profession to be informed on a range of

issues including health, social and political issues, and to communicate with other

stakeholders on both a national and international level. The promotion and protection of

members of the profession generally is balanced with the belief that the Professional

Indusrial Setting be an advocate for health care consumers and a promoter of accountable

practice that is recognised as equal with any in the health care system. Professional

education, nursing research and evaluation in order to achieve excellence is the focus for

the individual nurse (as a member of the Union), the profession of nursing at large, and

health care consumers generally. One comment that gives a good example of the

philosophy of the Setting was,'can a nurse truly perþrm her role as a nurse if she's

exploited, you know if she's not receiving adequate salaries for her task, if the

environmcnt is unsafe, if she's really oppressed? ...1 really don't believe that she's able

to perþrm her role to the fullest. Particularly whenyou consider that one of the major

elem¿nts of the nursing role is patient advocacy...you can't...If you are an oppressed

human being, it's very dfficult to see haw you are going to advocate and liberate others'

(excerpt from inærview). The interests of the Setting extend also to the development of

the image of the discipline of nursing. The discipline is expressed as 'formulating the

integrity of the profession', and that the role of the Professional Industrial Setting is part

of helping to shape the contributing elements of the discipline. The career structure is

also seen as critical in assisting in the advancement of people within the system. The

career structure is under review, and proposed restructuring is about to take place in

order that it is adaptable to organisational structures. The requirement for academic

qualifications linked to work positions, role descriptions and promotion had previously

been rcmoved. It is believed that it is crucial for the discipline, positioned in the academy,

to keep in touch with the profession and to be aware of what is relevant to the industry.

'It's [the discipline] not going to exist if there is no place for a nurse to work If the

skills and the expertise and knowledge gained therefthe university] is not relevant to

anything that the communíty needs then it has no place to mnnifest itself except to sit

... and s elf actualise' (excerpt from interview).
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The broader social justice value of 'appropriate health for all' is a driving force in what is

believed to be the relevance of the disciptine. As with the profession, the discipline

needs to be socially relevant. The picture of the nurse at the bed, ..,will become less of

a focus...the nurse will be much closer to community members' (excerpt from

inærview).

The objectives of the Professional Industrial Setting include the promotion and protection

of the interests of members of the profeision, the improvement of industrial and statutory

rights and the benefits of members, the fostering of high standards of nursing practice,

the promotion of educational and professional advancement of nurses and the

representation of members in industrial disputes. What the Setting also wants is to

mobilise nurses into being involved in, and achieving, change for the promotion of

nursing.

The members of the Professional Industrial Setting appear at the top of the hierarchical

organisational chart. The Professional Industrial Setting Council is accountable to

members (I could not attend Council as this was described as definitely confidential).

The Branch executive group is positioned between the Council and the Secretary. The

Secretary is elected every four years and is accountable to the Council. '\Vorksite

representatives' are the first point of contact when members are seeking support. They,

in turn, contact the 'organiser'8 who will consult with the various teams within the

Setting.

There were three important teams: industrial, support senrices and professional services.

Positions within the Setting include a senior industrial officer, a manager support

services co-ordinator (who is also responsible for the library) and two professional

officers. These roles are supported by advisers in occupational health and safety/work

Registered nurses working within the P¡ofessional Industrial Settings are responsible for v¡¡ious
metropolitan and country sites, including schools and departments of nursing in universities.

8
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cover, industrial compensation, industrial resea¡ch and education teams. In.all, there a¡e

seventeen role positions which are supported by the usual clerical staff. A conference

delegate is elected from the worksite representatives group to attend the State annual

conference. In order to be employed within the Professional Industrial Setting, RNs

need to have a university degree. One Officer stated that'rny personal view is that you

need to have gone through the tertiary education system because otherwise you don't

have an understanding ol how things have changed in relation to entering nursing'

(excerpt from interview).

Unions, generally, are described as working on behalf of their members for both

professional and industrial reasons within the work place and beyond. The central

function of unions is to protect workers. The state branches (including sub branches in

various employing agencies) of the ANF are responsible to the National ANF which is a

Federally registered union. The Federal body of the ANF (including the state branches),

is affiliaæd with the Australian Council of Trade Unions (ACTU) and the United Trades

and Labor Council (UTLC). Søæ branches meet regularly with the Trades and Labour

Council (TLC) in each staæ. When I asked about the relationship of the Professional

Industrial Setting with other unions, it was described as 'appalling', and the 'culture of

the boys who really love a fight'. It is believed that the Professional Industriat Setting is

not viewed as a'real union'by more male dominated unions. Nevertheless, it is through

this network that the Setting maintains communication at a state and a national level with

the South Australian and Federal Industrial Commission and internationally with the

International Council of Nurses (ICI.D and the World Health Organisation (WHO).

The Setting publishes two journals. The Australian Nurses fournal, a monthly

industrial/professional publication, and the Australian Journal of Advønced Nursing, a

scholarly publication that contributes to the development of the discipline. A small

dropout newsletter called Nursing Today, has become an important provider of local

information to nurses in South Australia. A range of publications available through the
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Setting include, for example, topics such as National policy/position staæments,

decentralisation of negotiation, environmental issues, HIV positive nurses in the work

place; Branch policy/position statements about admission and discharge policies,

biomedical research involving human subjects and conscientious objection. Other general

publications include Nursing control of practice (role erosion), and substance abuse.

The Setting in South Australia began in nineteen twenty four, four years after the

establishment of the Nurses' Registration Act of South Australia and the Registration

Board in the nineteen twenties. Prior to this, the Royal British Nurses Association and

the Australian Trained Nurses Association (established to regulaûe nursing in New South

V/ales before the turn of the century), each with a branch in South Australia, had 'control

of nursing and nurse training' (Worksite Representatives Information Booklet 1993,

p.3). The Professional Industrial Setting evolved out of these two bodies, thus

establishing an historical link between both the industrial and professional concerns of

nurses and nursing. Eventually a national body was established with a federal council to

manage its affairs.

Therc are some one hundred thousand members of ANF nationally, with eleven thousand

members of ANF (SA Branch) out of approximately eighteen thousand 'working'

registered nurses (field notes, September 1993) within the Staæ. It is through this strong

membership that the power to conüol and improve nurses'employment and professional

conditions are expressed. There is no 'cut-off point within the career structure,

employees can retain union membership regardless of their position, from enrolled nurse

to director of nursing. Many Nursing academics within the university sector are

members of ANF, but are also covered by the National Tertiary Education Industry

union. The diversity of membership allows for a wide diversity of views.

I attended an Executive Committee meeting. Seven of the nine members attended. This

was chaired by the Secretary, with the Staæ Branch President in attendance. In line with
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the philosophies of ttre Setting, there was representation from va¡ious sectors, including

student representation from the University sector. The meeting room was smallish. A

large hand sewn colourful banner advertising the Royal Australian Nursing Federation -

an artefact of previous industrial rallies, hung on the wood panel wall. The meeting was

informal, although meeting protocol was adhered to for the putting of recommendations

and the acceptance of motions. The agenda items covered issues such as closure during

the Grand Prix, membership and the need to advertise, worksiæ problems of staffing and

low morale of nursing staff, requests for member support for insurance, vicarious

liability and work cover. The provision of services to members is becoming harder to do

due to economical restrains. The Accord and enterprise bargaininge are topical issues

and the Setting provides member information sessions to assist in negotiation with

employers. An enterprise bargaining report was being prepared for submission to the

Government. An industrial report was tabled by the industrial officer. This included a

review of the Setting's position regarding enterprise bargaining negotiations since their

last meeting. Other issues raised included reduction in the National health budgeg lack of

agreement to a National nursing framework, the question of commitment to paid rate

The state¡nent of Accord by the Australian Labor Party and the Australian Council of Trade Unions
Regarding Economic Policy (Accord 1983) is tbe incomes policy of the Hawke Government
intended to bring about economic growth, reduce unemployment and lower inflation. It is an
bistorical relationship as it represents the fi¡st of its kind between a government and tbe trade
unions within Australia. The Accord was to be an alliance between the AusEalian Council of Trade
Unions (ACTU) - the peak union body, to accept full wage indexation and centralised wage-fixing
and the Hawke Government to ensure compensatory tax cut6, improved social security and other
union objectives. \Mages policy is the core of the Accord (Singleton 1990 p.156). When Labou¡
came to power they sought agreement f¡om the ACTU to discount and abandon full wage
indexation which has meant a six percent decline in real wages. Negotiation and agreements
continued between the l-abor Government and the ACTU with the coming and going of the 1985
tax sunmit, and the conception of an Accord II as part of the consultative arrangement between
the Govenrment and the ACTU. Once again this was thought by the Unions to maintain wages and
full employment. Accord III ca¡re in 1986 with the deterioration in Australia's balance of
Payments. Tbe stock market crash of 1987 ushered in Accord IV. Cbronic foreign debt and a
continuing deficit reflecting lack of effective international markets lead to s new agreement for a
multi-dimensional wages policy in Accord V. Accord VI and VII continued to represent
consultation between the Labour Government and the ACTU in response to the state of tåe
nation's economy and an acceptable wages policy.

The relationship between the Accords and enterprise bargaining emanates from tbe Aust¡alian
Industrial Relations Commission where wages and conditions are stipulated in 'awa¡ds' by consent
of the union or the employers, or, if disagreement, then by arbitration, This meant the
rationalisation of awards on an industry basis to encoursge competition. Enterprise bargaining
has shifted the focus from the indusky to the enterprise where more flexibility can be evoked to
suit the needs of the enterprise. This means that any changes in wages are now linked to
p,roductivity, performance indicators and delivery of service or c¡ue. The effïciency of the
organisation has to be demonshated in a positive way

9

111



status, and sharing processes for improved efficiency, productivity and outcome. The

discussion about these issues was lively, with the benefits for membership a strong

focus. Discussion was dominated by two senior members of the Setting. The meeting

focussed on how to benefit the industrial position for nurses generally. This included a

\ilarm debate on what constituted productivity within enterprise bargaining.

The Setting facilitates in negotiation with worksite representatives the provision of

support for industrial concerns of variõus institutions and cla¡ifies many issues such as

funding, restructuring, the implementation of government policies, and the placing of

work bans in order to pressure groups into responding to the demands made by the

Setting on behalf of members. I attended a General Meeting at the Setting as an

observer. The meeting \ilas about negotiation, preparation and planning for enterprise

bargaining. About thirty people attended the meeting. Anyone who was not a member

of ANF was asked to leave, and everyone signed an attendance record. The situation

was explained for all to understand, and the various options for members were put to the

meeting and votes were taken. Once again the presentation followed the theme of

benefiting the industrial position of nurses. Motions were carried to retain the National

framework, to continue negotiations with the SAHC; to establish an enûerprise cente for

nutses, and to prohibit the signing of enûerprise bargaining agreements until the frst three

issues were resolved

One person I spoke with, who was not a nurse, believed that nurses generally did not

look afær themselves industrially. Their anger and objections are spread in a "scatter

gun" effect, directed at any group - they really want a revolution. They even direct them

at their union (ANF) although it is working for its members'. Often nurses are seen as

'only interested in their personal revolution, not about focusing their energy and power to

look at developing and following them through to make some change' (Excerpt from

interview). This attitude has often been raised as a concern by nurses who talk about

'horizontal violence'. The various officers and organisers within the ANF understand
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this as an issue inherent within Nursing, which, with many others, they take into

consideration when planning the services that they provide for members.

I was inviæd to attend a sensitive meeting at a health care agency which caused some

discussion as to whether my attendance would cause a stop work meeting. However, it

worked out, perinission was sought from the small planning group, and the larger

attending group were informed when they arrived, of my purpose to observe. Whether

my attendance w¿¡s a real threat to theìituation or not, I was also convinced that those

working at the Setting understood the worksite cultures with which they worked and the

politicaUindustrial responses that may be sparked by suspicion and distrust. The Setting

takes all complaints, or potential for complaints, seriously.

All but one of the organisers at the Setting were RNs, one being an EN. This provided

empathy for the nurse, who confidentially could speak with another nurse about a

particular problem and seek industrial or professional advice. All of the organisers take a

turn at being on 'the phones'. This is alternaæd with going out to worksites and

ensuring that knowledge is maintained about the bigger picture of nursing within the

Staæ. Apart from experience'in the field', organisers have to keep up to date with alt the

changes in the health care system and nursing - although for the most part, many 'fly by

the seat of their pants'. The 'phones' are an important focus for the Organisers,

approximately ninety percent of problems are solved over the phone. The phones are

covered from nine till five Monday to Friday. A summary of all phone calls is recorded.

Both members and non-members use the phone service, with non-members being invited

to join. Many issues are dealt with by phone, and consist of inquiries about new pay

structures, what to do when being reported to the Board, and what annual leave loading

was.

I sat with one of the phone operators for a few hours and listened to ttre 'phone ins'.

One call was relaæd to stn¡ctural changes that a nursing home proposed to facilitate, but
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they had not informed the staff. When the number of new memberships from one

organisation increases rapidly, it is identified as an 'alert' situation. On one such

occasion, the follow up showed that the worksiæ had just appointed a new Director of

Nursing and staff were frighæned that their rights would be threatened. Ofæn advice is

based on rectifying misunderstanding about policies or industrial rights, or often it is

purely education about the system. The 'phones' resemble a 'Nurses' Information

swiæhboard' similar to the famous'women's Information switchboard'.

The dress code at the Setting is very informal. Most staff wear jeans and jumpers, or a

casual skirt and blouse. Most hairstyles are short and easy to manage reflecting the

fashion of the early nineties. I interpreted this style, along with the dress code, as the

uniform of the 'worker'; this is not made in a disparaging way, but indicates the

development of a dress code that is consciously not intimidating or overpowering.

However, in spiæ of its professional focus, the Setting expresses an industrial image.

The professional perspective of the Setting is viewed in three interrelated parts:

networking, representing the ANF at a range of forums, and policy development.

Networking is practised with a range of other organisations, for example, the South

Australian Health Commission, the Nurses Board, community based organisations, other

unions and any organisations, outside nursing, that impacted on nursing. The ANF

policies are promulgated at various forums. For example, the Setting provides

professional comment on Statewide policies that impact on health care generally and on

nurses and nursing. Member input is inviæd in response to such policy requests.

Member networks are used in order to collect feedbach even if only from a small number

of members. The Setting maintains lists of specific member network groups that are

used when seeking feedback on specific policy documents. There are many different

groups, for example, competency reference, enrolled nurses, education and primary

health groups. Ofæn it is the sÍrme people who, because of their job, have the time to

respond. Rarely do clinical nurses respond to policy documents. 'It is an ongoing
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challenge to involve as many people (nurses) as we can' (excerpt from intenriew). If a

response is required urgently the members of the Council are used as a first option.

Given the diversity of membership, it is ofæn a challenge for the Officers to steer the

variety of views into a particular direction. One example is that of the range of views

about competencies. The role of the Officers is to put all the views of a specific issue,

but to also ensure the Nursing is protected in the broader perspective. The Setting takes

on the role of fulfilling the industrial requirements of nurses as individuals and the

professional requirements of Nursing gènerally.

Often members are unaware of the contribution that the Professional Industrial Setting

makes to nursing. 'Members don't see you working on committees presenting their

view' (excerpt form interview). They do not appreciate the amount of work that goes

into va¡ious studies and projects. Members, as clients, come and go, but those employed

by the Setting a¡e still involved with projects and issues that can take anything up to four

years to be completed or resolved. This is ofæn a source of frustration for the Officers at

the Setting. V/ork on some projects is a source of motivation for some Ofhcers. One

such programme was in relation to 'the Government's National Training Reform

Agenda' (excerpt from interview). Initially this had little to do with Nursing, however,

since the Setting has been involved, categories of workers performing nursing work has

been discussed. This allows discussion at a Governmental level about the issue of multi

skilled health workers, and their impact on nursing labour force requirements. If there

were no nursing discussions at this level, nursing as a professional group would lose

control over workers providing nursing work within health care agencies. The Officers

at the Professional Industrial Sening see their role as

'maintaíning a lorcwledge and unders
broad arenas so thatwe can make sure
other area.s. lVithout the professional
political'nous' to promote nursing, we
afuture for ißellis limited'. (excerpt
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It is believed that often nursing groups lack understanding of the reasons why the Setting

pursues a specific path, or makes a particular decision. The strength of the networks are

believed to be important in maintaining trust and understanding of the decisions that are

made by the Union in times of industial disputes. The Officers believe they are working

for the members and nursinglo, and it was only when communication gets out of step

that some groups misunderstand the reason for decisions that come from the Professional

Industrial Setting. Some groups, it is said, see unions decisions as not working in their

interests or do not understand the implications of particular proposals on nursing. The

policies that guide the Officers of the Setting remain the proæction of nurses and nursing.

Many of the Setting's decisions impact on all nurses, whether they are members or not,

particularly if the outcomes bring about changes to awards. It is through the Union's

strong membership that the Setting sees the power of Nursing expressed. The large

number of members also represents the power of the Union.

Issues tend to be industrial rather than professional, because the bottom line for some

members is losing their job. It is believed that many issues are referred to the Nurses

Board inappropriately especially if there is no legitimate complaint against the nurse

involved, and could more appropriaæly be dealt with in a Health Care Agency. The

Union has made complaints to the Board.about individual nurses, who were members,

previously. This causes an ethical dilemma for the Setting, as it also seeks to protect the

rights of the nurse. One Officer viewed the Board as often being used as a quasi policy

maker or as quasi management consultants. It was argued that ofæn the problem was in

the Health Care Agency, related to poor management, and should be dealt with, within

that environment, with those involved. The tension between what was viewed as

appropriate services offered by the various settings that influenced Nursing was obvious.

There was evidence of an industrial perspective which perceived a problem with the

The relationship between the profession and the discipline wa6 not clea¡. There wae a fi¡ur belief
that anything that ¡elated to the development of nursing must validate its worth to society.
Nursing was used in a generic sense, reflecting both p,rofessional and academic influences that
developed nursing.

10
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system and the social environment challenging a regulatory perspective, wittr its focus on

consultancy, educational and rehabiliøtion which perceived a problem in the individuat.

It was believed that the individual focus overlooks the responsibility of the administration

and management of the health care agency. In both cases it was the organisation that had

the power over the individual nurse, one on the basis of law, and the other on the basis

of industrial lobbying power.

TIIE ACADEMIC SETTING

Concern in the 1960s of the imbalance between university education and other parts of

the tertiary sector (teaching and æchnical tertiary education) initiated an inquiry by the

Commitæe on the Future of Higher Education, which resulted in the Commonwealth

University Commission Committee's, Martin Report (1964). However the

recommendations of the Martin Report were somewhat changed by the then Minister in

charge of Commonwealth activities in education and resealch, who paved the way for

the establishment of a binary divide (the binary system) between universities and the

proposed colleges of advanced education (CAEs). h 1965 non-university CAEs were

established to meet the increasing demand for tertiary education. They received

university recognition, but did not have university status. The CAEs were not funded for

resea¡ch (Gallagher 1993). According to the Martin Committee this would altow

universities to shed responsibilities for vocational education and concentrate on research

training and research.

The Academic Setting developed as a result of historical changes in the education of

nurses within Australia. Nursing education was affecæd by both Government induced

educational changes and changes in vocational education. During the early 1970s there

was increasing demand from Nursing leaders for ærtiary education and recognition of

Nursing as a vocation @onaghue, 1975; Sax 1978). Nursing was eventually defined as a

vocation by its positioning in the CAEs. ln L974 the Academic Setting was established

within a previously existing Teachers' College. The College w¿ts one of three colleges
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within Australia to offer tertiary programmes to prepare nurses for registration. During

the 1970s ongoing Government concerns regarding policy and funding threatened many

colleges with closure. Eventually most colleges were reestablished with other technical

and æaching colleges and redesignaûed into CAEs. The CAEs were not without their

diff,tculties, and eventually were again restructured when the binary system was replaced

by the Unifred National System (uNS), which is in an ongoing srare of change.

The Academic Setting is locaæd in buildings surrounded by bushland, green parks and

ovals. The layout of buildings vaguely resembles the traditional 'Oxbridge' plan (without

the cloisters) with a central lawn area surrounded on four sides by multistoried, glass

fronted buildings of the seventies style. The science laboratories, teaching resources,

library and other required facilities are shared with other disciplines who are also

accommodated in the buildings.

The organisational structure of the University, in which the Setting is positioned, is

bureaucratic, with centrally controlled managemenl The Vice Chancellor, with support

of the University Council (the governing body of the University) and through the central

Registry (the administrative body of the University) controls resources and allocates

annual recurrent budgets. The Academic Setting is headed by an academic administrator

in the role of Dean, or Head. The Dean is ultimaæly responsible to the Vice Chancellor.

The role of the Dean in the Academic Setting is to attend to the day to day management

matters within the Setting and, to represent the discipline of Nursing in the wider

Universþ. The Dean has to 'do battle [for] whatever might be needed [for the Setting] at

University level' (excerpt from interview), and these include: ensuring recognition for the

discipline; arguing for appropriate funding and resources, and support for research;

ensuring access and equity for staff (who are predominantly women); maintaining

personnel management, and being available for staff. The Dean also provides a political

interface between the Academic Setting and the wider Profession through representation
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on various committees, implementation of professorial positions, and affiliation with

various organisations that relate to Nursing. The Dean fulfils a significant role in

representation, networking and negotiation outside of the Setting. The interface

between education and health is important and good management of such liaisons is

encouraged. It was believed that the outcomes of the National Nursíng Review into

Nurse Educøtion in the Higher Education Sector - 1994 and Beyond (1994) would

support this view. Deans in Nursing are positioned to provide leadership in the

development of the discipline and impetus for forward thinking and future plans. The

ability to motivate others into taking up challenging projects that develop the discipline are

strongly linked to the political ability of the individual within the role as Dean. The

Dean's role within the Sening is supported by the roles of the Associate Dean, who act on

behalf of the Dean, and attend to curriculum and student matters, and the Assistant Dean

(Management) who chairs the staffing committee and manages space within the buildings

as well as major and minor equipment for the Setting.

The organisational structure of the Academic Setting is headed by a Board. Every

member of the academic staff is a member of the Board. There a¡e a number of standing

committees responsible for the coordination and management of higher degrees, graduate

and undergraduate programmes, the management of human and material resources and

co-ordinating and development of both student and staff research profiles. The Resea¡ch

Commitæe was established specifically to manage and develop the research profile

within the Setting, rather than to manage a resea¡ch budget. Althought there are emerging

areas of research interest focussing on child health, women's health, education and

clinical nursing, very few Nursing academics are involved in research projects.

Structural changes within the Setting were made in order to enhance and facilitaæ staff

invovlement and staff development in the processes of rcsearch (particularly qualitative

research) and the submission of research grant applications. The cultural differences

between the CAE and the University are such that Nursing academics within the Setting

continue to place high value on teaching and pride themselves on excellence in this a¡ea.
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A member of staff was awarded the Vice Chancellor's award for æaching excellence in

1993. Separate Research reports were published each year following amalgamation.

Nursing research reports were not published in the current University Annual Report

(1991). Members of the Research Committee focussed strongly on bringing the Setting

in line with the research requirements of the University, but the high value placed on

teaching often means that teaching is prioritised over and above the demands of research.

The Academic Setting is structured into seven departments: Applied Science (Nursing),

Nursing Knowledge and Research, Humanities in Nursing, Nursing, Health and Social

Change, Social Science and Nursing, Nursing Practice and International Health Nursing.

The membership of each department ranges from f,rve to twelve academics. Academic

staff within the Setting consist of both RNs, and academics with degrees from other

supporting sciences (eg, biophysical sciences, psychology and sociology).

Management of the departments within the Setting requires strong leadership. The Head

of a department is elected from the members of each department. The role of the

departments is to provide the teaching resources for the nursing progr¿rmmes. Liaison

between departments requires sensitivity and consideration of the different teaching

methodologies and demands. Teaching outside the department is not viewed positively.

Perceptions of the departmental structur€ ænd to favour the industrial supervisory model.

Work loads, teacher student ratios, ensuring complete teacher coverage of topics

'belonging' to the departments are the foci of the departments. Many topic coordinators

require high standards of teaching experience in topics. Academics with a nursing

qualification are more likely to 'fill the gap' in teaching requirements with minimum past

experience, while academics with other discipline backgrounds tend ûo teach only where

they have qualified expertise. Scholarship is not a priority of the departments, but is

seen to be the responsibility of individuals. Scholarly achievements is at times viewed

competitively within the Sening.
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The perceived differences between 'nurses' and 'non-nurses' presented as a political

issue that is often the topic of tea room and corridor discussions within the Setting. One

participant believed that'professional boundaries or the díscipline boundnries are quite

strong; there are "gínormous" walls ... I think that's part of the notion of the

outsider...the division exisfs'(excerpt from interview). There is a tendency to maintain a

'mental set' that stratifies so called 'non-nurse academics' apart from academics with

nursing qualifications. Although, one participant noted that status was also different

depending on the type of clinical nursing background of the academic. Nurses with a

non-acute nursing background are perceived to be different from those with an acute

nursing background.

The fine balance of maint¿ining clinical nursing skills and fulhtling the requirements of

the University is an issue. One participant noted the dilemma in the transition from

hospital to the University '[A]s I've progressed at the University I have becomc less of

a clinical nurse'(excerpt from interview). Another participant expressed 'anxiety and

guilt as a. consequence of not being a clinically practising nurse'(excerpt from inærview).

Although it was acknowledged that academics could not fulfil the requirements of a heavy

theoretical and clinical teaching load, as well as participate in research, contribute to the

management of the University, and participate in community and professional practice,

there was a sense that 'if you are not still a clinical nurse then you are not worthy ... tllf
you are not prepared ø put up drips and "tluff around" in [ø] white uniþrm, then you úre

not worthy' (excerpt from inærview).

The role and function of the Academic Setting is to prepare professional nurses for

registation to provide nursing care for the community. The Academic Setting does not

have a specific mission statement or a philosophy document, although the culture of

educative and management practices of the Setting represented in part a reflection of its

philosophy. The culture of the Academic Setting still maintains many of the traditions of

the previous CAE system. Teaching continues to be a highly valued priority and
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democratic representation of the 'collective' (the staff of the Setting) in decision making

from all groups remains a valued process in the management of the Setting. There is

strong industrial involvement of the tertiary union in the management of human

resources. During the amalgamation of the CAE to the University, the old CAE ways

were purposefully discontinued and new University or modified policies, procedures

and processes were put into place. This caused conflict as many staff from the previous

CAE resisted the prospect of change and specific changes themselves. The inability of

many Nursing academics to change from the ways of the past to the ways of the new

University, was described as being 'bunkered in' (excerpt from inærview).

There \f,rere concerns regarding the tension between the concepts of democracy and

autocracy. There was also an ambivalence regarding the perceived or required

'democratic' style of management within the Setting. A kind of 'quasi-egalitarian'

philosophy that could, if necessary, be used for or against situations as they arose was

evident within the Setting. It was perceived that power and control within the Setting

were exerted 'from the top down'(excerpt from interview). The structure of the Setting

was believed to be demanding, with too many meetings that took too long. The practice

of delegating individuals into roles within the Setting, rather than by appointment through

democratic election, was believed to be excessive. The structure of the Setting was not

always shaped through 'open communicative management' (excerpt from inærview) but

through line management of the bureaucratic structure of the Setting. It had been the

experience of some academics who moved into administrative positions that a change in

relationship with their peers was perceived. Issues were not as freely discussed with

peers when academics moved into positions of authority.

The Academic setting has from a Nursing perspective, a long reputation in the preparation

of professional nurses for the work place. Nursing programmes are offered at both

undergraduate and postgraduate levels. Recently Masters programmes by course work

and by research, and PhD programmes have been offered for the first time. The
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undergraduate programme is offered to beginning students seeking registration ¿N a nurse

and also to hospital trained RNs who want to upgrade their hospital certificate or Nursing

diploma to a Degree. The transfer of credit (status awarded for recognition of prior

learning) had recently been increased, thus enabling RNs, afær completing the equivalent

of eighteen months full time study, to graduate with a Bachelor of Nursing degree. The

Setting also offers full fee programmes at graduate certificate level for the acquisition of

professional skills in specialty Nursing. Full fee payrng programmes are offered through

the Setting's Centre for Continuing Fducation in Nursing and Health.

The programmes of the Setting are offered both internally (through on-campus study) and

externally by distance mode. External students are enrolled through the Distance

Education Centre, which due to the break up of the CAE into two different universities

was located in the new University of South Australia. Course information materials,

lecture content and readings are posted to students in specially prepared packages. The

Setting is one of the few organisations to offer Nursing education by distance education

mode.

The Setting is involved in teaching and educational consultation in a number of countries

including Thailand, Hong Kong and Vietnam. Inærnational æaching work represents

high status work (it was often envied or coveted work within the Setting) both within the

school and the wider university as it involved overseas travel and the opportunity to

engage with other cultures and income generating teaching practices for the Setting. The

international role of the Setting was to find market niches through which to sell the

teaching programmes of the Setting and to attract full fee paying overseas students.

Discovering what was happening in Nursing in other countries and getting to know the

country was very hard and complex work. This required a critical review of nursing

needs in other countries and judgments as to what was most appropriate for the Setting ûo

offer. This was also a public relations exercise that developed the reputation of the

Academic Sening in va¡ious overseas countries. International marketing has become a
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strong component of the Academic Setting. International æaching represents an area in

which most Nursing academics are novices, but some members of the Setting are

establishing an experience base in this area and learning about the various bodies within

the country that provide aid, grants and incentives to be involved in such programmes.

This means learning about negotiating, making appropriate contracts, bureaucratic paper

work, communication and the politics of international education. The Setting had become

involved in a number of Aid programmes, based on its philosophy of developing

Nursing. The Setting balances its international æaching with humanistic offerings of high

quality and relevance to the receiving country (eg, curricula development of specialty

nursing skills). Where possible the Setting generates income through servicing full fee

paying overseas students. The University places high value on success in gaining grants

from major granting bodies wíthin Australia, particularly if they generate income for the

University.

Teaching is an area that motivates and enthuses most academics within the Setting. 'I
enjoy teaching... It is the joy of my 1W... It is what keeps mc goíng'(excerpr from

inærview). 'It's the interactíon with the students. It's the ebb andftow toÍl discussions

aboutwhat they are doing...getting into dcbates, talking about things...[and] having...an

impact on Nursing' (excerpt from interview). Most Nursing academics espoused a

philosophy of æaching that helps to empower the student as a nurse and to focus on the

person, the patient. Critical questioning is encouraged. A concern was expressed that

Nursing academics need be more visible in the Clinical Settings, rather than sitting in

ther 'ívory towers not going out and doing clínical and talking from experíencet past

expertence, ...[rather than] recent experience. That really concerns mc' (excerpt from

interview).

The search for an acceptable identity that combined Nursing and academia is demanding

as many academics are also completing higher degrees in line with the requirements of the

academic profile of the Setting. The minimum academic qualif,rcation for academic staff is
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a bachelor degree. The academic profile of the staffing establishment within the Setting

reflects a high involvement of Nursing academics completing higher degrees. The

increasing demand by the University for completion of higher degrees by research for

promotion to senior lecturer level is out of the reach of many Nursing academics who

comparatively, lag behind colleagues in other disciplines in completed tertiary

qualifications. There were few academic staff who have completed PhD qualifrcations in

the Sening. The majority of academic staff within the Academic Setting are appointed at

l,ecturer B level, with a small numbei at Senior Lecturer level, and only two staff at

Associate Professor level. There are no Professors appoinæd to the Setting at the time of

the study. There a¡e a number of contract lecturers employed within the Setting.

The performance of academics is based on the requirements of the University regarding

research, teaching, contribution to the University, Faculty and School and professional

and community practice. A guide to the development of the academic profile of the

Academic Setting was used to shape the requirements for academic promotion within the

University. The profile document outlines performance expectation of individual

academics within the discipline, in the arcas of æaching, research, contribution to the

University, and professional practice.

Staff a¡e continually encouraged to develop the academic profîle of the Setting. Many

staff are taking leave to complete Masters and PhD programmes in order to supervise

higher degree students and also to seek promotion. The demand for successful research

grants that bring money into the University is strongly encouraged. Members of the

Setting are developing reputations that allow success in some of these granting bodies,

particularly those accepting multiple research methodologies. The bureaucratic

responsibilities within the University regarding the development and maintenance of a

research profile are demanding and complex, and often not compatible with the values

and aims of Nursing.
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Although the Setting appears to have a large number of staff, they are employed to teach

the large number of nursing students enrolled in the Setting. There is little time for

research, administration or professional activities. Many have little experience in the

university sector, particularly not at senior academic level. It was not surprising to find

that academic staff were reticent in taking up leadership roles within the Setting,

particularly when they involve heavy administrative workloads on top of existing heavy

teaching loads. There was also concem that many Nursing academics were reticence to

speak up at meetings on issues. Issues were more likely to be discussed in the corridors

or the staffroom.

Although there are frequent meetings involving all academics in discussion of ways to

manage the heavy teaching load, change is difficult to bring about. It was believed that

encouragement and continual work was required to motivate academic participation in

decision making within departments. Responsibility for this development was direcæd

at management within the Setting. There is ongoing reticence at being involved in

decision making within the departments about administration, policy development, and

process. Many nursing academics wanted to teach, in 'the old comfort¿ble way' (excerpt

from inærview). Ofæn discussions were caught up in 'side issues' with the real purpose

of the discussion being pushed to one side. One example \ilas the issue of clinical

competency whichccaused concern and academic staff had difficulties making decisions

about this. This perceived reticence of staff to be wholly involved was thought to cause

'great splits in ... department[s] as mzmbers [are] pushed to contribute and take afinal

snnd on what will be done'(excerpt from interview) in regard to issues.

Several issues had lead the supervision of clinical practice of students to be reviewed.

The Nurses Board was demanding that RNs be accountable for practices that occurred

in their student days, even after they had graduated. Nursing academics had to ensure

competency of nursing students' practice. Academics \ilere accountable for student

competency levels; although the Dean was ultimately culpable, it was each academic,

L26



close to the student, who was responsible for ensuring that students maintained the

appropriate level of competency set by the Australian Nursing Council Inc.(ANCI).The

standard of æaching achieved by academics within the Setting was not believed to be

shared. Some Nursing academics had a reputation for being more demanding and strict

about achieving required learning outcomes and practice competencies than others. What

constitutes an appropriate, competent, teaching standard is an issue within the Setting.

Nursing academics provide leadership and support in the Clinical Setting for clinical

nurses, clinical supervisors and teachers, particularly those who experience difficulties

with students. Academic clinical teachers with current practising certificates are required

to fulf,rl mandato.y cardio-pulmonary resuscitation and participate in the orientation of the

HCA prior to gaining clinical status awarded by any HCA

Nursing academics within the Setting often reflect on the status and acknowledgment of

Nursing as a discipline and as a profession. Some continued to question Nursing's

status. One academic believed that it would be another ten to fifteen years before

Nursing could confidently use either of these titles. Another participant expressed a shift

in their perspective 'I've becotne nnre aware [oÍ] not using the term vocational...and

[have] start[ed] to use the termprofessional discipline or professional course'(excerpt

from interview). In some instånces the questioning of the discipline and the profession,

and the demanding work loads either lead to academics leaving the Setting or changing

their focus on Nursing and education generalty. Socialisation into the Academic Setting

often brought about unplanned changes in the working lives of participants. One

participant had moved from conventional nursing to an alternative healing approach,

another had given up her Nursing identity and saw herself more as a ûeacher, while

another had become a universþ administrator.

The concept of academic status was offered from the Setting to members of outside

organisations who had made a strong commitment to the University. This was a new
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concept for Nursing. There were difficulties in implementing this policy outside the

Setting in a give-and-take arrangement, where boundaries between the Setting and HCA3

could become blurred and skills exchangeable between organisations ancouraged.

Academic status related more positively to those individuals who had autonomous

professional practice, rather than to nurses in HCAs where they were mostly employees.

The strucn¡res of the HCAs are less flexible than the University structure. The concept

of academic status represented a need to change attitudes about Nursing. Academic

status rvas not understood and was percèived to represent a token relationship, rather than

providing support and strength for the development of the discipline of Nursing through

collaboration with the Setting. It clearly differentiated the interests and foci of the

employee status of nurses generally and the loosely structured Academic Setting and

increased autonomy of the academics. Collaboration in activities relaæd to like needs;

for example, clinical teaching and research, are slowly developing. It was believed to

be a dual problem 'ofienwhere collaboration and co-operationwith Health Care Agencies

was sígnalled, Nursing academics were slow to provide assistance ... [causing] ...

frustration for some individaals' (excerpt from inærview).

The Academic Setting represents an environment that constantly questions its existence

and its function. Constant change has been applied to the Setting from external powers.

There are ongoing changes occurring within the internal environment in response to

extemal pressures regarding diminishing resources, the push to generate income, market

forces upon student loads, the needs of the profession and upgrading the research profile,

while maintaining stability wittrin the internal structure of the Setting.

The Academic Setting has experienced and continues to experience change. Nursing

education has moved from the hospital setting via the CAEs ûo the universities in the span

of only two decades. Changing Government policies will continue ûo impact on nursing

education, as it will on education generally. The Academic Setting prides itself of a

national reputation of excellence and a strong history of quality teaching in the provision
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of nursing programmes. There is a tension between the maintenance of this reputation

and the development of an academic and research profile that fulfîls the requirements of

the university sector and the emerging discipline of Nursing.

SUMMARY

The relationship between the six Settings represented within this thesis is their focus on

the domain of Nursing The differences in the structures of each of the organisations

places some constraints upon easy networking and communication. The Clinical

Settings a¡e much more tightly structured than the other Settings. All of the nursing

bodies within the State promote and enhance the future of Nursing, although tension

exists between the various bodies due to their differing purposes and functions. This

tension may provide a critical balance that may not be unhealthy for Nursing generally.

Clearly the predominant roles and functions of the various Settings a¡e different, with the

Professional Industrial Setting seeking to protect individual nurses, the Regulatory

Setting seeking to protect the community and the Bureaucratic Setting managing and

resourcing the nursing labour force. Each of these Settings impact on both the Academic

Setting and the Clinical Setting in very different $,ays. The Academic Setting is advised

by each of the Settings in its preparation of beginning nurses. The conduct of resea¡ch

and the broadcasting of research results is more influenced by the strict requirements of

research committees, granting bodies, editorial boa¡ds, and conference convenors. The

Clinical Setting provides the worþlace for nurses and is controlled by Government

resourcing bodies. It is the responsibility of individuals within each of these Settings to

facilitaæ ongoing relationships in spite of the structural and political differences between

the Settings.

There was an awareness of the need for a fine balance in order to maintain member

support and to ensure the protection of Nursing. Networking between the organisations

was viewed as essential. However, overlapping of services and responses to the needs

of Nursing tends to illicit an element of competitive tension between the Senings. This
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is particularly the case when professional development and education.are the two

preferred processes of response. Each of the Settings endeavoured to offer what they

believed nurses wanted in the area of professional development. It was believed that

'people are very much sticking to their territory'(excerpt from interview). The

importance of relevance to nursing was a critical impetus for both professional and

continuing education.
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Part2

THE DISCIPLINE AND DISCOURSE:
INTERPRETATION AND REPRESENTATION
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Part2

The three chapters presented in this part distance the reader from Nursing in order to

provide the historical backdrop to tlie epistemological discussion surrounding the

development of knowledge generally within'Western society, and endeavours to show

how this has influenced the development of knowledge from a Nursing context. Chapter

four provides an epistemological overview of the concept of knowing and the

relationship of knowledge as it was perceived during the Enlightenment to contemporary

knowledge development. Traditional approaches to knowledge development are

discussed in light of those systems of understanding emerging within Nursing.

Hermeneutics and post modern thinking are discussed in relation to their significance in

the development of Nursing knowledge.

Chapters five and six explore the concepts of discipline and discourse. Hans George

Gadamer (1975) established an hermeneutical method that allowed for positive

acknowledgement of the prejudices or biases of individuals couched within their

historical consciousness and contextual expectations. Michel Foucault (1972) questioned

the power and control that created the discursive formations emergent in the discourses

that maintained order in the various domains. The disciplinary requirements of training,

the establishment of order and the acknowledgement of academic disciplines identified by

commonly practised processes of knowledge development are discussed. The work of

both Gadamer and Foucault provide a framework that maintains a tension between

descriptive interpretation and critical examination of discourse. The nature of discourse

and its socially created portrayal of the perceived reality of specific domains is discussed,

and the method of interpretation and analysis applied to this study is presented.
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Chapter 4

INTRODUCTION

This chapter explores the epistemology of Nursing and the influences of pre-modern,

modern and postmodern thinking on the discipline of Nursing. A brief overview of

occidental epistemology from the classical influences of Plato and Aristotle, the

Enlightenment, the emergence of a human science, to the postmodern questioning of

social assumptions regarding human activity is presented.

According to traditional Platonic classifications of knowledge the practical aspects of

Nursing knowledge relate to those of the crafts and, as such, place nursing outside the

categories of scholarly knowledge. However Nursing is interested in both theoretical

and practical knowledge and the development of specialisations of nursing activities and

knowledge. Modern thinking has located nursing within the human sciences, and

identified the process of knowledge development with both 'knowing how' and

'knowing that' about nursing activities. How history, interpretation, the hierarchy of

knowledge relate to the social construction of knowledge and the establishment of

Nursing as an academic discipline are discussed.

EPISTEMOLOGY

Epistemology was originally described as the conceptual and the doctrinal study of the

foundations of mathematics (Quine 1994,p.15). It is now more generally identified with

the study of the foundation of knowledge and is defined as the theory of the method or

grounds of knowledge. As a discourse about knowledge, epistemology is a branch of

philosophy which also raises important issues for cognitive psychologists (Kornblith

1994), who have discovered the significance of philosophical issues to psychological
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matters. Epistemology attempts to show the basis for thinking that what we believe

about the world is true (O'Hear 1985). Theories of truth dominate epistemological

discussion.

To say of what is that it is not, or what is not that it is, is false, while to say
of what is that it is, or what is not that it is not , is true. (Aristotle)

Aristotle's classical definition of truth implies that truths and falsities can be put into

words or statements. This presents difficulties when dealing with false statements,

differing contextual interpretations and abstractions. Three theories of truth, the

pragmatic, the coherent and the correspondent, represent different approaches to defining

what is knowledge. The pragmatist is concerned with the relationship between truth

statements and the practical application to the world. Truth must make some difference

that is conservable in the world. Coherent theory is linked to system building; what is

true is identified by how it fits into existing systems, presuppositions and dynamics. A

consistency is expected between the parts in relation to the whole through this approach.

The correspondence view pictures some fact in some way, corresponding to some mind-

independent fact out there in the world (O'Hear 1985), but has limitations in regard to

phenomenon that cannot be identified as fact.

All our knowledge of the world rests on categorisations and assumptions that we, as

humans, make about the world and the universe. Classifications of knowledge are

justified on the basis of what we believe to be true about our world. Only by comparing

our beliefs can we know other experiences, for we cannot step outside our view of the

world. The origins, methods, limitations and criteria by which knowledge is accepted

come from a spectrum of beliefs and experiences about, and of, the world and the

universe.

The question, 'what is knowledge' is not clarified by one clear answer. Plato established

a clear distinction between knowledge, that is truth about the non phenomenal world, and
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beliefs representing knowledge about the phenomenal world (Cottingham 1984). The

difference between knowledge and belief is still distinguished by way of associating truth

with knowledge, whereas, a belief may be true or false. To believe is to take a certain

stance, not necessarily with evidence. Believing does not give evidence of knowing how

to do something. 'We can believe that something is the case from a theoretical

perspective, but we can never believe how (Moore 1982, p.52). The knowing how of a

practice discipline is about 'doing'. The development of practice knowledge relies on the

experience of the 'doer' (Benner 1984); it cannot rely on beliefs.

KNOWING

Knowledge as an activity is 'the process of knowing' (Polanyi 1969). How is it that a

person knows something? From an educational perspective something is known when it

is learned, either through the outcome of an inquiry or the result of studying something

(Moore 1982,p.47). Propositional or theoretical knowledge is knowing that something

is the case. Practical knowledge is knowing how. Knowing how is to do something, to

be skilled and able to perform that appropriate skill. The importance of 'knowing how'

and its relationship to 'knowing that this the case' is crucial in any discipline where the

knowledge base is in practice. Knowing that this is the case, may mean that the person

has the knowledge of how to answer about this case. This may lead to the performer

knowing what it is that they are doing and how they are doing it (Moore 1982, p.51).

Knowing how is evident when the nurse practitioner knows when a patient requires more

ventilation, or how to begin to resolve an ethical issue. Learning to 'know that' is not

necessarily the way to learn to'know how'. By doing, one is open to correction,

adjustment and advice, one submits practice to the criticism of others. 'Knowing how'

can develop from intuition and trial and error, not necessarily from a theory which

represents a traditionally acceptable type of 'knowing that'. Study of the development of

knowledge poses questions about truth, the psychology of the person - given that there

may be a 'causal link between the knower and what he (sic) knows is necessary for
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knowledge' (O'Hear 1985, p.101), and whether knowledge is believable.or can exist

without belief. Knowledge as a human construction, valued and used by humans,

represents a significant social institution divided by its purposes and functions.

Knowledge, its existence and development has fascinated thinkers for centuries. Plato's

argument that human experience, and thus human knowledge, are best expressed in

'mathematical' form differentiated this kind of intellectual knowledge from that of the

crafts. The early Greek word for knowledge, mathesis, commonly called mathematics,

was later supplanted by the term 'philosophy'. The prioritising of mathematical

knowledge over practical knowledge has represented the dominant view of human

knowledge over the past two thousand years (Bowen & Hobson 1974).

The practice of classifying and reducing human knowledge into ordered categories was

first evident in the Aristotelian division of knowledge into three major groups or

disciplines: 1) The Theoretical, concerned with knowing (knowing that), and things that

are fixed, or static. 2) The Productive, concerned with making (knowing how) and with

things that can be altered. 3) The Practical, concerned with human character and its

ability (knowing how) to take deliberate action for its own sake (Smith 1983). Survival

of the Aristotelian concepts of 'knowing how' and 'knowing that' continues to be evident

in twentieth century educational and practice related literature.

THE ENLIGHTENMENT, RATIONALISM AND EMPIRICISM

The Enlightenment, an eighteenth century philosophical movement characterised by its

reliance on reason, and its separation of religion and morality from tradition and

prejudice, represented a turning point, or even a starting point, for many thinkers.

The Enlightenment reflected the classical ideas of the past as far back as Plato and

Aristotle. An extension of Plato's ideas about knowledge was taken up from the first

emergence of the rationalist tradition in the seventeenth century. Rationalists such as
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Descartes, Spinoza (1632-1677) and Leibnitz (1646-1716) believed mathematical truth to

represent knowledge universally. The Rationalists believed that theory was either true or

false on the basis of its fit with mathematical calculation and, that scientific enterprise was

about discovering explanatory truths about the world (Newton-Smith 1981, p.14). All

things were believed to be determined by the laws of cause and effect; things were

predetermined and existed purely on the basis of fact.

Aristotle was less abstract and much more practical than Plato, and, although unsure

about his empirical leanings, Cottingham (1984, p.28) states that Aristotle 'believes that

all knowledge ultimately presupposes an ability to perceive the world around us by

means of the senses'. However Aristotle's commitment to 'apriori' and 'deductive

reasoning' suggest that following Plato, Aristotle believed that 'knowledge of reality is

knowledge of necessary truths' (Cottingham 1984, p.28). For all of this Aristotle was

not a rationalist. He rejected the theory of Forms and insisted that knowledge was not

interconnected. His structuring of knowledge into divisions based on their method and

levels of precision leads to the recognition of differing kinds (the disciplines) of

knowledge.

Knowledge based on experience through the senses was the underlying philosophical

justification from empirical knowledge. Empiricists such as Hume (llll-1716) and Mill

(1806-1873), relied on the results of observation, experimentation and analysis. They

believed that knowledge generally was also about the phenomenal world and resulted

from inductive observation and experimentation in the real world. Knowledge was not

seen as 'a body of necessary truths but...contingent conclusions' (Moore 1982, p.43)

about the world and how it happened to be. The Empiricists who became known as

logical positivists had a tendency towards rationalism in their acknowledgment of

mathematical knowledge as formal and non informative. The traditional method of

empiricism is the scientific method. Induction through observation 'from individuals to

universals' (Gyertson 1989, p.89), from the particular to the general, became the
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prefened logic used for empirical knowledge development. The works of Bacon on the

elimination of induction, John Stuart Mill on cause, and Popper (1902-1995) on the

problem of induction, furthered the development of inductive logic.

The answers to questions related to the principles of human conduct and the nature of

humans were attempted through either formal rational systems, or empirical systems.

These approaches were not adequate for the broad spectrum of existing knowledge in the

world. Newton (1642-1727) established basic laws that enabled some understanding of

the universe. These were found to fail when applied to human activity (Berlin 1980).

Kartt (1724-1804), representing Enlightenment thinking, drew distinctions between facts

(data of experiences) and the categories used to reflect upon these facts (Berlin 1980,

p.7) and acknowledged that, while knowledge begins with experiences, not all

knowledge comes from experiences. Kant posed three 'cardinal questions': 'what can I

know? What should I will? And what can I reasonably hope for?' (Nonis 1993, p.30).

For Kant, experiences consist of apriori impressions of experiences and impressions as

they are received (Meleis 1991,p.49). Kant believed that the categories through which

experiences were viewed were identical for all. However, he did not allow for the

spectrum of intetpretations of experiences in the development of categories. Humans,

with their different experiences and differing perspectives depending on the personal,

social and cultural context, will, of course, express different inte¡pretations.

Comte (1798-1857) identified mathematics as the foundation of all knowledge, as the

natural logic governing the study of all science. He argued that the human mind and

human society were integrated and that both were comprehended through three

categories: the theological, the metaphysical and the positive. Comte, the developer of

Sociology, supported the importance of observation as the basis of human knowledge -

presenting both an empirical and positivist view of human activity. The rigidity of

Comte's classification of subject matter lead to his critics branching away into other
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conceptual structures that they believed provided more flexibility and acknowledgment of

the revisionary characteristics of knowledge.

The classifications and divisions of knowledge into particular parcels, bound by

particular philosophies about how knowledge is gained and developed by humans

continues to shape epistemology. The recent modern movement into qualitative

approaches to knowledge development have emerged out of the movement away from

received knowledge traditionally based on the existence of specific knowledge itself as

represented in the Bible, the Koran, the Bhagavad-Gita and the Upanishads (Kneller

l97l). Rational and empirically established knowledge gained by reason alone and

argued to be universally valid and, confirmed by evidence of the senses and composed of

ideas formed in accordance with the observed have been questioned. Dilthey (1333-

1911), following Kant, veered away from rationaVempirical approaches and presented a

more subjective human perspective to knowledge development related more closely to the

lived experiences of humans. The development of the human sciences gave greater scope

and acceptability of a range and combination of methodologies that acknowledged the

value-laden characteristic of research and the possibility of discovering new knowledge

about multiple phenomena. Knowledge development related to topics, such as the

expression of feelings and the impact of feelings on humans, could be approached with

some sense of credibility and validity.

Some philosophers and social scientists, particularly in hermeneutics and post modern

thought, challenged the rational objectification of meaning inspired by traditional Greek

knowledge expressed through the Enlightenment. For Gadamer (1975), the art of

interpretation was universal. He argued against historical Enlightenment limitations on

interpretation and for the 'liberation of interpretation from dogma' (Gadamer 1975,

p.176). Gadamer's tenet that 'historical research - as the art of the correct interpretation

of literary sources' (1975, p.176) challenges the Enlightenment tradition of objective,

value free interpretation. The post modern tradition of disrupting smooth passages of
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developing reason and knowledge is evident in Foucault's perspectives on knowledge

being about discontinuities and new opportunities rather than an historical process of

knowledge development (Rorty 1991). For Foucault, knowledge does not emerge from

a single source, there is not only one way to develop new knowledge nor is there only

one truth. Knowledge is developed from multiple sources through multiple paradigms to

multiple truths about the world and the universe.

The common link between the theories of Gadamer and Foucault is evident in their

shared belief that reason is embedded in sociocultural contexts (McCarthy 1993, p.6l).

Gadamer identifies a 'false consciousness' in Enlightenment belief (McCarthy 1993,

p.18), and argues that consciousness is beyond prejudice (positive knowledge of one's

own biases or foremeanings), tradition (historical consciousness) and convention (what

was expected contextually). Foucault, in his later work of the 1980s, criticised

Enlightenment reason as inaccessible for inquiry due to the use of traditional (rational

cum empirical) philosophical methods. He also believed in continual critique of the

history of reason. Concern about reasoning, ways of understanding and continuing

critique of the universality of these processes links the works of Gadamer and Foucault,

and for that matter, Habermas. However, it is Gadamer and Habermas (moving into the

critical social science area) who are more strongly related in their hermeneutical

alignment. Foucault denied any connection with hermeneutics and was strongly critical

of the power structures within society and their influences on the development of

knowledge.

SYSTEMS AND PATTERNS FOR UNDERSTANDING AND
DBVELOPING KNOWLEDGE

Since the time of Plato (Moore 1982, p.42), with his clear distinction between

knowledge (non-sensible objects - forms or ideas) and beliefs (about the ever changing

everyday world), questions have been associated with particular types, systems and

patterns for understanding and developing knowledge. Knowledge has been structured

on the basis of 'the kind' of knowledge. As well as the classical disciplinary domains of
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knowledge (which will be discussed in a later chapter) there are many metaphorically rich

classifications of knowledge.

The history of knowledge continues to influence the contemporary emergence of new

knowledge and the ongoing debate about theories and their meaning to human

endeavour. The educationalist Phenix outlines six fundamental patterns of meaning as

distinctive modes of human understanding. They are: symbolics, empirics, aesthetics,

synnoetics, ethics and synoptics (1964, p.6). For Phenix, empirics is about the

observations and experimentations of the physical world guided by the rules of the

scientific method. Phenix in a more general way expresses aesthetics as: 'the

contemplative perception of particular significant things as unique objectifications of

ideated subjectivities' (Phenix 1964,p.6-7). Personal knowledge is encapsulated in the

works of Polanyi and Buber and intimates the Greek word 'synnoesis' meaning

relational insight about the self or generalised to others. This suggests the concept of

reflective practice that followed in the seventies and eighties. Phenix also expresses the

importance of obligatory conduct in relation to moral meaning (Phenix 1964,p.7).

More recently, differing types of knowledge have been identified as various methods of

knowledge development have emerged. The idea that different kinds of knowledge,

based on their particular epistemology, can be accumulated and filed into creatively

constructed metaphorical baskets (Berlin, 1980) strongly suggests an inherent purpose

and function application related to different types of knowledge. The questions that

humans ask have been formulated to fall into one of two baskets: the formal, where

answers depend on cognitive procedures to understand the world, and the empirical,

where observable quantities and their relationships to the answers are collected. Between

these two baskets exists a middle basket in which philosophical questions that require

frequent analysis and reflection fall, and which do not sit easily within either the

empirical or the formal basket. When questions are posed about Nursing, into which

basket do we look to find the answers? Disciplines have emerged to answer the
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questions that have been posed. 'The questions themselves are intelligible if, and only if,

we know where to look for the answers' (Berlin 1980, p.l).

Another metaphor created to differentiate the knowledge of professional practice suggests

a topography of high hard ground and swampy low lands (Schon 1983). The high hard

ground represents research based theory and techniques, while the swampy low lands

represents messy confused human problems which defy technical solutions. Knowledge

is assumed to be both theoretical and practical. In another classification, different kinds

of knowledge used by teachers in their practice are listed (Carr & Kemmis 1983). These

include: Common sense knowledge: knowledge about practice based assumptions or

opinion; folk wisdom; skill knowledge - knowledge about how to carry out skills;

contextual knowledge; and professional knowledge. The work of Schon, and Carr and

Kemmis have been applied to patterns of nursing knowledge and are evident in many

curricula documents.

Another study suggests varying types and uses of knowledge, while acknowledging the

value of various methodologies to different types of knowledge (Barnett, Becher & Cork

1987). Barnett et al. examined the triangular relationship between academics, their

students and practitioners, and concluded that practical knowledge is a hybrid of

theoretical cum research based knowledge (knowing that) and interactive cum practical

knowledge (knowing how).

PATTERNS OF KNOWING IN NURSING

As was mentioned above, Phenix includes history, religion, philosophy, symbolics and

synoptics based of the contribution that they make to facilitating meaning. A

modification of the Phenix model has been applied to patterns of knowing in Nursing

(Carper 1978) but the realms of symbolics and synoptics were not included. Symbolics

represents 'ordinary language, mathematics, and various types of nondiscursive

symbolic forms, such as gestures, rituals, rhythmic patterns' (p.6) and is the most
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fundamental of all the patterns, representing a vehicle for both communication and

integration of all meaning. Synoptics encompasses the collaborative and integrative

aspects of the various realms of meaning (Phenix 1964,p.7).

Benner (1984) applied to the knowledge of nurses, the skill acquisition model - from

novice to expert - originally developed by Dreyfus and Dreyfus in l9l9 to study the

responses of pilots to emergencies. Benner talked to a range of nurse practitioners and

compared and translated their experiences on the five levels of skill acquisition from

novice, advanced beginner, competent, proficient to expert skill acquisition. Throughout

her work Benner constantly refers to 'the importance of meaning and the ways in which

context determines meaning' (Thompson 1990, p.272).

CONTINUAL CHANGE IN THB DEVELOPMENT OF KNOWLEDGE

The context in which knowledge is developed is important. It is probably not too bold to

suggest that most theories, models and systems will be rejected eventually (Newton-

Smith 1981), as the goals of science are re-interpreted, and new and different

knowledges emerge. The interpretation of what counts as knowledge depends greatly on

the social context and the value placed on the methodology with which knowledge is

developed and what is defined as truth. Many philosophers have struggled with the

intangible essence of knowledge and its implications to both the physical and non-

physical world. The well worn argument against positivism and the dualism of

knowledge development through the quantitative-qualitative debate are now history. The

postmodernist tradition of knowledge development argues for the discontinuities and new

possibilities that are contextualised in the pre-modern era of feudal society and divinely

sanctioned consensus, the modern era of linear knowledge development through science

into the era of the postmodern where multiple realities and truths are accepted.

The tendency to categorise and differentiate knowledge, to reduce the complexity of

human reasoning to activities of simple unity is not without risks. The efficiency of
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being able to identify knowledge bound within disciplinary groupings has its.advantages,

but it should be noted that the pursuit of any topic of knowledge does not clearly exclude

other related knowledges. For example, the pursuit of Nursing knowledge involves the

pursuit of many types of knowledge that require different methods in order to answer the

different questions posed in Nursing to establish that knowledge.

HERMENEUTICS AND INTERPRETATION IN NURSING

Benner (1984) applied an hermeneutical process to the inquiry into the skills base of

novice to expert nurses. Reason, and thus knowledge, was for Benner embedded in the

sociocultural environment of the nurse. The minute perspectives of theory and practice

were brought together through observations of clinical nurses in their clinical practice

(Benner 1984, p.1). Both the French and the German philosophers have had significant

influence on practice related disciplines. Gadamer's classical text Theory and Method

places interpretation firmly within the realm of meaning and understanding.

Interpretation is based on the inherent assumptions existing within the sociocultural

environments of the interpreter. Consciousness of being cannot exist beyond history,

language and practices of individuals which all impact on our interpretations. Although

distancing can occur in certain observations, it is at the cost of 'taken-for-granted'

traditional, prejudicial and conventional assumptions about other observations. 'We 
can

only be conscious observers in acknowledgment that we are also participants (McCarthy

1993, p.18).

MODERNITY AND POSTMODERNISM

Postmodernism emerged from the French philosophers of the 1960s and was about

'creating art, of theorizing, of doing science' (Reed 1995, p.7l). postmodernism

challenges the modernist idea of a single transcendent meaning of reality and the

importance of searching for empirical patterns to represent ultimate meaning. Grand

theories and metana:ratives are not accepted as valid. Postmodernist represents'[A] time
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of paradigms lost' (p.71). Postmodernism focuses on understanding multiple meanings,

concealed and revealed meanings and acceptance of a link between meaning and power.

Postmodernists fragment unities and deconstruct problems, while modemists fragment,

in an attempt to unify knowledge of the world and solve problems. The subject is 'myth'

in postmodern thought; what culture has inscribed becomes the study; the focus is text.

The postmodernist movement represents 'an epistemological shift from concern over the

truth of one's findings to concern over the practical significance of the findings. In other

words what the consequences of the findings mean. Therefore truth is not about

teleological progress, but about time and chance. Modernism tended to dichotomise

systems of inquiry eg, theory and practice; qualitative and quantitative, inductive and

deductive ....postmodernism is about transcending these dichotomies' (Reed 1995,

p.12).

FOUCAULT AND THE ORDER OF THINGS

Foucault's theory in the Order of Things, suggesting knowledge discontinuing, differing

and verging on the threshold of new possibilities, distances his views from the

Rationalists and more closely aligns him with the thoughts of Kant and Feyereband.

Foucault's claim that he is not an hermeneutist but an examiner of the facts of discourse

as they reflect the domain from which they emerge must be challenged. To examine what

lies in the hollow of the discourse, what is behind the discourse to thê rules that bring

about its existence is the essence of discourse. This claim separates his views from

Gadamer, who takes the surface of the discourse as the reality of the speaker.

For Foucault, comparisons between theories will give evidence of incommensurability as

truth and reference are identified as more important than the meaning of the theories

(p.18). What this acknowledges is the discontinuation and future possibilities of

knowledge and its development. Knowledge is not static or cumulative. Knowledge is

constantly being developed and tested. New questions are posed and researched.
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Knowledge can be lost, become archaic and non-contextual and pushed aside by more

valued and popular insights and understandings. Future possibilities are always at the

threshold of discontinuations of previous knowledge (Foucault 1974),

THE EPISTEMOLOGY OF NURSING

The continual shift, discontinuities and new possibilities in both methodologies and the

emerging knowledge of research and theory development is apparent within Nursing

literature. Nurses have been influenced by the valued knowledge base and theories

contextual to the time of theory development. Meleis (1991) argues that Nursing

theorists have been more congruent to 'scientific progress in the physical sciences'

(p.56). This, Meleis suggests, has lead to the elusive or convolusive progress of nursing

knowledge development. This pattern of progress may well be described as unique to

the discipline, but 'the discipline has been in continuous crisis over the origins of its

knowledge base' (Meleis 1991, p.63).

Nursing knowledge has not developed through either revolution or developmental

evolution. Meleis argues that the discipline of Nursing has 'evolved through peaks,

valleys, detours, circular paths, retracing steps, and series of crises' (p.63). The concept

of Nursing knowledge being cumulative is rejected (Meleis 1991). Nursing theory has

developed lacking a research base; ideas over time are persistent and simultaneously

existing; there are competing ideas about Nursing; paradigmatic pluralism exists.

Nursing occurs within an open system, so is influenced by social, political and

bureaucratic environments. The fact that Nursing consists of heterogeneous Nursing

groups means that multiple communities emerge, and specialty knowledge develops from

contextually valued philosophical assumptions. There is compromise between old

(traditional and modern) and new (postmodern and contextual) concepts - through a kind

of dualism. Nursing is continually seeking new paradigms, competition continues, but

so does creativity and innovation. The progress of the development of nursing

knowledge, similar to other disciplines, forms a 'pattern of popular progress'.
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Nursing has been accused of adhering to the unchallengeable 'received view'. or scientific

method cum empirical positivism cum logical positivism (Meleis 1991). The components

of logical empiricism: confirmation of statements by sensory and experiential data; a

posteriori only true statements; traditional metaphysics and ethical considerations (White

1955, in Meleis 1985, p.67); analysis of theories based on completed theories; a priori

analysis only mathematical in nature; the value-free nature of science (Meleis 1985, p.67)

have been the favoured methodology for knowledge development in many disciplines.

This approach is still much favoured within some Nursing discourses. Although

Nursing theorists have offered a 'number of conceptualisations' representing a'perceived

view' utilising a variety of philosophical approaches - this also raises some debate.

Many nursing PhD theses reflect close analysis of German philosophers. 'What 
do they

have to offer to nursing? Can we just put the theory and the practical side by side. How

do they relate? Can nurses solve practical problems by philosophical debate? Is it that

the German philosophers are assisting the development of Nursing philosophy?

Critical evaluation of the progress of nursing is to value the experiences of nurses and

support and enhance their progress in ways that allow proactive development of theories

that represent and guide nursing actions. How does the existential phenomenology

philosophy of Heidegger, focussing on the lived experience, represent and guide

Nursing action? How does it assist in the development of nursing philosophy, which in

turn becomes a 'narrative foil' (Reed 1995) against which nurses critique their work to

form and reform knowledge. Reed (1995) refers to these as 'metanarratives for

knowledge development'. These metanarratives Reed asserts, emerge from various

disciplines. For example Medicine provide metanarratives related to biomedical,

biopsychosocial and biotechnology, and Psychology, those related to behaviourist,

psychodynamic, humanistic and transpersonal metanarratives (p.77). Interpretive and

phenomenological hermeneutical philosophers also influenced Nursing through their

world views.
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A number of philosophical and methodological systems have developed from the work of

philosophers, educationalists and others, and have been applied to nursing by nurse

theorists (Reed 1995). Carper's (1978) obvious reliance on the ideas of Phenix's

Realms of Meaning (1964) in her development of fundamental patterns of knowing in

Nursing presents an important acknowledgment of the quest to establish what represents

nursing knowledge and indicates the strong influence that educational thought had on

nursing knowledge at the time. Ironically, although written in the 1960s, Carper's paper

could have been written in the 1990s. In fact, many conference papers are still reflecting

on and reviewing what Carper said nearly three decades ago (Bennet 1994; White 1994).

What does this say about Nursing? V/hat does it mean for Nursing? The search for

meaning and recognition of Nursing knowledge continues. On the other hand, it may

well indicate one of the maxims written by Street (1992) - that nurses do not read -

reflecting the old anti-intellectualism of Nursing. A less harsh judgement may be a

manifestation of a practice culture reliant on 'knowing how' and knowledge of the

'swamp lands'.

THE EMERGENCE OF NURSING AS A SCIENCE AND AN ART

Science has been defined as an intellectual discipline. Utilisation of the term 'Nursing

science', and thus knowledge in Nursing, did not really begin until the 1950s (Carper

1978). However, the discourses of knowledge were in full swing in other disciplines.

Carper is tentative about her description of Nursing science at this time and reflects on its

'coexisting...competing and conceptual structures - none of which has achieved the

status of...a scientific paradigm' (1978, p.2t7). Carper relies on the work of Kuhn

(1962) as she describes movement away from observational factual vocabulary towards

more abstract theoretical discourse. Peplau (1937) posits the case that Nursing is a

science, based on the work of Gortner and Nahm (1977) who, in their study which

overviewed Nursing research in the United States, provide evidence of intellectual

pursuit in Nursing from the late nineteenth century. It is acknowledged that since the mid
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twentieth century many nurses were becoming involved in research and in the preparation

of nurses to do research (Peplau 1987, p.19).

Science is the accumulation of knowledge. The shifting of paradigms within science

guide the activity of the scientific community (Kuhn 1970). However, Peplau (1987)

notes from Gortner and Nahm (1977) that one of the weaknesses of nursing research

reported in their study was that it was non-cumulative in nature. This comment was noted

by several other authors in the area. Peplau offers a word of warning in light of this

observation, suggesting that Nursing, while continually critiquing its theories, is moving

away from empirical practice to a theory-oriented professional practice. Peplau outlines

criteria by which to identify if a field is scientific and thus presents herself as working

within the empirical paradigm.

Aesthetics is pitted against scientific knowledge as Carper acknowledges the strongly

held value of empirical knowledge within Nursing. Relying on the works of

educationalists such as Phenix, Langer and Dewey, and nurse theorists Wiedenbach and

Orem, Carper outlines aesthetics of knowing as perception (rather than recognition) to

unify ends and means which give action its aesthetic quality (p.219). Art is the

expression by the nurse through her creativity and style in designing and providing

nursing that is effective and satisfying (Orem 1971, p.155 in Carper 1978,p.219).

Carper, also relying of Buber and Polanyi, states that personal knowledge is the 'most

problematic' and the most essential fundamental pattern of knowing in Nursing. Given

the significance of interpersonal interactions, relationships and transactions in the nurse

patient relationship, knowledge of the self and thus of others is an imperative. The

difficult personal choices that nurses experience in complex modern health care places

situations of moral ambiguity and conflict to the fore. This pattern of knowing focuses

on'matters of obligation or what ought to be done' (Carper 1978,p.221).
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In a recent paper on the treatise of nursing knowledge, Reed (1995) acknowledges

philosopher, Stephen Pepper (1942 in Reed 1995), who presented six world views as

strongly influencing knowledge development in Nursing. Three of these views

(mechanistic; organismic; developmental-contextual) according to Reed (1995), have

influenced the development of world views within Nursing. The mechanistic, which

must relate to the Cartesian duality system, is presented as a world view that is basically

positivist - measurable, controlled, predictive and a sum of parts. The organismic is

metaphorical for the biological composition of organisms within a passive eñvironment,

and, finally, the developmental-contextual acknowledges the historically dynamic,

contextual, interactive environment in which human individuals develop.

There are competing paradigms within Nursing, which, according to Peplau (1981,

p.22), represent a healthy scientific fact, strengthening the establishment of the discipline

and its professional practice. They are representative of a range of contextually relevant

paradigms reflecting world views of change (Hall 1981) and totality and simultaniery

paradigms (Parse 1987).

Traditionally, the paradigm of Nursing has focussed on humans and health in a 'Man-

environment totality' (Parse 1987 , p.4). The evolution of Nursing's congruent view has

been linked along side medicine with the historical mechanistic Descartian view that'Man

[is seen] as a mechanistic organism who adapts to the environment and strives toward a

state of well being' (Parse 1987, p.4). This paradigm has relied strongly on the natural

sciences view of humans as a sum of their parts. This has influenced Nursing's

tendency to view people as having control over their environment favouring the scientific

knowledge of the 'high hard ground' (Street 1992) and are closely associated with

medical science (Parse 1987,p.32). The totality paradigm reflects the work of Descarte,

the mechanistic world view, Newton's quantum theory, Selye's theory of stress

adaptation to disease, Sullivan's interpersonal theory, Helson's adaptation model, and

Maslow's motivation and personality theory based on needs (parse lg8]-, p.32). The
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authority figure in this paradigm was the nurse and nursing care plans related to the

discourse of medical science. The testing of theories in this paradigm is usually

quantitative.

More recently emerging paradigms in nursing are less rigid and less structurally focussed

in mechanistic ways. The view of 'Man as a freely choosing being cocreating health

through mutual interchange with the environment' (Parse 1987, p.4) reflects what is

known as the simultaneity paradigm. This view, recorded as emerging in the early 1970s

in Nursing (Parse, 1987 , p. 135) reflects the changing view that humans are more than

and different from the sum of their parts. This reflects the tenets of both the empirical

and the interpretive sciences in the works of people such as Einstein's theory of

relativity, Polanyi's theory on personal knowledge, Heidegger's existential

phenomenologist philosophy, Satre's existential philosophy, Merleau-Ponty's

phenomenology, deChardin's study of the phenomenon of man, and von Bertalanffy's

systems theory. The systems approach, although popular with some Nursing theorists in

the 1950s and 1960s, has also been linked with a structuralist mechanistic paradigm.

In the simultaneity paradigm the person/patient becomes the focus, or locus of control.

Care plans are developed in liaison with the goals of the person/patient's changing health

patterns as they relate to their quality of life. Research in this paradigm is usually

qualitative. What is overlooked in Parse's exposé of the contemporary times is the

inclusion of the critical paradigm where the complexity of all phenomena is

acknowledged in its relationship to all things, especially in regard to power structures.

KNOWLEDGE DEVELOPMENT IN NURSING

Nursing progress in knowledge development has been both 'elusive or convolusive'

(Meleis 1991) and disjointed over time. It has been shaped by political and structural

shifts both from society and from within Nursing itself, emerging from many Nursing

specialty contexts. Nightingale (Reed 1995) was one of the traditional empiricists within
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Nursing; nurses of the time were 'restricting their theorizing to observable processes'

(p.73). Nightingale's work was purely empirical and inductive; generalisation was done

by analogy (with what was observed) rather than by abstraction (with what was

theorised). This inductive process did not succeed in breaching the gap between

observation and explanation; thus nursing was 'guided' in its practice, but limited in

explanations for practice (Reed 1995,p.73).

A need for theorizing had emerged. This was linked with the empirical inductive process

of 'hypothetic-deductive logic' (Reed 1995, p.73). The 'modernist' scientific method

was highly valued during this period. Techniques of analysis and use of language - were

influenced by traditional empiricism. Nursing moved into a time of self consciousness

(Silva & Rothbart 1984). During that time traditional empiricism had been critically

questioned (Habermas l97l; Gadamer 1975; Kuhn 1962; Foucault 1981; Bernstein

1983). Criticism of traditional empiricism, positivism and historicism influenced the

movement towards the interpretive approaches to knowledge development.

Peplau's work was the vanguard of the theoretical development that has emerged in

Nursing during the twentieth century. Peplau refocussed Nursing as a 'science of

knowing' and presented a theory that expressed Nursing quite differently from the doing-

task orientation of Nightingale's perspective. Peplau's theory utilized both induction

and deduction - both empiricism and rationalism. Her work was done during the pre-

paradigmatic positivist era, as was that of the social sciences (Lather 1991).

Meleis tracks the present history of nursing knowledge development through the

'philosophical assumptions, theoretical methods, and theoretical threads in the discipline'

(1991, p.3). Nursing theories have not just'developed'or'evolved', one getting better

than the last or being better than the ones before. They have developed over time, for

certain reasons and are all different. On the basis of Kuhn's claims, nursing theories are

as equally incommensurable as other theories, with not one theory alone presenting the
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truth about Nursing. Nursing theories are academic and tend to be somewhat removed

from the practical aspect of nursing. This being the case, it is not surprising to find that

some of the literature espouses and defends nurse practitioners applying personal theories

to their practice. The extant theories of Nursing are often overlooked or challenged by

practitioners. The quest for the nursing theory that is easily applied to practice reflects

values related to professionalization. The work of nurse theorists is evaluated in search

of a theory that can be applied to practice. Nursing seems intent on finding a theory that

will provide all the answers to the questions of Nursing.

POSTMODERN THINKING IN NURSING

The emergence of post empiricist philosophy has had an impact on many disciplines,

including Nursing. Critics of logical empiricism (Gadamer 1915, Foucault 1975

Habermas l97l), demonstrated that many social and moral problems were, and are, not

resolved by the methods or techniques of positivist empiricism. Observation,

verification, confirmation, or falsification does not provide usable outcomes or helpful

conclusions for every nursing situation or concern. The authority that maintains the

rigidity of traditionally accepted methods does little to provide resolutions for social and

moral issues (Gadamer 1975). Recognition by the profession and the discipline of

Nursing of the prejudices and traditions in which Nursing research has adhered to is

important for the development of discourse that will lead to the scientific development of

nursing knowledge (Thompson 1985). In its quest for identification as a discipline,

Nursing has been self consciously preoccupied with 'proper' techniques of concept

analysis and the use of language still influenced by traditional empiricism (Silva &

Rothbart 1984; Thompson 1985).

The development of hypotheses, and the rigorous falsification of hypotheses espoused

by Popper, were embraced by nurse scientists. The phase of empiricism and empirical

hypotheses testing was apparent in nursing theory in the 1960s, the 1970s (Dickoff,

James & Semradek I975), and in the 1980s moved to the analysis of 'conceptual themes
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as a basis of epistemology. The move in the 1980s was to empirically test conceptual

models. The application of Descartian and neo-Kantian assumptions regarding

distinctions between subject and object raises questions, especially in light of theoretical

frameworks that researchers bring to the phenomena under study and the refocussing on

phenomena as the research project progresses.

The critical, postmodern tradition of knowledge development has influenced thinking in

nursing since the early 1980s. Many nursing authors and researchers (Thompson 1985;

Allen, Benner & Diekleman 1986; Holter 1988; Stevens 1989; Kendall I99l; Doering

1992; Reed 1995) have since that time turned towards the conceptualisations of critical,

reflective, postmodern methodologies in their thinking about the philosophies, theories

and knowledge, and practice of nursing. These nursing authors, mostly from the United

States, have influenced similar changes within Australian nursing.

The trail of this tradition can be traced alongside the quest for nursing theory based

education, the ongoing search for the definition of nursing and its identity, the utilisation

of educational and social science literature regarding patterns of knowledge development

(Schon 1983; Carr & Kemmis 1983) and methodology (Allen, Benner & Diekelman

1986), reflecting a range of interpretive and qualitative approaches as well as the critical,

through which Nursing knowledge could be most appropriately collected, examined and

developed.

The debate of modernity versus postmodernity rages across the academies. Nursing has

made a paradigm shift, but this shift may well only reflect that of the academy of

Nursing, as authors reflect and espouse their conclusions regarding the positioning of

Nursing in the theoretical 'waste land' of our culture. The term 'waste land' is a

reflection of the vast number of complex and wordy theories of Nursing that on the

whole do not reflect the reality of the practice of Nursing within Australia. Many

espouse modern values and overlook the differences in Nursing.
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As a Human Sciencell, nursing is appropriately focussed towards the interpretive and

critical approaches to knowledge development. Utilisation of multiple methods in

gathering research data and the shift from a purely empirical, scientific approach to

knowledge development signals a shift that places nursing within the domain of a Human

Science. There is a growing body of literature in nursing that expresses the traditions of

either the interpretive or the critical paradigm (Allen, Benner & Diekleman 1986). The

representation of nursing is also becoming evident throughout the increasing application

of critical Feminist methodologies (MacPherson 1983).

The post positive era brought about different attitudes about knowledge development.

Nursing turned more and more to those most appropriate for a developing human

science. Deduction and induction, the logics of modern science, were beginning to share

their fame with 'abduction' (Reed 1995). Reed explains abduction as the primary

reasoning that 'introduces values and preunderstanding'; the conceptual leap that

incorporates 'experiences, beliefs and a preknowledge of patterns' (Reed 1995, p.74).

Different types of knowledge and the importance of intuitive knowledge were becoming

legitimised (Can & i(emmis 1983; Schon 1983). Post modern thought has changed the

concept of knowing and knowledge. Theories that lead to new knowledge, or new

truths, are confirmed on the basis of their usefulness in solving problems for the

discipline rather that being empirically tested (Reed 1995, p.74). Although, in some

instances, it can be considered that nursing has pre-empted concepts that reflect

postmodern thought, it was not necessarily done in a knowing way (Reed 1995 p.79).

The movement to postmodernism has not been welcomed by all nursing scholars. Reed

(1995) proposes a compromise; nursing philosophy becomes a 'metanarrative' or an

'ideal' for knowledge development. This she calls 'neomodernism', a term that extends

beyond the critique of modem thought. The critique process represents a 'metanarrative'

As a human science I refer to that which is about the qualitative, post positivist observation of human
existence.

l1
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or'ideal' that can be used as a'standard' from which to examine knowledge. In this

way both modern and postmodern concepts can be used in a knowing way.

Gortner (1990) proposes that contrasting philosophies can exist in Nursing, such as

practice philosophy and nursing science philosophy. Human understanding is proposed

as a premise for nursing science philosophy (Gortner 1990). This premise is based on

the values of nursing which Gortner believes include 'concepts of equity, respect for

persons and caring, health promotion and illness prevention, professional competence

and ethical conduct' (p.101). She argues against supporting nursing philosophy

becoming an ideology, by making such philosophies public through publication and

application and open to critique and discussion.

Postmodernism provokes criticisms of the culture of the modern world, but fails to

position the person within this critique. This could well lead to a similar homogeniety or

grouping of individuals into,an 'amorphous collectivity' (Walker 1993) and a reduction

in the prospect of any emancipatory event or difference. Nurses have been totalised into

groups (the nursing labour force), into a mass who can be taught 'basic nursing skills'

through a general undergraduate curriculum and, who are written about as collectively

espousing rhetoric reflecting the values of caring, science, and professionalism, for

example. The postmodern is at risk of repeating the problems of modern thinking in not

positioning the person as an individual within a questioning, critical and changing

culture. Postmodernism provides little to ensure that the deconstructed world can

continue into the future. Its strongly political focus overlooks the positive aspects of

culfure.

What lies behind the knowledge discourses of Nursing? What is the 'hollow beneath the

discourse' (Foucault 1975) that brought about this kind of discourse at the time? What

does this tell us about the discipline of Nursing?
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SUMMARY

The knowledge of Nursing, as other disciplines, has been influenced by pre-modern,

modern and post modern thinking. Various processes of knowing have been identified

within the domain of Nursing, and patterns of knowledge development have been applied

to nursing research and theory development. Nursing's convoluted passage in the

development of its knowledge suggests a replication of the chaos of a postmodern world.

The reason for such convolutions, however, are in part related to the developmental

process of academic and scholarly discipline. Nursing has been, and still is, described as

a science and an art. The present day discourses and texts of Nursing, reflecting the

contemporary knowledge of the discipline, suggest strong development of the

hermeneutical and postmodern traditions within Nursing. The concept of Nursing as an

art is strengthening.

The next chapter explores the concept of the discipline and hermeneutical and postmodem

discourses within Nursing.
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Chapter 5

INTRODUCTION

The word discipline conjures images of order, continuity, uniformity, authority and

obedience, and also represents a field-of academic knowledge. The Oxford English

Dictionary (1993) defines discipline as a branch of instruction or mental or moral training;

order maintained among persons under control or command as pupils or soldiers; control

exercised over members of church and their conduct; correction, chastisement to bring

under control, train to obedience and order. This multi-focussed definition includes both

mental and moral instruction, training to maintain order in achieving what is defined as

correct by those who know what is correct. There is no escaping the theme of power and

control in the definition of discipline. The use of the word 'discipline' as a branch of

instruction has powerful implications for the development of knowledge generally. To

attain either or both mental or moral training requires a branch of learning through which

to develop. One can then deduct that knowledge is developed from and through the

outcomes of mental and moral training , and is ordered and controlled in any discipline of

knowledge. It makes sense to deduce that from the outcomes of both mental and

behavioural disciplines the concept of the academic discipline and its function in

developing knowledge, and training for the development of such knowledge, emerged.

Aristotle divides human knowledge into three divisions: the theoretical, the practical and

the productive (Thomson 1986, p.17). These historical divisions of knowledge are

recognised today as disciplines of knowledge. They can be classified as the theoretical

which is concerned with 'knowing that' or knowing about action and includes theology,

mathematics and the natural sciences; the practical which is concerned with'knowing

how' about action itself and how things could be changed, and includes politics, ethics,

anthropology and the human sciences; the productive which is also about'knowing how'
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and is devoted to making and changing things and includes the fine arts, applied arts, and

engineering (Schwab 1964, p.l7). This chapter examines the nature of discipline

according to Foucault, its inherent power and control in the development of knowledge

and its relationship and expression through discourse. The hermeneutical perspective of

Gadamer and the critical focus of Foucault provide a framework through which to

understand and challenge the conventional ideas about discipline and the development of

knowledge. Nursing as a discipline is discussed in terms of its relationship to 'the

disciplines' described by Foucault. Some prevailing definitions and understandings of

the identity and meaning of the discipline of Nursing, as distinct from that of Nursing as

a profession, are presented.

F'OUCAULT AND 'THE DISCIPLINES'

Foucault (1975) aptly acknowledges and explains the theme of power in his discussion of

'the disciplines' and their application in shaping human endeavour into useful, specific

ends. Foucault does not develop a theory of power but argues that knowledge and power

directly imply one another (McHoul & Grace 1993). Although Foucault does not define

what is 'true of power' and what is 'true of modern power', he opposes the modern view

of power (as sovereignty replaced by liberalism) and argues that the removal of power

from aesthetic discourse only prevents the recognition of its true existence (During 1992,

p. 151).

Disciplinary power works in limited spaces and works on individuals. Its '...object is

behaviour, the individual body, its tools are surveillance, examinations, training, and its

sites factories prisons, schools and hospitals. In general, it is directed towards

narrowing the gap between formal regulations and social practices' (During 1992,

p.151). The development of these human skills is referred to as 'the disciplines'. For

Foucault 'the disciplines' dominate a particular domain or sphere of knowledge or

practice through the use of human skills such as analysis, intellectualism and practical
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utility in order to advance and empower the specific domain or sphere. The human body,

including the intellect, becomes the tool for advancing the particular domain.

The historical moment of thg disciplines was the moment when an art of the
human body was born, which was directed not only at the growth of its ikiys,
nor at the intensffication of its subjection, but at the formatiòn of a relation tha,t
in the mechanism of itself makes it more obedient as it becomes useful, and
conuers_ely. W_hot, was befug formed was a policy of coercion that acied upon
the body, a calculated manipulation of its elements, its gestures, its behaviòur.
The human body was entering ø machinery of power that explores it, breaks it
down and rearranges it. (Foucault 1975, p.138)

Foucault (1915) highlights the role of particular practices which assisted in the

development and maintenance of the academic disciplines. He defines these practices as

'the art of distributions' which include: enclosure, partitioning and the provision of

functional sites. Enclosure incorporates special places where order and discipline could

be maintained, such as colleges, barracks (and the traditional nurses' home).

Partitioning, along the lines of the 'monastic cell' ensured that each individual had their

own space in which they could be contacted. Absences and presences could be

established (as exemplified by the use of rosters, signing in and out and time-clocks).

Functional sites or useful spaces were designated for supervision and to control

communications. Further in his archaeology of medical perception, Foucault exemplifîes

the Rochefort Naval Military Hospital as a model for military and commodity control

(1975, p.143). According to Foucault patient care was not the prime concern, but rather,

it was control of fiscal and economic supervision through patient identity and number,

regulation of patient coming and going through a register, safe storage of drugs, and

documentation of consultations by doctors . 'Out of the disciplines, a medically useful

space was born' (Foucault 197 5, p)ag.

Foucault saw the academic disciplines as '...a type of power, a modality for their

exercise, comprising a whole set of instruments, techniques, procedures, levels of

application, targets; it is a'physics'or an'anatomy'of power, a.technology'(Foucault

1975,p.215) that shapes and orders the domain. According to Foucault'the disciplines'
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were adopted by institutions and in particular institutions with an interest in teaching the

correct method. Hospitals and industry, generally, through the apprenticeship system,

were the original centres for teaching correct method (related to practice) whereas

universities and colleges were the centres for teaching and developing theory and research

purely for the sake of knowledge. Foucault's concept of the academic discipline linked

and included the knowledge of both practice and theory.

Order was brought to human multiplicities through the technique of 'the disciplines'. The

uniqueness of 'the disciplines' were the tactics employed to ensure fulfilment of the

domain. These included exercising an economical, efficient and invisible power with a

success that was maximised by linking the economic growth of that power with the

output of the domain, for example, the outcomes of the military are recognised as a result

of the rigour of its disciplinary training. Foucault gives the example of medicine

producing health in the hospitals. A similar scenario can be imagined for education

producing learning and nursing producing efficiently organised, coordinated, health care

management. The disciplines ensure '...the ordering of human multiplicities...'

(Foucault 1975, p.218), that is, putting into order the multiple aspects of human

endeavour.

The success of 'the disciplines' took a historical turn when they were integrated into the

productive efficiency of the settings or domains and what they could produce.

Unfortunately, nurses and Nursing did not exist for Foucault, but, if they had, a similar

example of nursing settings producing an effective énvironment for maintaining efficient

and organised management of patient care would have been recognised.

The 'Panopticon', a circular prison with a central well, with the cells built around the well

allowing warders to see the prisoners at all times was planned by the Utilitarian, Bentham

(1748-1832). At the turn of the nineteenth century, the hypothetical 'Panopticon'became

a metaphor for the discipline of society during that time. 'Panoptic power' became
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symbolic of the darker side of an emerging politically dominant bourgeoisie with a

developing parliamentary system and a judicial framework to control society. These

corporal disciplines represented the foundation of law and political power with the use of

'panopticism' exerting universal coercion in order to control society generally (Foucault

1975, p.222). Foucault expressed the idea that by the eighteenth century disciplinary

techniques had become so entrenched as to have '...attained a level at which the

formation of knowledge and the increase of power regularly reinfcirce one another in a

circular process' (Foucault 1g75, p.iZ+¡. Hospitals, schools and workshops were

reordered by 'the disciplines'. Nightingale's Notes on Nursing were published in 1859,

some twenty five years following Bentham's death, but the social attitudes related to

social discipline and'panoptic power' still prevailed.

Thus, the well respected and highly regarded academic disciplines of the twentieth

century are and were influenced in their evolution by the '...petty, malicious minutiae of

the disciplines and their investigations'(Foucault I975,p.226). According to Foucault,

the academic disciplines take on a power all of their own, and by their pure existence they

control the behaviour of individuals who work within their domains.

.THE DISCIPLINES' OF NURSING

Nursing evoked a similar 'minutiae' of disciplines to achieve its outcomes, but for

various reasons acknowledgment of the discipline of Nursing was historically

overlooked. This may well be the result of 'the disciplines' of Nursing being

overshadowed and dominated by more economically efficient and powerful disciplines,

the undervaluing of Nursing as a profession (Donaldson & Crowley 1918, p.1 17) and,

given the predominance of women within Nursing, the assignment of a low status

similar to that assigned to the position of women in society generally (Doheny, Cook &

Stopper t992).
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Historically within the Nightingale ward the head nurse would control a special place, at

the central desk, while the mass of nurses generally worked within the ward with no

space apart from that used to provide patient care or to clean. The nurses resided in a

special Nurses Home which was strictly controlled by the Home Sister to maintain, in

particular, moral control. [n contemporary times, the Charge Nurse and more recently

the Clinical Nurse Consultant had an office, but generally the mass of clinical nurses did

not have a special place. Nurses may have had a locker in which to put personal

belongings, but usually nurses would be found, if not at the bedside, in the tea room or

in the nurses' station.

In Foucauldian terms, the discipline of Nursing continues to share some of the concerns

of the discipline of Medicine. For both Nursing and Medicine, 'the disciplines' of patient

management have become one of the prime concerns. Acceptance and acknowledgment

of Nursing as a discipline has frequently been, and remains, the focus of debate and

discussion in the nursing literature (Kermode 1993).

The legitimacy of claims that Nursing is a discipline have often been refuted and reported

by some nursing authors (Sleicher 1981;Feldman 1981; Adam 1985) on the basis that

'there is no identified empirical body of knowledge specific to nursing' (Feldman 1981,

p.64), and that '[n]urse authors do not agree that ... nursing has its own body of

knowledge, that nursing is a science or even a discipline' (Adam 1985, p.151) and that

'there is no agreement that nursing theory exists...because nursing often uses a borrowed

perspective' (Adam 1985, p.155). These citations raise three previously discussed issues

- firstly, that there is a single approach to knowledge or a single preferred kind of

knowledge; secondly, that there needs to be agreement and a singularity in thinking; and,

thirdly, that a developmental approach to knowledge is needed for theory to exist. This

view suggests that many different theoretical perspectives indicates the lack of theory. It

also suggests that Nursing knowledge must be homogeneous in nature, thus overlooking

the continually changing nature of knowledge and the specialisations of knowledge
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within Nursing. Derogatory tones regarding so called'borrowed knowledge' indicate the

underlying belief that knowledge is static and 'belongs' to particular disciplines. Those

who deny acknowledgment of Nursing as a discipline overlook the notion that

knowledge is transformable when applied to a number of other domains. In Nursing,

transformation occurs when knowledge becomes valued and, in some sense, 'unique' in

its transformation, possible extension and application within the domain. That Nursing

requires and uses many knowledges must inevitably lead to many theories in the

management of health.

THE DISTINCTION BETWEEN DISCIPLINE AND PROF'ESSION

The terms 'profession' and 'discipline' are often used synonymously in the literature,

but, in fact, these terms are quite discrete and have different meanings. A profession is

identified by a number of characteristics which include a well defined body of

knowledge, development of that knowledge and its application to human and social

welfare, preparation of its practitioners in institutions of higher education, accountability

and autonomy and a code of ethics (Sleicher 1981). An academic discipline is

characterised by a unique perspective, and a distinct way of viewing all phenomena,

which ultimately defines the limits and nature of its inquiry (Donaldson & Crowley 1978,

p.1 13).

The nursing profession within Australia historically prepared its practitioners under the

apprenticeship system where practical elements were predominant in the curriculum. The

preparation of practitioners within the university ensures that the practical elements are

balanced with theoretical knowledge and skills for knowledge development. Phased

transfer into the university sector by the early 1990s in Australia means that a range of

preparatory pathways will have been taken by practitioners. Some practitioners will have

hospital certificates, some will have diplomas from colleges of advanced education, and

others will have either three or four year degrees, with or without honours.
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The professional structure for practitioners has been shaped by the career structure. This

initially linked university qualifications with status within the hierarchy and salary

classification (Silver 1986). This relationship has been removed and practitioners now

seek promotion up the career ladder based on years of service and performance. The

professional culture within most agencies that employ nurse practitioners is bureaucratic,

Given the power structures within present day bureaucracies, nursing practitioners often

have little opportunity to express the characteristics of the profession. Autonomy and

accountability are often inhibited due to the employee status of the practitioner and the

management culture of the employing institution. The opportunity for nursing

practitioners to instigate research and generate new knowledge competes with other

traditionally dominant groups within the health care system (Clare 1993, p.1034) and

with priorities given to economic rationalism in an outcomes focussed work culture.

The aspiration for Nursing is that professional knowledge for nursing practice be

generated from theory which, in turn, critically informs practice (Fawcett & Downs

1986). This encourages an anaþtical approach to nursing practice and adaptation to new

situations. Not all knowledge used within the broader profession of nursing is derived

from the discipline of Nursing. Nursing knowledge is, in part, drawn from a range of

disciplines. These include the social sciences, the physical sciences, philosophy, law,

and economics. For example, nursing theorists are guided by theories and philosophies

from a wide range of writers and thinkers, while nursing researchers are influenced by

epistemological and ontological perspectives and methodologies used across many

disciplines. Knowledge emanating from other disciplines, valued and used by members

of the profession and the discipline of nursing, is transformed by its application to

nursing contexts. A narrow, linear view that nursing knowledge is generated only from a

nursing perspective was evident within the early literature (Donaldson & Crowley 1973).

These authors failed to understand the fluidity, discontinuation and new possibilities

suggested by Foucault as inherent in knowledge domains. This view of the discipline
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and its knowledge makes no allowances for the breadth and variety of specialty

knowledge that must contribute to such a complex practice as that of Nursing.

Misunderstanding of the distinction between the professional practice of Nursing and the

discipline of Nursing has led some nurse authors to conclude that '[flailure to recognise

the existence of the discipline as a body of knowledge that is separate from the activities

of practitioners has contributed to the f¿ct that nursing has been viewed as a vocation

rather than a profession' (Donaldson & Cowley 1978). This shines some light on the

continuing quest for the identity and role of the nurse. For these reasons it is important

that both practitioners and members of the discipline understand the distinction between

the profession and the discipline.

The debate regarding the recognition of Nursing as a discipline, has continued from the

ongoing historical studies of Nightingale's work to the nursing literature of the 1950s

until the present time. Many nursing authors argue that the characteristics that make an

academic discipline existed within Nursing from the beginning (Nightingale 1859; Peplau

1952; Donaldson & Crowley 1.978; Fawcett 1983; Chinn & Jacobs 1987; Gray & Pratt

l99I; Doheny,Cook & Stopper 1992; Meleis 1992). Nightingale (1859, p.75) argues

that 'the everyday management of a large ward', including knowing 'the laws of life and

death' and 'the laws of health' in the ward 'require learning by experience and inquiry

...as any other art'. According to Skeet (1980) Nightingale believes that self-education

and self-examination were the responsibility of the modern nurse. Nursing was viewed

as a profession in which ethical and moral values were inherent and which fostered self

care, self-respect and self determination of clients which required the'...development of

prescriptive theories on the part of the discipline' (Donaldson & Crowley 1978, p.ll7).

Donaldson and Crowley believe that the discipline'should be goveming clinical practice'

and 'embodies knowledge ... relevant to all realms of professional practice and ... links

the past, present and future' (1978, pp.118-119).
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Hayne (1992) affirms the notion that the earliest formations of Nursing during the time of

Nightingale represented the foundations of Nursing as a discipline. She identifies four

characteristics within the discipline: domain, syntax, history and output of knowledge

(Hayne 1992, p.l0a). Hayne argues that the increase in Nursing knowledge in the last

decade gives evidence of the development of nursing theory and nursing research.

Moore (1990) argues that the evolution of Nursing as a discipline had been created out of

the development of theory. Visitainer (1986) argues that it is the nexus of practice

concerns and the need for new information, both the integration of borrowed knowledge

and new perspectives, that reflects the research and theory building of the discipline in

Nursing. Visintainer (1986) reinforces the notion that inclusion of 'borrowed

knowledge' within the discipline of Nursing, represents new perspectives of Nursing.

The recognition of Nursing as a human science with a growing emphasis on practice-

orientation; the development of theories focussed on empowerment of the discipline, its

members and their clients; the acknowledgment of feminine gender based approaches to

knowledge development; an understanding of consumer experiences; and a developing

international focus, especially within the third world (Meleis 1992pp.ll2-lI4), are more

recent characteristics assigned to the discipline of Nursing.

The knowledge representative of the domain of the discipline are expressed and

discovered through the analysis and examination of its discourse. The hermeneutic

Gadamerian tradition seeks to understand the language of the text of discourse, while the

Foucauldian approach, once understanding the text, looks beyond it and the language in

order to discover the history that made the discourse possible. The relationship between

knowledge, power and discourse are so closely entwined as to be inseparable.

Discourses are the body of knowledge of the disciplines (McHoul & Grace 1993).
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THE NATURE OF DISCOURSE

The nature of discourse is best summarised by Gadamer who says, '...language is the

universal medium in which understanding occurs. Understanding occurs in interpreting'

(Gadamer 1975, p.389).

Discourse has been described simply as talk and the way it meshes together (Coulthard

1977); others describe it as all forms of talk and text (Gilbert & Mulkay 1984; Agar

1985). In more complex terms, discourse has been described as communication through

narrative, text, spoken language; as structures and rules inherent in language; and

developing socially and historically. There is no one grand general theory about

discourse (Potter & V/etherell 1990, p.6) .

The object of discourse was popularised during the late 1950s and early 1960s by

linguists, semioligists and educationalists. They used it to investigate language in terms

of its composition and use for the purpose of analysing, investigating and teaching the

multi-facets of the spoken and written word (Chomsky 1965; Hymes 1974; Duranti

1985; Potter & Wetherell 1990). Discourse was looked at in minute detail. Discourse as

an object for analysis initially attracted little attention outside of the disciplines practising

speech-event and conversational analysis. The dilemma in the 1960s for those

researchers who worked with linguistics was the 'bridging' between linguistics and the

sociocultural dimensions of discourse (Duranti 1985, p.L97). Discourse was the interest

of the sociolinguists, such as the cognitive psychologists, sociologists, philosophical

historians, the hermeneutic and phenomenological philosophers.

There is some conflict within the literature regarding the epistemological bases of

discourse. Macdonell (1986) critically outlines the rejection by Hirst and Hindness in

1977 of epistemology and thus their ahistorical, although reductionist and traditionally

logical, approach to discourse. For them, objects do not exist outside the discourse; logic

is looked for within the discourse. Questions were raised regarding the '...historical
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conditions, their effects, what interests they serve, [and] what relations of power they

[discourses] uphold' (Macdonell 1986, p.67) . These differences in identification of

discourse highlight the political perspectives of discourse. Discourse is referred to by

some researchers (Foucault 1972) as discursive, thus defining the practice, the object of

discourse, its formation and regularities. Discourse is no longer viewed purely as the

content of talk and text but, in a political way is identified through various social and

political frameworks (Macdonell 1986) that'bridge'the speaker-hearer (Chomsky 1965)

with the society and culture from which the discourse emanates. Discourse not only

exists within and reflects society, but also is an active, creative force within society,

representing a substantive object to be inspected and investigated (Potter & V/etherell

1990).

Todd and Fisher write of Marxist influences in discourse and give examples that indicate

how the'...immediate social situation and the broader social milieu wholly determine...

the structure of an utterance' (Todd & Fisher 1988, p.7). They go on to explain that this

example indicates how '...linguistic investigation provide[s] "the link between the

material basis and the mental creativity of man"' (Todd & Fisher 1988, p.8). They give

examples of human beings representing 'speaking subject[s]' and 'political actor[s]'

produced by society and effecting history and change while being unable to control or

manipulate the effects of discourse. However their explanation gives no clear indication

of how this reflects a Marxist apprgach as opposed to any other sociological approach, or

even that of Foucault, as they argue that language '...is an active force, inseparable from

ideology, economic and political contexts...' (Todd & Fisher 1988, p.8). Although

neither the 'conversational analysts' or the 'sociolinguists' are 'acontextual', the

important difference lies in the contexts and the use of the language. Other differentiating

factors of discourse theories are related to social interaction and social structure.

Marxist influence in discourse analysis is denoted by the idea that discourse is not only a

reflection of the society from which the discourse emerges but also of other objects,
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events or categories pre-existing in the social world. Discourses actively construct a

version of that social world (Potter & Wetherall 1990, p.6). Discourses are both

descriptive and creative which in turn have social and political implications. Gender also

influences discourse and impacts on theoretical perspectives about discourse. The

presupposition that language is simple and unproblematic negates the power of discourse.

Discourse comes out of the context and is related to social behaviour. Interest is in what

is said and what this indicates about the thoughts of the speaker as elements within the

social context.

Fairclough (1993) offers an introduction of the social theory of discourse. He presents

language as a '...socially and historically situated mode of action, in a dialectical

relationship with other facets of "the social"'life (p.134). He identifies language as

'socially shaped' as well as 'socially shaping'. Potter & Wetherell (1990) outline the

discourse of texts from various media: conversations, newspaper stories, novels, soap

operas as well as written records of speech and transcripts of interviews as

representations of contextual society.

GADAMER'S INTERPRETATION: HERMENEUTICS AND DISCOURSE

As mentioned above, hermeneutics is the interpretation of texts. It is a fundamental shift

to move from the interpretation of written texts to those of conversation.

Conversation is a process of coming to an understanding. Thus it belongs to
every true conversation that each person opens himself to the other, truly accepts
his point of view as valid and transposes himself into the other to such an extènt
that he understan¿s not the particular índividual but what he says. What is to be
grasped in the substantive rightness of his opinion, so that we can be at one with
each other on the subject. Thus we do not relate the other's opinion to him but
to our own opinions and views'(Gadamer 1975, p.385).

The understanding of conversation as text relies on the content of the discourse and the

subjective interpretation that is carried out by the interpreter. 'Hermeneutics includes the
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grammatical and psychological understanding' (Gadamer 197 5 , p.l 87) on behalf of both

the author and the intelpreter.

Discourse represents the text that human scientists researching in the field create in order

to understand. The interpretation of that text takes into consideration the context, the

subjectivity of the participant, the prejudices of the researcher, the historical continuum,

(that is the tradition in which text is studied and interpreted), and the responsibility of the

researcher to take care and avoid hastiness in interpretation and in acknowledgment of the

influences of authority upon the researcher. The understanding of text is not about

'understanding historically'how the text came into being but about understanding the text

itself (Gadamer 1975, p.388). Gadamer applies the metaphor of a 'fusion of horizons'

as the interpreter extends his or her horizon of understanding to include the horizon of

understanding of the speaker or author of the text. This suggests the formation and the

ongoing education of the interpreter through the concept of 'Bildung' as new

understanding is experienced. The 'fusing of horizons' leads to an ongoing education

of the interpreter to different worlds.

F'OUCAULT AND DISCOURSE

Discourse for Foucault lies outside of the text and the subjectivity of the reader. Dean

(1994) argues that Foucault is presenting in his early archaeology a new kind of history

in the examination of discourse. The documents of history are used in a way that

acknowledges their link with the historical context in which they were produced (p.15).

The method of examination of discourse arose from 'the problemisation' of historical

documents. Although this approach to historical discourse was new to English speaking

intellectual enterprise, it was not new in France (being pioneered by the Annales School

and French School following from Bachelard and Canguilhem). Foucault extended the

historiography of the Annales School (Dean 1994 p.I5). This process does not seek to

'reconstitute' or 'interpret' the world of the documents being examined, but 'organises
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the document, divided it up, distributes it, orders, ananges it in levels, establishes series,

distinguishes between what is relevant and what is not, discovers elements defines

unities, describes relations' (Dean 1994, pl5). Given this is the case, Dean argues that

the document cannot be used as 'a trace through which the past can be reconstructed'nor

can it 'fall for the seductive spiral of interpretation characteristic of hermeneutics' (p.15).

Dean states that Foucault 'distanced himself from nineteenth century discovery ...of

interpretation' based on discovery of what was meant by the signs of discourse. This

Foucault argues would lead the viewer to 'inexhaustible decipherment' (Dean 1994,

p.16) which would have no limit. On this basis 'Foucault is clearly not a hermeneuticist'

(Dean 1994, p.15). For Foucault the meaning of the words, the meaning of the

discourse lies in the very signal that the words represent. Foucault means, that like the

mirror in Velazquesz's painting, discourse as an object is a representation of 'a space'.

Rather than use the word reality, Foucault uses the word 'space', a clever device which

excuses the viewer from'naming' the representation illuminating what is viewed. It is

this 'illumination' that differentiates Foucault's approach to discourse from that of

hermeneutics.

Foucault names this space 'domains' or 'spheres'. Domains or spheres consist of

representations. In relation to text, discourse consists of 'the disciplines' or bodies of

knowledge which represent particular domains or spheres, and in this sense are

illuminated outside the text. This is supported by McHoul & Grace (1993) who state that

'Foucault thinks of discourse (or discourses) in terms of bodies of knowledge' and 'the

historically specific relations between disciplines (defined as bodies of knowledge) and

disciplinary practices (forms of social control and social possibility)'(1993,p.26).

Foucault's work represents a critical approach to discourse. McHoul & Grace (1993)

argue that it 'offers possibilities for social critique and renewal' (p.27). According to

Dean (1994)'[A]ny critical, transdisiplinary historical study must not only avoid

empiricist naivete, but also actively thematise the problem of the uses to which history is
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put and the necessity to which it answers'(p.15). Foucault reflects none.of the more

traditional or 'formal' linguistic approaches to discourse, such as speech events or

conversational analysis. The mechanistic search for hidden or embedded meaning within

the text means that for some traditional linguists the 'discursive system underpinning'

discourse is of greater significance than what has been uttered. Foucault's approach to

discourse is counter to the traditional linguist's or sociolinguist's idea of discourse in that

he is interested in the 'conditions of discourse' (McHoul & Grace 1993,p.29) rather than

the subject, that is the individual person.

Discourse for Foucault is not just what is said or written, but also is '...the repressive

presence of what it does not say; and this 'not-said' is a hollow that underminesl2 all that

is said' (Foucault 1972, p.25). Historical analysis is mistakenly looking for an origin,

and interpretation is examining the 'already said'rather than the 'not-said' which are not

the same. Discourses are constructed as a result of rules, and according to Foucault these

rules must be known, scrutinised and the conditions and definitions under which they are

legitimate (Foucault 1972, p.26). Discourses do not represent a 'tranquil locus on the

basis of which other questions... may be posed' (p.26). Discourses pose questions,

such as: What are they? How can they be defined and limited? What distinct types of

law can they obey? What articulation are they capable of? What subgroups can they give

rise to? What phenomena do they reveal in the field of discourse?

Discourses require a theory which cannot be constructed unless 'the field of the facts of

discourse... appear and can be identified'(Foucault 1972, p.28). Foucault takes what

'continuities' already exist (eg. psychopathology, medicine...etc.) to ask : what unities

do they form? By what right do they claim a field that specifies them in a space and a

continuity that individualises them in time? According to what laws are they formed?

Against which background of discursive events do they stand? Are they the event of

L2 This I interpret as a noun of existing - not of destroying or disrupting, although Foucault may well
mean this,
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other more firmly grounded entities? Foucault interrogates the continuities established by

history, breaks them up to see if other groupings can be made, replaces them in a

different space dissipating their apparent familiarity to make it possible to construct a

theory of them. He seeks to show how a discourse can be no other than the way it is,

and establishs correlates with other statements to show how it could not be other than it is

(Foucault 1972, p.28). Foucault poses a question that may help: what is this specific

existence that emerges from what is said and nowhere else. Every discourse has meaning

related to what provokes it, the consequences that it gives rise to and the statements that

precede and follow it.

Foucault does not negate the relevance of history. He takes up an epistemological

position that reflects history and its archaeological importance on the present. However,

Foucault hastens to dispel in the reader, any consideration of history as a continuous

'background of permanence' against which the new can be identified. He questions the

reversibility of the notions of tradition, influence, resemblance and repetition,

development and evolution as indicators, correlates or classifications of history. He

questions the use of familiar distinctions between 'major types of discourse' (Foucault

1972, p.22)based on historical analysis.

Discourse provides a loosening of words and practices and the emergence of rules

proper to discursive practice. The rules define 'the ordering of objects' which is a task

that treats discourse '...as practices that systematically form the objects of which they

speak' (Foucault 1972, p.49). Although discourses consist of a content of language, it is

more than what is reduced to language that represents discourse for Foucault.

NURSING DISCOURSES: REVEALED IN THE LITERATURE

When examining and discussing the growing attention paid to the study of discourses

within Nursing acknowledgment of 'the disciplines' required for the practices of

academia, scholarly authorship and publication in the literature of the discipline of
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Nursing cannot be overlooked. Just as dominant discourses control and silence those of

the less powerful (Kermode 1995; Lumby 1995), so do'the disciplines'of the research

process (for example prejudice, tradition, history änd policies controlling submissions for

research grants, research approval, ethical approval and editorial requirements for

publication).

Members of the discipline and the profession of Nursing are relying more and more on

the language of the domain of Nursing and its organisational settings, the stories and case

studies of colleagues and individuals within their care, and both text and oral reports.

Discourse has emerged as an important focus of inquiry for the acknowledgment and

development of Nursing knowledge. The importance of discourse within Nursing is

evident within the Nursing literature.

Discourse, as a medium for inquiry, has emerged within Nursing along with critical

theory, postmodernism and feminism. Both the hermeneutic and critical traditions of

inquiry (as outlined above) are used as frameworks in which to study discourse. There is

a growing body of Nursing literature that reveals the focus on discourse for inquiry

(O'Brien & Pearson 1993; Crowden 1994; Cheek 1995; Walker 1995; Turkoski 1995;

Poole & Isaacs 1995). Discourse has become the living energy for the illumination of

meaning and knowledge. The meanings within discourses (Gadamer 1975) and outside

discourses (Foucault 1975) provide answers to a range of Nursing questions. Discourse

has become the focus of discovering the meaning of participants' lived experiences

through language and text. The analysis or examination of discourse reflects the ideology

of the domains and elements of dominant discourses (Turkoski 1995). It also provides

answers (depending on the methodology applied) to ways of better understanding the

various positions ascribed and taken up by participants (Poole & Isaacs 1995, p.101).

The study of discourse is often used in order to expose the realities of the domain,

dominant discourses and the 'pervasive and tenacious influences of positivism' (Walker

1995).
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The study of discourse is extended in the use of the 'narrative' or the 'story' as a method

for studying discourse. Narratives and stories allow the study of a whole entity of

,discourse from its creation to its end (Benner 1991; Gadow 1995; Geanellos 1995; Crisp

1995). Narratives and stories are claiming a position in the growing tradition of

knowledge development from discourses in Nursing. Discourse, in its existence as

language (conversation, stories or narratives) and as text, has become the source from

which to discover answers about the concerns of Nursing. The factuality of the

discourse is not always crucial. In the case of Crisp's (1995) mother, it was 'the

underlying message or thematic and metaphoric meanings [that the story] suggest[ed]'

(p.135), that became important. This approach allows the listener (the nurse) to make

sense of the stories told by Alzheimer's patients, and thus assist the patient/person in

maintaining self esteem.

Although dominant ideologies and meaning within discourses are often released, the

subjective interpretation of the researcher is often overlooked. It is one thing to accept the

subjectivity of interpretation, but quite another to expose it and discuss its meaning to the

study. The critical perspective of many discourse studies seeks deconstruction and

change, but how possible such changes are within institutions dominated by traditional

stake holders is still not answered. What the result of discourse studies will be is not yet

known. How they will contribute to the greater understanding about Nursing, impact on

its practice and reduce its domination is yet to be realised.

SUMMARY

The division of knowledge emerged from 'Western classical history and has been

acknowledged since in identifying classifications of knowledge that we now understand

as the disciplines of knowledge. More recently inquiry into the history and culture within

disciplines has identified a significant tension between knowledge development, power

and control.
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Foucault acknowledges the theme of power and control related to the efficient and

organised processes that guide the ontological, epistemological and methodological

systems of specific disciplines. Foucault acknowledges the theme of power and control

in directing and shaping human endeavour directed towards a specific end. The

discipline represents domination over a particular discourse domain through the use of

specific human skills, both physical and intellectual, that through a minutiae of disciplines

is used to maintain, control and direct its members in the intellectual and physical

processes required for the development of the 'unique' knowledge of that discipline.

The notion that Nursing is an evolving, but immature discipline is supported by the

majority of authors writing in the area. They also acknowledge that the discipline of

Nursing embodies that knowledge which represents 'nursing perspectives' as well as that

transposed, or 'transformed' from other disciplines which when synthesised with

Nursing knowledge reflects a Nursing perspective. Whether Nursing as a discipline

'governs' the knowledge used in the practice settings of its members, or whether it

embodies the 'processes of conducting research, giving service and educating' in all

realms of nursing practice is yet to be made clear.

Foucault's thesis acknowledges the importance of human skills or practice in the

development of knowledge in all disciplines. The activity of pursuing new knowledge

represents a practice in itself and, as such, represents processes of power and control.

The national impetus for funded research and development of knowledge within

Australia, highlights the power of established disciplines whose ontological and

methodological systems are socially recognised and valued, but it also exemplifies the

necessity for all disciplines to exert internal control over their members and their

endeavours to develop new knowledge in a competitive economic environment.

Although the theme of power and control in the evolution of the discipline of Nursing has

not generally been acknowledged, the growing number of studies on the discourses of

177



nursing reveal an underlying ideology that reflects an existing patriarchal social structure

and a dominant discourse. It is clear that the minutiae of 'the disciplines'of nursing have

exerted power and control over the emerging ontology, epistemology, methodology and

procedures of knowledge development in Nursing, and continue to exert force upon the

development of the branch of knowledge that is identified as the discipline of Nursing.
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Chapter 6

INTRODUCTION

Hermeneutics is the theory and practice of interpretation. Hermeneutics expresses a

Western view of knowledge, understaRding, experience and inquiry (Thompson 1990).

There are various schools of thought on the meaning of hermeneutics and a variety of

specialised approaches to interpretation reflected by the works of the various

hermeneutical philosophers. Gadamer (1975) states that hermeneutics is concerned with

knowledge and truth. Its concerns go beyond the scientific method to experiences of

philosophy, art and history (Warnke 1987, p.xii). Interpretation and understanding

require a breadth of knowledge that cannot be verified by scientific methods.

The term hermeneutics was originally derived 'from the Greek god, Hermes, whose task

it was to communicate messages from Zeus and other gods to the ordinary mortals' (van

Manen 1990,p.179). Historically the process of interpretation was taken for granted. It

was the process of criticism that was seen to have a more specific purpose and therefore

was valued over the process of interpretation. Today, hermeneutics is acknowledged for

its imponance in the study of critique, rhetoric, dialectics (the art of critical examination

and logical disputation) and criticism associated with metaphysical contradictions

(Thompson 1990). The interpretive approach to knowledge development is viewed as

the very foundation of the social and the human sciences. Disciplines such as

Anthropology, Sociology, Psychology, History and, lately, Nursing strongly rely on the

theory of hermeneutics to guide theory development and research. Thompson (1990)

divides the various schools of hermeneutical thought into three conversations: the

hermeneutic and existential ontological conversation; the hermeneutic and epistemological

conversation; and the hermeneutic and methodological conversation. The most
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significant group of conversations to this study are those of the hermeneutic and

existential ontological group.

This chapter provides a brief overview of interpretation focussing on the hermeneutic,

ontological work of Gadamer, some comments from his critics and the relationships

between Gadamer's work and that of Foucault. The influences of critical social theory on

interpretive method and representation are briefly discussed.

HERMENEUTICS

The discourse of the discipline of hermeneutics begins with Schleiermacher (1768-1834),

the founder of general hermeneutics. Schleiermacher was a classical philologist

influenced by the Romantics. The two important cannons of interpretation that

Schleiermacher emphasised were, firstly, the use of language common to the author and

the original public, the meaning of each word determined by the context, and, secondly,

the concept of the 'apparent circle' of hermeneutics (Mueller-Vollmer, 1986). The

'apparent circle' , later developing into the hermeneutic circle, conceptualised

interpretation as parts that could only be understood as part of the whole to which it

belonged and, conversely, the whole could only be understood by its parts.

Schleiermacher's hermeneutics established the strong contextual relationship understood

to exist between original speakers, their world and their time. Gadamer veered away

from Schleiermacher's idea that historical statements have to be brought into context, and

that the relationship between the speaker of historical statements and the audience requires

re-enactment for historical statements to have meaning. Heidegger, on the other hand,

separated understanding from interpretation. He argued that understanding belongs to

scientific knowledge, and that there is no relationship theory of understanding history.

History is interpretation, and as such reflects the stand point of the viewer. For Gadamer

historicity is the very centre of hermeneutics. Texts (particularly those of historical times)

are interpreted within the context of the reader and include the reader's prejudices, related

to his or her concepts of authority (what is or is nor acceptable) and presuppositions of
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what is believable and what is knowledge. This is particularly the case in regard to those

attitudes emerging from the Enlightenment which Gadamer criticises. Gadamer uses the

Bible as an example of a historical text interpreted in context with contemporary times.

Dilthey (1833-1911) influenced Gadamer regarding the centrality of understanding to the

construction of human studies. For Dilthey understanding is inextricably linked with an

awareness of the 'whole mental reality of a particular situation' (Mueller-Vollmer 1986,

p.162), and is thus connected with the 'lived-experience' of that particular situation.

There is no logical formula, or rule as to how this occurs. For Dilthey the procedures

used in understanding have no analogy with the methods of science (Mueller-Vollmer

1986, p.163). Although understanding is couched in the process of induction, incomplete

cases cannot be completed by inference to general laws as practised in the scientific

method. Understanding places situations into a structure, or an orderly system, by

treating them as parts of a whole experience. Schlieirmacher's original concept of the

'apparent circle' is reflected, as each part of an interpretation and understanding

contributes to the whole. The 'hermeneutic circle' with its intelpretive process through

which explication of dialogue and conversations can occur, is then complete.

For Martin Heidegger (1889-1976), Gadamer's teacher, understanding is a fundamental

existential of 'Dasein' (Being-in-the-world), that is understanding with its derivatives of

induction (drawing conclusions based on a-priori, observational, empirical information)

and thinking. Experiences, observation and cognition are grounded in a

phenomenological intuition of existential understanding. Heidegger talks of

understanding based on what is already understood, the 'ready-at-hand', or intuitive

understanding based on experience, which is necessary 'in-order-to' understand.

Heidegger separates the concepts of understanding and interpretation. 'We understand

things 'ready-to-hand' with our existing understanding, whereas, situations that are not

already understood, that is 'present-at-hand', are interpreted on the basis of our

understanding. Interpretation for Heidegger is something that is not already known.
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Meaning belongs to the thing which understanding and interpretation artioulates. Any

interpretation which is to be understood must also hold some understanding of what is to

be interpreted. In other words one must have an understanding of what is to be

interpreted before understanding can be achieved. This circular movement (circulus

vitiosus), the establishment of the concept of the hermeneutic circle, again emerges. It is

only with a-priori understanding of the totality of involvement (of the parts) that

understanding can be brought to the whole.

Gadamer is by far, in light of this thesis, the most relevant of the hermeneutic

philosophers to nursing discourse. His text Truth and Method (1975) espouses many

tenets that relate specifically to practice and action interplayed with interpretation and

meaning. Gadamer's critique of hermeneutics is highly regarded. His work culminates

in a theory of historical consciousness as a foundation for human sciences with the

legitimisation of the hermeneutic circle. Gadamer is opposed to the distantiation

(distancing the researcher from the phenomenon being studied) of the interpreter as posed

by the natural sciences and argues that distantiation negates the ontology of the interpreter

and the world of dialogue (Reeder 1988, p.200).

Gadamer identifies hermeneutic ontology in terms of thought and action. He writes of

the play, art and real life. Gadamer questions whether real life can be described in terms

of art. If life is as in aplay, then the structure of it is enclosed and it achieves its full

being each time it is played. But this is not important if one is not in the play because one

is merely a spectator. To really understand and be consumed into the art one must be

detached from representing oneself at play. The art becomes all consuming. If this is the

case, then, for Nursing to be understood as a practice and an art the 'player' must be

consumed within the thought and action of Nursing. Gadamer utilises the classical

distinction used by Aristotle of separating 'poiesis' (making, the production of) from

'praxis' (purposive action, accepted practice), and the transformation of thought into
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structure. The concepts of praxis and transformation into practice structure are strongly

related to the art of Nursing.

Interpretation in the sense mentioned above suggests that it is the re-creation of the

created (the existing) to represent the meaning the interpreter finds in it (Reeder 1988,

p.1 19). Gadamer believes that to restrict interpretation to any 'right way' is absurd.

'Works that are classical and have a historical consciousness can still be interpreted out of

the context in which they were written, especially if the works have a contemporaneous

(the essence of 'being present') function with the age. It is important not to avoid

historicity, but in taking it into consideration in the process of interpretation.

Gadamer (1975) emphasises the importance of the concept of historicity derived from

Heidegger's Being and Time. He is influenced by Dilthey's interest in the nature and

history of the humanities and the human sciences. Gadamer believes that the importance

and positive aspects of prejudice in our understanding of history have been overlooked.

No understanding is possible if the interpreter is not also seen as a part of the historical

continuum which both the interpreter and the phenomenon being studied share. From

this point of view the researcher becomes part of the study.

Gadamer argues that if our prejudices are to be put to one side in our understanding of

history because history is out of context with contemporary society, then many acceptable

texts would be rightly criticised. If this were the case, then the Bible, as a historical

document, would have no contextual place in today's society. That interpreters are

prejudiced by the written word, accepting it as 'proof', shows how difficult it is to

distinguish in the written word the difference between mere opinion and truth. Gadamer

states that the Scripture, like any written historical document, cannot claim validity on the

basis of its existence. The 'possible truth of any tradition depends on the credibility

assigned to it by reason' (Gadamer 1989, p.241). This importantly contextualises

historical text in that, although linked to its historical tradition, it is the existence that it
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has in a contemporary age that makes it contextual. It is this strong relationship between

reason and meaning (rationality and understanding) that legitimises the significance of

history to particular players and ensures its acceptability within present time.

In f_act his-tory does not belong to us, we belong to it. Long beþre we
understand ourselves through the process of self-examination, we understand
ourselves in a self-evident way fu the family, society ond state in which we live.
The focus of subject distorting mircor.
individual is only afli the closed-circuits
the prejudices of the l, far more than h
historical reality of his being (Gadamer 1989,p.245).

Interpretation is not about understanding what has happened in the past, but is about the

conceptualisation of historical statements or occurrences through the eyes of the reader or

observer. According to Gadamer this occurs through the positive power of prejudice, the

tradition of authority, historicity and the hermeneutic circle. The process of interpretation

can be applied universally through these processes.

GADAMER AND HIS CRITICS

Even though Gadamer is interested in history, it is the interpreter's position in the

continuum of history and thus the influence on the experiences of the individual that make

history important. It is the historicity of the individual's experience that is important

rather than history for its own sake. Gadamer focuses on the importance of the

individual, the meaning of human existence, history and its strong relationship to valued

paradigms of knowledge, and the influences that these have on interpretation.

Ricoeur (1976) differs from Gadamer, in that he takes the side of understanding as a

method which relies on epistemology and reflection. Ricoeur links the understanding of

human action to the interpretation of texts. These texts, he argues, contain a metaphor,

and the metaphor gives the text of the situation meaning. Ricoeur links hermeneutics to

epistemology as he links understanding to explanation. In Ricoeur's examination of

psychoanalysis (Thompson 1981, pp.6-7) he talks of the 'symbols' created within
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discourses that give meaning. These symbols then require interpretation and lead to

reflection. On this basis Ricoeur believes that interpretation must begin with the symbols

which, in turn, give rise to reflective thought.

Hermeneutics is thus the route to philosophicøI reflection, to reflection premised
on the assumption that byfollowing the indication of symbolic meaninþ one will
arrive at a deeper understanding of human existence. (Thompson 1981, p.6).

Ricour's criticism of Gadamer's work is linked to an anti-reflective process of accepting

one's prejudices, and suggesting a deterministic approach to interpretation where the

critique of prejudice is not possible.

Habermas (197l) also attacks the conception of historical consciousness, the three

connected concepts of prejudice, authority and tradition, and the claim to universality.

This raises, for Habermas, the problem of an 'ontological presupposition' which, as

Thompson states, 'sustains objective conduct in the human sciences' (1989, p.64).

Gadamer's theory of 'historical consciousness' forms only part of the great debate.

Gadamer, according to Thompson (1989), focuses on the 'problem of the foundation of

the human sciences' (p.65) and attempts to grapple with the problems that began in

'German Romanticism', Dilthey's work and Heidegger's ontology. Gadamer claims a

'universality' of hermeneutics that is for each investigator 'a privileged experience' of

historical consciousness. The interpretation of art and the interpretation of

contemporaneousness supports the concept of historical distanciation. The purpose of

hermeneutics is to provide a universal language of the human sciences (Thompson 1989).

Also, the local nature of the experience contextualises the focus of the interpretation.

Ricoeur's orientation is focussed less on the problem of tradition and more towards the

critique of ideology (Thompson 1989, p.66). Although Gadamer criticises the traditional

epistemology of knowledge, he turns in defence of prejudice, authority and tradition, and

universality, thus placing hermeneutics in conflict with any critique of ideology.

185



FOUCAULT AND GADAMER

Although there is tension between the work of Gadamer and Foucault, their focus on the

influence of history upon the present, and acknowledgment of text (through discourse) as

describing the interpretations of the individuals involved link them. Foucault, in a

pluralistic way, focuses on history, sociology, philosophy and discourse. His work is

not epistemological in the sense of providing a history of knowledge nor is it

philosophical in wanting to argue the existence or meaning of his archaeology. Foucault,

in his earlier work, uses the archaeological method as a means of providing a history of

the present. It is through 'the disciplines' that Foucault sees a history of rules and

regulations that guide the skills for the development of both physical and intellectual

kinds of knowledge that provides the discipline's knowledge base. Foucault does not

sympathise with the existential perspective of interpretation. He believes that discourse

represents discontinuities and thresholds of discourses. These are not attributable to any

existential being nor are they about lived experiences.

Gadamer on the other hand, acknowledges the power of history on an individual's

interpretation of their world. By acknowledging historicity through the concepts of

tradition, authority and prejudice a positive perspective can be applied. Although

individuals are part of the continuum of history, there can be a realisation of this

positioning in history that can be taken into consideration, as can our prejudices. Both

history and our prejudices provide the backdrop of our present lives.

The tension between the values of Romanticism and the Enlightenment are obvious in the

struggle against prejudice in the Enlightenment era and the embracing of the past in the

era of Romanticism. For Gadamer prejudice (to judge too quickly) and predisposition (to

follow custom or authority) have to be avoided. The word prejudice has, within westem

society taken on a negative meaning by representing false judgement. Both Gadamer

(1989) and Foucault (1992) criticise Enlightenment reason as inaccessible for inquiry

through the traditional philosophical methods of the W'estern world. Critical social theory
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(the Frankfurt School), Archaeology (Foucault) and Hermeneutics (Gadamer) all have in

common the belief that reason is embedded in sociocultural contexts.

DISCOURSE ANALYSIS

The study of discourse analysis developed in the late 1960s and early 1970s when there

was widespread multidisciplinary interest in the study. A variety of approaches have

emerged. These include the study of narrative, language, computer simulated study of

texts, ethnography of speaking in anthropology and the analysis of style, rhetoric,

argumentation and persuasive communication (van Dijk 1985). An interactive model

which integrates at least two theoretical approaches, ethnography and discourse analysis,

is offered by Cicourel (Knorr-Cetina & Cicourel 19Sl). The study of discourse and the

larger context of social interaction requires explicit references to a broader organisational

setting and aspects of cultural beliefs often ignored by students of discourse and

conversational analysis (Knorr-Cetina & Cicourel 1981, p.102). Cicourel (1980)

acknowledges the importance of contextualising observations and information gathered

from discourse analysis when researching social interchange. Similarly, he addresses

both macro-levels and micro-levels of analysis including autonomous and context-

sensitive characteristics of discourse and social interaction (Corsaro 1985, p.180).

Cicourel rigorously sets out the procedures for ethnography and discourse analysis: field

work which should include the collection of background data on participants and setting;

interviews of participant's perceptions and understandings of discourse (routine) events;

participant observation, ethnography; and provision of chronologies demonstrating how

ethnographic data were collected and integrated into discourse analysis. Other areas of

concern for Cicourel in this approach to the 'role of social structure in discourse analysis'

are formulation of research problem, selection of research site, field entry, problems of

data collection, and problems of obtrusion and ethics. The researcher's continual

awareness of the framework of the study assists in maintaining quality in the inteqpretive

data and consistency in the database of the discourse materials (Corsaro 1985, p.182).
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Cicourel also includes procedures for data analysis such as the collection of contrastive

ethnographic and discourse materials (eg, societal, organisation, group and bureaucratic

occasions) and the importance of checking with participants that data reflects their

perceptions of the experience and provides the value of multiple interpretations.

Participants should take part in the analysis process where appropriate. The limitations of

both the participant and the researcher in their capacity to process information should also

be acknowledged.

Analysis of discourse is not a straight forward process, but is an activity which rewards

through involvement. The more researchers immerse themselves in the material the better

their skills will become. A broad framework that identifies the constructive and

functional dimensions relying on the researcher's skills in identifying significant patterns

is utilised on the discourse material. The most important process is the careful reading

and re-reading of a text in search of a pattern within the material. The tone, nuances,

contradictions, differences in content and form, coincidences and shared accounts,

vaguenesses, use of language, and what is actually said (not necessarily what was

intended) all contribute to the analysis. Discourse analysis is not about reconstructing

meaning in the text but identifying what exists and questioning the interpretation of the

text. The second step is forming some 'hypotheses' and substantiating these with

evidence from the text. The validation of this analysis takes on an important role.

Gilbert and Mulkay (198a) define discourse analysis as the analysis of both spoken

interaction and written texts or any form of discourse. Discourse analysis is not just a

'content analysis' where parts of discourse are placed into categories. This is not

adequate for the theorising of language. While there is really no 'method' of discourse

analysis, it is dependent of the researcher's 'craft skills' and 'tacit knowledge'. There is

considerable debate between the idea of trusting that people can describe their internal

states and the idea that the researcher should be'vigilant and sensitive to the possibilities

of conscious and unconscious fraud' (Potter & Wetherell 1990, p.178). Foucault would
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not be interested in the internal thoughts of the participant but would be guided only by

the discourse and what is behind the discourse. The conversational encounter becomes

the important focus in the analysis of discourse. The construction of the discourse and

what it achieves is more important than whether it is an accurate description of the

speaker's thinking. It is the variation of the discourse that is most useful in analysis

rather than consistency (Potter & Wetherell 1990, p.165).

In discourse analysis the questions of the researcher in a conversational encounter are

equally as important as the interviewee's answers, and they become part of analysis

material. '[T]he linguistic nuance of the question is as important as the linguistic nuance

of the answer'(Potter & Wetherell 1990, p.165). Discourse analysis interviews are

uniquely at variance to structured interview schedules, firstly, because consistency is not

important; secondly techniques leading to informal conversations and diversity are

emphasised; and, thirdly, the researcher is also an active participant in the conversational

discourse. (Potter &'Wetherell, 1990 p.165)

Any kind of analysis involves the process of interpretation. It is through hermeneutical

interpretation guided by the work of Gadamer and the critical focus of Foucault that the

conscious process of discourse anaþsis has been applied to this research project.

INTERPRETATION, DISCOURSE AND CRITICAL SOCIAL THEORY

Critical social theory emerged in the 1920s from the social research of the Frankfurt

School. The main proponent of the re-emergence of critical theory in the late 1950s was

Jurgen Habermas who challenged the conventional notion of social theory and combined

critical theory with the concepts of enlightenment, emancipation and empowerïnent of

individuals within social structures into a critical social theory. Critical social theory is

about action that can bring about change on the basis of critical interpretations of the

world (Sutherland 1979,p.230). Critical interpretation has been defined as philosophical
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hermeneutics as opposed to ontological hermeneutics (Mueller-Vollmer 1986; Thompson

l 98 1).

Habermas defines rhetoric and hermeneutics as having their origin in the arts while, on

the other hand, philosophical hermeneutics has its origin in critique. Philosophical

hermeneutics is about reflection on our experiences of language, communicative

competence and social interaction through language. Habermas follows Gadamer in

acknowledging that 'hermeneutical understanding cannot enter into a question without

prejudice: on the contrary, it is unavoidably biased by the context in which the

understanding subject has first acquired his schemata of interpretation' (Habermas in

Mueller-Vollmer 1986, p.295-296). This he relates to Gadamer's comment that

'effective historical consciousness is inescapably more existence than it is consciousness'

(Habermas in Mueller-Vollmer 1986, p.296).

From a critical perspective Habermas outlines four aspects where hermeneutics is

significant within the critical theory approach. Firstly, Habermas seeks the demolition of

objectivism that has been present in traditional scientific research. Impartiality is gained

through 'reflection on the effective historical relationship in which the knowing subject

always stands to its object' (Mueller-Vollmbr 1986, p.298). In other words, the

researcher knowingly reflects on the historical relationship between themselves and the

phenomena under inquiry. Secondly, the taking of pre-conceived theories into the

investigative field represents a problem within the social sciences. 'Where 'data is

collected through colloquial communication instead of controlled observation' (Habermas

in Mueller-Vollmer 1986, p.299) and theoretical concepts are developed an empirical

framework cannot be used. A categorical choice of framework and theoretical predictions

have to be made that correspond to a tentative prejudgment of the investigative field

(Habermas in Mueller-Vollmer 1986,p.299). In other words, the methodology relates to

the investigative field and categorical errors are avoided. Thirdly, hermeneutical

consciousness applied to the investigative field can legitimate and 'determine the choice of
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research strategies, the construction of theories and the methods for their verification, and

consequently the course of 'scientific progress', is dependent upon discussions within

the research community' (Habermas in Mueller-Vollmer 1986, p.299). This emphasises

the'important role of natural language in communication within the investigative field.

This is imperative in the kind of research proposed for this thesis. There needs to be

understanding, co-operation, ownership and valuing of the worth of the study outcomes

from people within the investigative field for the study to be possible. Fourthly, it is

important in translating knowledge into a common language that hermeneutics allows all

to understand. Hermeneutics then must be about rhetoric, the de-mystifying of

knowledge and the breaking down of power barriers that restrict such understanding

(Habermas in Mueller-Vollmer 1986, p.299). The application of hermeneutical

consciousness to everyday matters provides justice as it functions as a universalising

mechanism providing common understanding through language of limitless elements

within society.

Critical social theory applied to discourse analysis principally deals with the discursive

dimensions of power abuse and the resulting injustices and inequalities. Critical

discourse analysis focuses on pressing social issues (eg, the issues of drug and alcohol

problems in society, the social issues of street kids, social and domestic violence etc) and

seeks to enable a better understanding and to instigate change. Critical discourse analysis

does not contribute to a discipline or theory as such.

As mentioned in chapter 5, the work of Foucault provides a critical perspective for the

analysis of discourse. Discourse is outside the text and the subjectivity of the reader; it is

what the words illuminate that is important. Discourse is representation of what exists.

Van Dijk (1992) defines the critical approach to discourse analysis as concenfrating on the

existence of power, counter-power, discourse of the elites and their discursive strategies

for the maintenance of inequality.
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THE METHOD OF INTERPRETATION AND ANALYSIS OF THE DATA

Using the method of ethnography data were collected from each of the chosen Settings

(institutions that reflected fields of discourse with statements referring to the same object -

Nursing) through participant observation, fieldnotes, interviews and textual documents.

Six months were spent collecting data and storing transcribed documents onto the

qualitative research computing programme NUD*IST (numerical unstructured data

indexing searching theorising). The transcribed documents were indexed into

NUD*IST. Similarly, 'off-line' documents were examined and categorised within the

overall discourses. The texts were examined using questions that sought to discover

what lay hidden behind the discourses, and then were examined on the basis of the

researcher's interpretation of the texts. Three modalities were discovered: predominant

discourses (that linked discourses about Nursing), subdiscourses (concepts indicating

discourses that followed an order, indipated valued approaches to truth and reason,

modes of translating), and discursive transformations (fields of presence or discourses

from other disciplines). The discursive formations of each of the Settings were examined

in order to discover what discursive formations indicated a recognisable unity that

represented the domain of Nursing. That is, a particular space or domain consisting of

discursive formations which legitimately characterised and unified statements that

represented Nursing. The formations within the domain were then examined in order to

discover those highly valued, authenticated and desirable formations that reflected

characterisations and unity, and the very essence and nature of the discipline of Nursing.

The various regular statements that emerged from the fields of discourse are discussed in

Part III. The statements reflected within the discourses, printed material from the

Settings and the interpretations of the researcher as a participant observer and member of

the culture were taken at face value. In line with both the theories of Gadamer and

Foucault, statements were taken as a representation of the truth, they were taken as a

representation of the reality at hand. The data were not analysed in order to discover facts

but were accepted as the lived reality of the participants' experiences within the Settings.

/
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SUMMARY

This chapter provides an overview of the influences upon the methodology applied to this

study. The process of interpretation applied to the analysis of discourse reflects that of

Gadamerian ontological hermeneutics. A critical perspective is embedded through the

influence of Foucault's examination and critique of what lies hidden behind the

discourse. The relationships between these two approaches to interpretation and

discovering meaning are presented. The traditional approach to discourse analysis and its

relevance to this thesis are discussed. Part three provides an examination of the

discourses and maps the discursive formations within the domain of Nursing.
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Part 3

DISCURSIVB FORMATIONS WITHIN THE
DOMAIN
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Part3

This third part includes an interpretive explanation of the influence of Foucault's

archaeological method of discourse examination on the interpretation of the discourses

from the various Settings. The emergent themes from the discourses are categorised

under three headings:

l) Predominant discourses reflecting the discourses of order brought to the disorder

of health care management;

2) Subdiscourses representing tho taken-for-granted, mostly invisible theories and

philosophies that guide practice;

Transformative discourses which identify the transformation of knowledge from

other identifiable disciplines into valued nursing knowledge.

The discourses are examined and discussed within each of the categories

3)
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Chapter 7

INTRODUCTION

Foucault (1972) outlined his method of archaeology through a range of what he calls

'discursive regularities'. The term -'discursive formations' represents all of the

dimensions of discourse. In particular it refers to those statements that are highly valued,

which link, modify and delimit the domain. I will not go into detail again here regarding

these, but discuss their significance to this examination of discourses within the domain

of Nursing. Foucault does not speak in terms of existing disciplines or of well defined

domains as such, but of collections of statements. He used medicine, economics and

grammar (Foucault 1972, p.37) as familiar examples of collections of statements and

sought to discover what formed them into recognisable unities. He argued that each

collection of statements is equally 'full of gaps, intertwined with one another' and

consists of interplays of differences, distances, substitutions and transformations'

(Foucault 1972, p.37). When 'such a system of dispersion' consisting of statements,

objects, concepts and themes is discovered, then, Foucault argues, a regularity or an

order which he calls 'discursive formations' (Foucault 1972, p.38) exists. It is this

'discursive formation' that has identified the field of discourse that we are so familiar

with, and which represents the 'object' of Nursing. What Foucault demands at this

stage is for the field of discourse to be put to the test.

THE FORMATION OF OBJECTS

The Settings in which data were collected were identified as representing Settings that

referred, by way of statements, to the same object. The object was Nursing, and the

discourses emanating from the Settings reflected highly valued statements about Nursing.

As was mentioned earlier, discourses are not just about what is said or written, but also

about'the repressive presence of what it does not say' and as Foucault describes it, the
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'hollow that undermines all that is said' (Foucault 1972, p.25). The purpose of this

examination of the discourses of Nursing is not to discover the origin of Nursing, or to

interpret what is said in order to define what Nursing is, but to discover from a

Foucauldian perspective, what is behind the construction of discourses, the questions

that the discourses raise, how the discourses can be defined or limited, what distinctive

laws the discourses obey, and what phenomena are revealed. Discourse is not free of

theory,,and in order to know what theories lie behind the construction of Nursing

discourses, a knowledge of the Settings in which the fields of discourses emerge must be

known. It was to this purpose that descriptive ethnographies were created from the

research Settings. It was through the descriptive ethnographies of the various Settings

that the individual differences of discourse could be related to the general traditions,

concepts, and theories about Nursing.

THE F'ORMATION OF' ENUNCIATIVE MODALITIES

The question of what binds discourses together is a consideration that links together

statements about the object. The position, status and authority of the speaker, the

credibility of their knowledge base, and the legitimacy of the institutional sites from

which discourses emerge and are applied are important in their significance to the

emerging discursive formations. This is evident within the Settings. For example,

Medical Nursing care was positioned within a structurally created environment, named

'Medical Ward'to apply nursing care to individuals with diseases that had been classified

as those representing'medical' conditions.

The Settings in which individuals who have the status and credibility to speak about

Nursing and Nursing matters has been aptly described in the ethnographies in Chapter 3.

The individuals working within the Settings shared similar qualifications of competency

in nursing practice. Each of the Settings was legitimised to provide the services that they

offered. The ethnographies clearly showed the differentiations and the similarities

between the Settings. Connections and relationships between each of the Settings were

t97



reflected in the modalities of organisation, coordination and management of all tasks

related to the Settings, including health care and protection of Nursing, nurses and their

practice roles for the ultimate protection of the community. Skills in communication and

interpersonal relationships were also modalities that linked the Settings. Some of these

modalities will be discussed in detail in this chapter under the heading, 'examination of

the discourses'.

THE FORMATION OF CONCEPTS

Foucault talks about the formation of concepts within the discourse. This involves forms

of succession (following in order), co-existencies (of approaches to reason and truth) and

procedures of intervention (modes of translating). Forms of succession relate to how

things (statements, ideas, concepts etc.) follow in order, and how sets of rules for

arranging statements in series in which things that are highly valued can be distributed.

Co-existencies includes, firstly, a 'field of presence' used to indicate the inclusion of

discourses that have been created elsewhere but are accepted to be credible and exacting

as well.as those that are criticised and maybe rejected; secondly, the'field of

concomitance' which includes discourses from quite different domains but which have

something to contribute to the discourse; finally, the 'field of memory' which includes

statements that no longer have value in the discourse (Foucault 1972, p.57). The

procedures of intervention include the techniques for rewriting, methods of transcribing,

translating and delimiting the domain by the credibility of its statements (Foucault 1972,

p.s9).

Forms of succession involved generic care plans utilised through a computerised network

system that was common to most of the Settings. Forms of practice plans were well

recognised in each of the Settings as were common competencies for practice, the

Nursing code of ethics and regulations to guide professional practice. There was a

dependence created by these forms that was valued in each Setting. There were some

disconnections in the 'field of presence' as some of the Settings formulated statements
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that were not comprehended within all the Settings. This was particularly the case where

special discourses reflected specialised knowledge of the field, for example that of the

Academic Setting related to practices of the university, the Regulatory Setting related to

discourses of the law, and the Bureaucratic Setting related to discourses of State and

Commonwealth Government practices. Procedures of intervention reflected in the

processes of the transfer of knowledge and information. Methodologies for research

and rhetorical practices of the various Settings are commonly identifiable and

comprehensible. Texts in the form of patient reports and articles for publication represent

some of the methods of transcribing, translating and limiting the domain.

THE FORMATION OF' STRATEGIES

The characterisation of points of incompatibility and equivalence, determined as

'diffraction in discourse' can be recognised by concepts or statements that are

contradictory but eventually lead to links to and within the discourse. Some examples of

this incompatibility have been revealed as paradoxes in the contrast between the art and

science of Nursing, patients' rights and nurses' rights, and the personalised pedagogical

discourses of nurses contrasted with academic discourse and bureaucratic organisational

demands (Holmes, 1992 p.66). These are characterised as 'link points of systemisation'

and include sub-discourses within the major discourse. It is important to study the

'economy of the discursive constellation' from which alternatives and discursive

modifications may have emerged or could have been excluded from the discourse.

Finally the authority of discourse is determined by the function of the discourse and the

rules and processes of appropriation (Foucault, 1972 p.68) which sees that discourse is

limited to particular groups of individuals. This, Foucault tells us is characterised by the

'possible positions of desire in relation to discourse' (Foucault 1972, p.68). This is an

intrinsic part of the unity, characterisation and formation of discourse.

Out of Foucault's explanation of discourse and its complexity of formation a number of

questions have been put to the data in order to discover the space and the limits of the
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fields of discourse in Nursing. It is this discourse that will reveal the domain of Nursing

and that which represents its existence as a discipline.

The fields of discourse within Nursing include basic science continuities, for example

discourses about the external physical body and the internal biological body related to

disease and the easing of dis-ease. Specialised knowledge is closely Iinked to medical

diagnoses and the identification of conditions and diseases, as well as technology

facilitating diagnoses and results of physiological tests. Within the Intensive Care Setting

discourses reflecting those of the discipline of medicine dominate. Medical diagnoses

predominate, along with the special knowledge required for maintenance and use of

medical technology and equipment. Technical discourse in the Intensive Care Setting is

highly valued. Nevertheless, this represents the practice of nurses within these Settings

and, as such, is a significant continuity of discourse within the domain of Nursing.

EXAMINATION OF' DISCOURSE

The discourses of Nursing occur within a range of settings and have specific functions.

Common, highly valued statements emerge from within multiple discourses of Nursing

and focus on the practical and the philosophical aspects of getting Nursing work done -

whatever that work is. Nursing work focuses on achieving, in the most organised and

efficient way, outcomes that impact on individual persons and their health, their families

and their social and physical environments. The recipients of Nursing work include

persons who are patients and clients within health care agencies and within the

community, professional nurses in their practitioner roles and tertiary students studying

Nursing at either pre-registration level or at post graduate or higher degree level.

Nursing work is carried out within health care agencies, the community, educational,

regulatory, professional, and industrial settings. Nursing work is complex and requires

a broad knowledge base about humans, their lives and their health. This knowledge

enables skilfully coordinated, efficiently organised management of Nursing and the

educational, professional and industrial support of nurses. Knowledgable, skilful co-
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ordination and organisation is highly valued in Nursing. Highly valued statements that

emerge from discourses in the settings in which Nursing work occurs, include those

related to skilful planning and management of the care of persons guided by established

competencies and standards; moral and ethical practice (beneficence) that takes into

consideration the outcomes of care; participatory collaborative involvement with other

health care professionals in achieving nursing activities; coordinated partnership between

nurses and persons requiring care in fulfilling required outcomes; aesthetics in the

achievement of nursing work; a caring attitude that encompasses the health and welfare of

persons; learning, teaching, evaluation; and the provision of information, support,

advice and counselling. All of these highly valued statements are delivered from various

levels of knowledge from the junior novice nurse to the senior nurse, in a range of

settings in which nurses work.

SUMMARY

This chapter explicated the influence of the work of Foucault on the deeper examination

of the discourses gathered in this study. The formation of discursive objects and

modalities that linked discourse was discussed in relation to examination of the data. The

formation of concepts and strategies in relation to those emerging from the data are

presented.
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Chapter 8

INTRODUCTION

Nursing discourses were examined for the purpose of discovering those which

represented a unitary formation which individualised the discourses and legitimised their

presence in a particular domain or space (Foucault 1980) called Nursing. I talk of

discourses of Nursing (in the plural) as there are many emerging from many different

settings reflecting various fields within the domain of Nursing. The Settings from which

the discourses were gathered for this study included the Medical and Intensive Care

Settings (Clinical Settings), the Academic, Regulatory, Industrial and Professional, and

the Bureaucratic Settings (Service Settings).I3 All of these Settings produce fields of

discourse to which the members contribute and participate as patr of their practice, and

position of employment. These Settings have significant impact on the emergence of

discourses in Nursing as they are involved in decision making that is legitimately

supported by legislation to manage, control, regulate and organise, as well as educate

members of both the profession and the discipline of Nursing. There are many

differences between the functions of the various Settings and the fields of discourse. The

Clinical Setting, established within a large bureaucratic heatth care agency has traditionally

been perceived as representing the focal core of Nursing. This study is not about

defining what Nursing is, nor about confirming that the discourses examined reflect what

is commonly identified as 'real' Nursing. The purpose of this study is to discover,

through the fields of discourses, what represents the domain of Nursing and, thus, the

essence and nature of the discipline of Nursing itself. As mentioned in Chapter 2, the

domain represents the territory and the tradition of the discipline of Nursing and includes

The existence of other numerous, signiflrcant settings within Nursing, and in particular the Royal
College of Nursing contribute to the discourses . However, due to limitations in both time and
words, these have not been included in this discourse analysis.

l3
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all the players who contribute to the development of the valued knowledge base that is

central to the interests of the discipline.

Many of the discourses of Nursing include those that can be easily related to similar

discourses in Medicine,Law, Education, and a range of smaller discourses reflecting the

human and the natural sciences. The research question for this study is, 'what are the

discursive formations that individuate the discipline of Nursing, and from where do they

emerge?' Influenced by the work of Foucault, à range of questions which appear

throughout this chapter, were applied to the discourses. V/hile there is no intention to

replicate Foucault's archaeological or genealogical method, the examination of the

discourses is strongly influenced by Foucault's theory and method as discussed in the

previous chapter.

The statements that emerged from the discursive fields have been divided into three kinds:

predominant discourses, subdiscourses and discursive formations. The predominant

discourses, or 'enunciative modalities' form the links between the statements about

Nursing that emerged from the Settings. As mentioned previously, these form binding,

interconnecting relationships between the Settings and reflect the common discursive

formations and multiple realities of the domain of Nursing. These predominant

discourses or modalities represent the epistemological field, and consist of those

discourses that reflect a 'reduction to order'. The 'disorder' surrounding the need for

health care consists of the complexities of the health care environment, the background

and specialty knowledge related to the person's health related needs, interpretation of the

doctor's orders and the instructions of other contributing health care professionals

responsible for providing care, nursing care planning, management and simultaneous

assessment of the role and function of the nurse and the broad range of health care

interventions. Reduction to order is reflected through Nursing discourse formations

which include skilful efficient coordination, organisation, and management;

communication and interpersonal relationships; understanding of organisational structures
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and their relationship to power, control and knowledge; and the protection of Nursing,

nurses and their roles.

The subdiscourses, or concepts emerged from individual Settings, and reflect specific

fields of discourse that are about the 'taken-for-granted' essence that represents the

substance of order. These include the historical framing of the purpose and function of

Nursing work, the philosophical beliefs about human being and moral decision making,

patterns of nursing practice and its relationship to the consumers of Nursing knowledge

(eg, the community, as patients and students), research and the development of Nursing

knowledge. Theories used within Nursing were also reflected in the concepts of the

discursive formations, but were not predominant within the formations. These discourses

represent the ontological field as they provide the very foundation of beliefs about

Nursing, the essence of Nursing.

The transformative discourses, or discourses from other domains that were highly valued

within Nursing fields of discourse, were also. reflected and represent the transformative

field. These include discourses reflecting Medicine and technology, technology and the

body, Education and regulatory and industrial Law. These are discussed in the final

section of this chapter.

PREDOMINANT DISCOURSES . THE EPISTEMOLOGICAL FIELD:
REDUCTION TO ORDER

The predominant discourses within the Settings represent valued and commonly

used discourses of that Setting. Each of the Settings expressed their own

discursive formations, which as well as indicating their function and purpose,

include those common discourses that link statements reflecting the object of

Nursing. The predominant discourses reflect those related to the skilful

coordination, efficient organisation and management of the concerns of the

Settings; the organisational structures in which the Settings are positioned;

1
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interpersonal skills, communication and relationships; power and control and

knowledge development; and Nursing itself, its practice and its members.

skilful coordination, Efficiency, organisation and Management

Management within the Settings related to a wide range of activities including the

management of the Setting itself. Management ranged from the planning and

coordination of patient care, the administration of regimes, the coordination of

professional development, the implementation of inservice education and academic

programmes, the regulation of the profession of nursing, and the coordination and

monitoring of competent practice.

organisation is a highly valued process in Nursing, ranking equally with

efficiency. The organised and efficient fulfilment of practical tasks within

Nursing is highly valued. Add to this value the complex knowledge base

necessary to carry out relevant tasks and fulfilment of work expectations are

ensured. Such expectations are evident in each of the Settings. The concepts of

organisation, efficiency and the appropriate knowledge base for the role, represent

strong connecting discourses between the Settings. Carrying out tasks in an

efficient and organised way is strongly reflected within the Clinical Settings. A

difference in the pace of organisation and efficiency in the Settings is also evident,

as one participant discovered when transferring from an acute care setting to a

service setting. 'I am still impatient of inefficiency I guess...and... at times I tend

to speak brusquely to people when I think rhey're nor doing what I [think] they

should be doing' (Jewel, excerpt from interview, lines 243-246). This

confession was expressed in a way that under-valued this kind of behaviour, but

acknowledged the tendency to transfer the efficiency and organisation way of one

setting into another.
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Organisation within the Settings was not always described in terms of highly

valued practice.

Within this Setting the organising pattern of behaviour expressed by this

participant, related to this situation, was not acceptable, while it was accepted that

members of the Setting would be organised by another member, where it was

appropriate. Although the cultures in the different Settings varied, the concept of

'organising' and 'organisation' remained a predominant value for members of the

Settings. Inefficiency was not tolerated easily within any Setting.

Paradoxically, in another Setting a participant expressed frustration at motivating

individuals to participate and share in management. Rather than presenting a role

model for others, 'organisers' often find themselves alone. Appealing to others

about the injustice of one person carrying out the whole management role was

convincing enough to gain participatory support in the first instance. In other

situations, participants from the Clinical and the Academic Settings, expressed

ambivalence or self consciousness about participating in management roles that

placed them in conspicuous positions. These incidents also reflected a

dependency on those who expressed personal confidence in those who'got in and

did the job'. Those who were skilful organisers, often organised themselves into

administrative or management positions.

Within Settings where hands on patient care is provided, nurses coordinate patient

care and interpret, check and facilitate care plans prepared by doctors as well as

other health care professionals. Team leaders and senior nurses are focal
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protagonists in this scenario as they oversee and monitor the coordination of

patient care. Nursing experience and related knowledge ensure that smooth,

incident free care is maintained at an appropriate and expected level of

competency. Senior nurses coordinate patient care ordered by the doctor in a

smooth, efficient, ongoing planned approach to patient care:

I feel I'm better off to coordinqte the ward, and be used as a resource
person by tþe nurses and the doctors and the families...I'm continually
being asked questions [byJ the nurses and ask their advice and what

You'll talk about [patient care] with the bay nurse and it may be that she says,

'oh, they talked about that on the round' or 'Yes that's been discussed'. If it

hasn't been discussed you might say look next time when the Doctor wanders

around just sort of say, you know, not an acute situation, but you want to get a

feel for ongoing planning of patient care I think. And I think sometimes things

can, can slip by for a day or two whereas [ifl someone had stopped and stepped

back for a moment and had a look it would have been picked up. Nothing acute,

but just good management (Langdale, excerpt from interview, lines 47-56)

Maintenance of institutional protocols are safeguarded and steered in times of

change by nurses. Some Settings have established a knowledge base that often

guides the rest of the organisation in particular practices or procedures.
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Discourses reflecting the value of a knowledge base that is respected and used by

others within the organisation ensures increased credibility and autonomy for the

Setting and individuals involved. This is particularly the case in some Settings,

such as the Academic and the Clinical Settings, when knowledge emerges through

nursing practice. However, acceptance by other disciplines (eg, medicine)

ensures the emerging discourse its power. Those individuals and groups who are

recognised as having the knowledge, represent the elite within Nursing. They are

the ones who have the power and control, not only by way of informing others,

but also the power given to them by recognition of the credibility of their

knowledge. This is often the case for the Service Settings as they maintain a

power base in regard to the special advisory knowledge they provide to

individuals about industrial issues, government decisions and regulatory and

academic matters. Members of the profession generally take notice of them. They

are given credibility. Those who work within these Settings are seen to have the

controlling knowledge. But their power is not assured purely by their position;

credibility has to be maintained by continuing to fulfil expectations of knowledge

provision that solves problems and brings about the outcomes of the organisation.

The majority of bureaucrats who manage the health care system within the State

are for the most part

interesting tension to be caught up in. (Cara, excerpt from interview,
lines 8-13)

Often the structure of the organisation limits the recognition of specific

knowledge. For example, statements emerging from the Bureaucratic Setting

value generic knowledge about the health care system over and above specific

knowledge regarding Nursing or Medicine. In the Academic Setting the provision

208



of Nursing education programmes that meet the needs of the Clinical Setting are

highly valued.

Involvement in large State or Commonwealth projects also ensures membership

into an elite in Nursing. Discourses related to the development of knowledge are

often supported by the outcomes of large Government reports (eg, The Nqtionøl

Review of Nurse Education in the Higher Education Sector 1994 and beyond,

1994). Given the extraordinarily large number of nurses employed within

Government funded health care agencies, a large number of projects are carried

out in the State's health department related to the management and organisation of

Nursing. These are carried out, in part, by experienced skilled nurses who have

knowledge of the health care system and by bureaucrats who for the most part

have no experience within the health industry field. For bureaucrats without

health related experiences, qualifications at Master level in business administration

or health administration are believed to be adequate and sufficient to manage the

health care system and make decisions about nursing labour force requirements.

The career structure represents a good example of the organisation of nurses and

nursing work through a structure explained in terms of career advancement and

equity, for the ultimate good of Nursing. The establishment of a nursing

reputation based on excellence in practice is reflected in the discourse. The career

structure had required that all registered nurses fulfil criteria including academic

qualifications for each nursing classification level. This preempted the

requirement of a university degree for registration. Ongoing industrial debate

regarding equity and strong objection from the profession brought about a review

of the career structure and the criteria for academic qualifications linked to

promotion was removed. This raises many questions. Why was a career

structure developed for Nursing? The fact that Nursing was the first professional

group within Australia to facilitate such a structure for its members reflects the
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high value given to management of the work force, and the establishment and

maintenance of a professional reputation as a significant provider of excellent

health care. Nursing had lagged behind other health care professionals in regard to

equity in work place career pathways, and in salaries for equal work. The career

structure was developed in part to address these inequities (Silver, 1986). Many

members of the profession did not support the implementation of the initial career

structure plan, because this threatened their positions. Still many RNs with long

time experience do not have tertiary education, and it will be some time before

Nursing begins to reflect an academic profile that matches other university

prepared health care professionals.

The discourse favours a team approach to care of the patient; it is particularly

preferred in the Intensive Care Setting. V/ithin intensive units the team was

identified as those who provided care and resources to a particular individual. For

nurses the staffing complement on any shift represented the nursing team to the

extent that these teams were headed by team leaders who coordinated, organised

and managed the nursing care of the patients within the unit. Their management

of patient needs was based on their experience. Their knowledge base was such

that they ensured the smooth co-ordination of care provided by a range of health

care professionals to the individual patients. They understood medical knowledge

to the extent that they became the monitors within departments and units ensuring

that drug orders and procedural orders are written up, paper work is maintained,

equipment is checked, patients are moved and beds are made available for

incoming patients. Nurses as team leaders fulfil responsible roles in the

management, organisation and control of the activities within the unit. It is their

skill that ensures the quality and excellence of nursing care provision. Although

the team leader may carry out these responsibilities, it is acknowledged that

different kinds of knowledge are used by nurses and doctors.
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The coordination of change was highly valued as members of the Settings

acknowledged the dynamic nature of their work environments and the inevitable

phases of movement within them. The implementation and coordination of

various projects required meetings that were:

almost advisory ....in t-erms of geyting fgedbqck ... The other benefit of
the meeting is really about providing education to the nurses aboui how
they should go about coordinating ... implement[ing]. (Cara, excerpt
from interview, lines 16I-163)14

The above discourse reflects the importance placed on informed involvement in

the implementation of an Information Technology (IT) network system. The

coordination of networking and extensive communication, both in professional

relationship development and in electronic communication, across the various

institutions involved in the IT project presented arealchallenge and required high

level coordination skills. Continuity of nursing care within health care agencies

and a roster system that saved time were the goals of the IT network infrastructure

and required sensitive and skilled facilitation. The giving of power to the

recipients of the IT network system was an important value in the facilitation of

the project.

The enormity of the task of managing large numbers of RNs employed within

health care agencies facilitated the implementation of a IT system. Not only does

the bureaucracy manage the nursing labour force, but also structures the systems

in which nurses are employed. Similarly the provision of nurses within the

private sector is managed by DoNs as well as health care agency boards of

t4
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It was interesting to note that Cara, although herself a nurse, referred to her colleagues, as 'the
nurses'. The discourses of Settings that did not provide patient care often referred to nurse
practitioners, as 'the nurses' inferring that they were the 'other', or, the 'they, the nurses'. This
inference suggested a difference in the identification of practitioners from coordinators, managers,
teachers and so on. It suggests that Nursing (outside of the practice area) was inadvertãntly
recognised as different, and that nurses within the clinical area continue to be overtly referred tô
as an homogenous group. Recognition of the differentiation between clinical specialties was not
reflected in the discourses of the service Settings.



managers. A strong association with human resource management emerged from

the Settings.

Within the bureaucracy, health care services for the State were divided into

regions. The metropolitan and country region health care units were managed by

appropriate and different departments within the bureaucracy. Experienced and

senior nurses were employed to oversee the management of both metropolitan and

country Nursing services. Economic constraints in health care posed difficulties

in the management of health care units, as quality control and the continued

maintenance of quality care of patients represented real issues. Maintaining the

balance between the 'politics and power' (Ryder, interview, line 45) of the

bureaucratic system and quality care was something that members of the

Bureaucratic Setting had to confront in their working roles.

The significance of the strong identification by Nursing with management in

health care, for both those who received health care and provided it, was

acknowledged in one discourse. 'In the last executive I raised the issue of case

nxanagement ... that was listened to avidly becquse I talked about the reduction in

Iength of stay and the better quality of care for patients and the focus on patients

and quality, not on money' (Cordelia, excerpt from interview, lines 260-268).

Although the impression was that generally nurses were not highly respected in

areas outside of community or institutional health care settings, on the occasions

that nurses were listened to it was on the basis of their health care management

skills.

Coordination in the Academic Setting was carried out by most academics (both

with or without professional nursing qualifications) within the Setting. All

academics (in administrative roles) carried out similar roles of coordination,

organisation and management, represented departments at meetings, and
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coordinated the teaching of topics offered by departments in the appropriate

courses. This coordination tended to differ from that reflected in the Clinical

Settings. The coordination style was more consultative, and certainly the concepts

of efficiency and organisation were less valued within the university sector. Some

participants expressed the continual need to encourage and motivate academics to

be efficient and organised.

Trying to coordinate the¿ctivities
relation to the prøctical activit[i
representation [at] meetings a
research and strategic planning an
with, researchfor the school, for the management as well.

Coordination is also required when networking within the profession and with

other health care professionals. Network groups within nursing are coordinated

to provide advice and feedback on new policies, government acts, bills and policy

related professional issues. Consultation, advice and referrals are gained from

other disciplines for practical use within the Settings where appropriate. It is not

just out of respect for the knowledge of other disciplines that advice is sought, but

such consultation represents a legal requirement, particularly for the Professional

Industrial Setting and the Regulatory Setting. Various opinions related to

particular situations, issues or cases have to be gained. This is a costly business,

especially for Settings that are not funded by the Government.
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The value of networking within the profession was reflected in the discourses of

the various Settings. The Professional and Industrial Setting particularly sought

collaborative feedback from special interest groups from the profession in order to

respond to Government bodies and select committees regarding new policies that

would affect health and Nursing. The role of the Professional and Industrial

Setting in speaking to various Government bodies on behalf of Nursing

represented a power unto itself, as the Setting made choices regarding which

select committee they responded to. Although individual nurses and other Nursing

institutions could also respond to calls for comments, generally there would be a

minority who would do this. New policies covered issues such as women's

health, death and dying, competencies, as well as formal networked groups

looking at issues generally for enrolled nurses, primary health, community health

and so on. The Professional and Industrial Setting represented the voice of nurses

through their response to select committees on behalf of specialist interest groups

and the wider profession. Discourses of this nature, reflected a need to be

involved in Government decision making. A repeated comment was that nurses

needed to be 'pushed' to be involved, and the Professional and Industrial Setting

worked hard to encourage such involvement. There \ryas no doubt a political

agenda behind this discourse which perpetuated the industrial function of the

Professional and Industrial Setting as it responded to the needs of the profession.

excerpt from interview, lines 371-
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If it's a women's health issue ... I've got a women's health network
on paper that I've built up just from my experience as a nurse and
contacts I have there. If they have got an interest we ask them to join
our network. (Molly, excerpt from interview, lines 67-72)

While large powerful nursing bodies continue to speak out for Nursing, individual

nurses can remain silent. Nurses as a group are in this sense, organised.

Collaboration and partnership between nurses from various settings is highly

valued and spoken about with respect in situations when consultation, assistance

and support are practised. Projects organised by the Settings are carried out in a

consultative manner, which allows a two way process of information and advice

giving by the Settings and participants. Discourses reflecting professional

development and continuing education within the non-clinical Settings did not

reflect the importance of coordination or collaboration, although the prospect of

strategic planning in this area did emerge from one Setting.

The discursive formations emanating from the Bureaucratic Setting reflected value

regarding a collaborative and communicative approach to informing the profession

regarding the matters of the bureaucracy itself. Face to face collaborative

meetings, within a cental meeting place are the usual practice as well as visits to

institutions to ensure that information is broadcast to all representatives of health

care agencies. Issues related to nursing, particular organisations and policy and

process of the bureaucracy are a focus of discussion. Members of the

Bureaucratic Setting provide valuable advice to members of each of the Settings,

which allows individuals in appropriate senior management roles to respond in a

proactive way to proposed Government changes. Sharing of information

perceived to assist in the development of Nursing is highly valued.

Within the Settings that do not participate in hands-on nursing, discourses valuing

the sharing of information relevant to nurses in all Settings is also present.

Information giving was a priority of the Professional Industrial Setting,
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particularly as a service to its members. The payment of a membership fee to the

Setting ensures that information is provided. Of the twenty-four thousand

registered nurses within the State, some twelve thousand had chosen to belong to

the large, nationally established union. They become recipients of relevant

information provided by the Professional Industrial Setting. The Settings outside

of health care agencies continually focus on encouraging nurses to participate in

Nursing issues. The service Settings spend large amounts of time coordinatino

networking, and 'marketing' issues to members of the profession often, as a

result of health care, organisational changes, reports or complaints about non-

professional or incompetent practice. The Settings take on the role of counselling

nurses. On the whole responses from the nurses to encouragement to be involved

in issues through the non-clinical Settings is disappointing. The Settings

endeavour to spark interest, and motivate nurses to be involved. Many of the

committees coordinated by the non-clinical Settings roused marginal interest from

the wider membership of the nursing body. However, lack of interest does not

deter continued pursuit of encouraging and motivating nurses to participate and be

involved in various significant committees, groups, and discussions about policy

changes and issues generally. The goals and aims of the Service Settings allows

them to foresee future political, industrial and professional issues for Nursing,

and to respond to these to ensure protection of Nursing generally. For example,

the issue of multi-skilled care workers in 1993 sent a wave of concern through the

profession. This became an issue for each of the Settings. For some, this

represented an inevitable progression, given the economical constraints of the

nineties, while, for others, it was an intrusion into what represented Nursing

work, a threat to Nursing and an erosion of the Nursing role. Protection of

Nursing was a highly valued discourse within all of the Settings, and was very

evident within the Service Settings responsible for the management in Nursing.

The Regulatory Setting has control over generic health care workers. It is the
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mandate of the Regulatory Setting to protect the public and maintain quality of

care.

The concept of Academic Status is one that culminates from collaboration and

partnership. Professional practitioners and other academics who have made a

significant contribution to the Academic Setting can apply for Academic Status and

participate in the promotion pathway within the university, and enhance links

between the university and the employing institution. The prospect of academic

status is a new consideration in Nursing that came with the transfer into the

tertiary sector. Discourses reflecting the growth potential for both the discipline

and the practitioners involved in academic status was not evident. There are

difficulties in implementing a give and take arrangement with this policy. The

positive possibilities of the process are outweighed by the strength of previous

practices and the sense of threat in becoming involved in the different culture of

the university. Nurses with academic status have made some contribution to the

Academic Setting. The lack of discourse related to academic status highlighted the

division between those working within the university and those working in the

health care agency.ls

Leadership status related to both individuals and organisations were highly valued

within the Settings. Participants used colleagues in leadership positions as role

models to guide them in developing confidence and extending their own roles

within their work areas. Discourses related to loss of leadership status were

tinged with anxiety. This is particularly reflected in the Academic Setting where

the restructuring of the University Sector and the removal of the College of

Advanced Education was believed to have eroded previous leadership reputations

l5
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and disadvantaged Nursing to the extent that it is now perceived to be lagging

behind other disciplines. This was not believed to be the case when Nursing was

positioned within the College structure.

In some discourses from the Academic Setting there was an ambivalence about

taking on leadership roles. In some situations leadership roles were perceived as

having been 'landed by default'. The discourse reflected a reticence in taking on

senior leadership positions. Participants within the Academic Setting carried

heavy and complex work loads, and were often unprepared to take on specific

roles. They did not want to become involved in 'administrative' work that

ultimately took them away from teaching, research or practice. The employment

status of members within the Academic Settings is also a factor in this situation.

Both administration and teaching are believed to isolate practitioners from the

bedside, from clinical practice. Strong encouragement is required to entice nurses

to take on either professional or academic leadership roles.

There were discourses reflectir¡g ambivalent attitudes about leaders, their potential

as role models and actually taking on leadership roles. Use of the terms 'them'

and 'us' separate 'leaders' from the larger group of followers, the so called 'rank

and file'. A kind of revolt against the upper echelon, the becoming one of 'them',

was reflected in the discourse. on one hand 'they' were always expected to do a

better job than they were doing, while on the other, 'we' don't really want to be

drawn into it.

Strong leadership was reflected in coordinating the inclusion and participation of

professional nurses into a growing range of organisations that required Nursing

input and the regulation of Nursing. Maintaining competent practice, as well as

protecting both the community and the profession while extending the role of the

nurse, was voiced as important aspects of leadership. The provision of
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consultation, advice and assistance in areas such as organisational structuring and

work roles for many nursing groups represents part of the field of discourse.

These activities require a broad knowledge of Nursing and a vision for its future.

Discourses related to the role of the nurse in dealing with humans and the human

condition, relate to persons who seek the caring skills of the nurse, as well as

individual nurses themselves. No matter the Setting in which registered nurses

work the concern for humanity is a priority. This is the case in Settings where

hands on nursing care is practised and Settings where care of the human and their

environment generally is highly valued. Nursing discourses reflect value

regarding fulfilment of responsibilities, being accountable, knowing how and

when to delegate responsibilities, and to supervise others in providing and

managing care for humans. Just as the nurse at the bedside manages the care of

the person or patient , the nurse in other Settings manages not only, in some

cases, the care, but also the regulatory, industrial, professional and educational

issues and needs of nurses. Conflict often occurs when participants in some

Settings, particularly the Academic and the Clinical Settings disagree with the

management of Settings and resort to industrial action in order to reverse policy or

practice.

The organisational structure of Clinical Settings situated in health care agencies are

more tightþ structured than those Settings in other institutions. The management

of staffing within the Settings is a shared dilemma and one that is tightly linked

with economical resources within the Settings. Approaches range from cajoling in

the more loosely structured organisations to authoritarian, top down rostering

systems in the more rigidly structured organisations. The development of a data

base for understanding the workloads of members of the Academic Setting was

reflected in some of the discourses from this Setting. Discourses regarding

'academic autonomy' reflected suspicion of misinterpretation and abuse of the
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freedom that such autonomy gave. This discourse relates to the previously

discussed discourses on organisation. The inteqpersonal skills required to manage

the four performance areas required (eg, teaching, research, administration and

professional practice/community work) within the Academic Settin E are

interpreted as a challenge. Discourses reflected the difficulty that all academics,

and in particular those who had transferred from the old College system, had in

fulfilling their responsibilities in this regard. Electronic rostering systems within

health care agencies was being implemented through the State funded health care

system. Because of the numbers of nurses within the State, manipulation of

staffing rosters through computing networks was believed to be facilitative, but

discourses reflected the fear that they also diminished the little control that nurses

had within the system. This was particularly believed to be the case for those

lower down the hierarchy, closer to the bedside, within the Nursing

establishment.

In another discourse lack of trust for employers was revealed as the need for

nurses to be industrially protected was expressed. 'If she [the nurse] is not

receiving adequate salaries for her task, if the environment is unsafe, if...she's

really oppressed...she's unable to perform her role to the fullest...' (McHeath,

excerpt from Interview,lines 40-44). Like other workers, nurses are perceived to

require industrial management to ensure equity and fair democratic treatment in the

work place. Nursing like any other occupation requires industrial management.

Industrial management is organised and efficiently coordinated. Various

processes for advising nurses of their industrial rights are available, with

counselling and legal support where necessary.

Skilful efficient coordination, organisation and management were highly valued as

they emerged as processes through which order was brought to the chaos of

health care. However, there was a paradox present in the tension between task
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completion and quality. The high value placed on quality communication and the

use of interpersonal skills intervened. There was another paradox in the

discursive formations that reflected 'quality care' made possible within the

Clinical Settings only when the experienced nurse removed her/trim self from the

bedside and coordinated care from an experienced base. Knowledge that

maintained skilful efficient coordination, organisation and mangement of quality

care is protected. Credibility of nursing knowledge is assured if relevance to these

values is maintained. This is particularly the case when knowledge fulfils the

goals of the organisation. The credibility of Nursing knowledge is related to its

relevance to quality of care, and the achievement of excellence in practice through

the skilful efficient coordination, organisation and management of health care.

Organisational Structure

The organisational structures of the Settings strongly influence the emerging

discursive formations. Medical classifications are used in naming the

compartmentalisations of the physical structures of the health care agencies.

Departments and wards are identified by their medical functions, and the work of

nurses is differentiated within the boundaries of those structures within the health

care agency. Nurses identify themselves and their work (both professional

practice and disciplinary knowledge) with those compartmentalised structural

classifications. The required knowledge varies depending on the specialisation of

the Setting.

The organisational structures of bureaucratic institutions are similarly powerful in

controlling the development of Nursing generally. Ultimately this control

reverberates through the language and the knowledge of nurses (both as students

and practitioners) as they are educationally prepared to work and are socialised

into such bureaucratic settings. The existing traditional structures, and changes to

those structures, influence and shape the development of the discipline of
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Nursing. The positive view of compulsory organisational change suggests

increased opportunities and new possibilities within Nursing just as purposefully

planned change by nurses themselves can lead to new possibilities. Senior nurses

within executive positions represent power groups within Nursing as they

contribute to organisational change that may ultimately affect both the profession

and the discipline of Nursing. Out of the expression of such power emerges what

has been referred to as the 'elite' in Nursing. The 'elite' regulate through the

power of authority ascribed to them in executive positions, influencing the

development of policy and legislation. Many of the 'elite' have emerged from

health care settings into powerful positions within universities, industrial,

regulatory and professional bodies, and contribute to the control of Nursing

through administrati on, management and education.

Both compartmentalised organisational structures and the physical structures

within the work environments control the development of knowledge within the

discipline. A windowless, artificially air conditioned environment was not at all

what Nightingale (1859) had in mind when she wrote about the need for fresh air

and ventilation in the provision of good nursing care. Nursing is practised in

many different environments, some are purposefully constructed for technological

control, in order to facilitate the provision of medical care (for the patient) and to

maintain and facilitate the technology being used. In the Intensive Care Setting the

environment is furnished with complex'life maintaining'medical technology. A

component of nursing work is to control and manipulate 'unnatural'

environments in order, for example, to simulate night and day. The closeness of

patient care areas renders control of individual privacy for patients difficult, as

drapes offered little protection from odours, noise or emotional interactions

between relatives, patients and health care professionals.
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Discourses reflecting the work environment did not often emerge, atrthough those

environments that lacked aesthetic appeal, or were physically demanding (eg, the

Intensive Care Setting) were evident. The physical environment of the Intensive

Care Setting was coincidently similar to that of the proposed Panopticon of the

eighteenth century to house prisoners so that full view and control could be had

over the inmates. The Setting was described as an open unit, while conversely, it

was interpreted by some staff to be closed. There was little privacy; conversations

from around the unit could be heard. It had no windows and represented an

unreal environment, away from the real world. Lighting was artificial and there

was little difference between day and night. Members of the Regulatory Settings,

who had recently shifted, were impressed with the improved working conditions.

The physical environment surely has an affect upon those who work there and

those who visit.

Just as Nursing within health care settings is defined and structured by medical

classifications, the academic structures within the university are similarly defined

by the classification of disciplines. The discipline of Nursing is positioned within

a range of structures within the university setting that bring it in close relationship

with the values of other disciplines such as Medicine, the Social Sciences and

Education. Nursing discourses are strongly influenced by the organisational

structure in which Nursing is placed. Nurses become socialised into the work

place; they learn about it and become part of the system in which they work.

Individuals who gain both positional and political power are most successful in

gaining more powerful positions within the organisational structure and

influencing the development of the profession and, ultimately, the discipline. This

has occurred within university settings, as well as other organisations and bodies

in which Nursing is represented at both state and national levels. These

thresholds and possibilities exist wherever nursing is represented.
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The policy on secondment provides for the movement of staff from one

organisation to another within the same salary structures, particularly within

government organisations. Secondment is practiced widely across the country

and overseas. Nursing, along with other professions is equally involved in the

movement of professionals based on their skills, between organisations. This

practice is valued by those individuals wanting to ensure that the 'right person' for

the right job is made available. Facilitation of secondment is often about being in

the right place at the right time. Many secondments are made from specific

organisations, or bodies to another, for example from an health care agency to a

university. Staff movements are made with an element of influence between the

different settings and, in some circumstances, has an influencing effect on

controlling and managing discourse.

The organisational systems within the Settings were well known by most involved

in them. The network systems were extensive. This ensured that mooted political

changes were easily facilitated. Senior public service professionals were expected

to be mature, organisationally astute individuals who could provide the 'goods'.

Those public servants who gave advice to parliamentary Ministers were

bureaucrats and health care professionals (who had become bureaucrats) from a

range of professions, including Nursing. They were mainly seconded from health

care agencies or the university sector to the health department for a specific

project, or were contracted to fulfil specific role functions.

Bureaucratic control has a powerful impact on Nursing. Management of aTarge

work force and the allocation of resources to ensure continuing health care were of

central concern to the Bureaucratic Setting. The refocussing of management with

the Bureaucratic Setting brought about a shift with specialty professional advisers

being replaced by generalist advisers with a broad knowledge of the health

industry. Role responsibilities of advisers were expanded to include both teaching
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and non-teaching hospitals. The Bureaucratic Setting controlled resources and

macro policy in all public health care agencies. This raises the questions: Are

nurses in the private sector less controlled by the bureaucracy? Do nursing

discourses in the private sector differ from those in the public sector? The

Bureaucratic Setting is responsible for licensing private hospitals, but does not

control resources. Although the roles of nurses in bureaucratic positions are

perceived as powerful roles, this view is not shared by nurses who work within

the Setting. Nurses have little io*". within the Bureaucratic Setting. They are

seen as bureaucrats, and in some instances, as even less credible than other

bureaucrats.

Organisations have unofficial agendas that are as powerful as, and as challenging

to, official goals. The politics of various subgroups within the health care system,

and within individual organisations can strongly influence strategic planning and

change. Official acceptance of a change project ensures its success, but the

support of powerful subgroups within the health care system will sustain change.

Managing large projects that bring about change is hard work. Knowledge of the

system is important to ensure the success of any project.

Nurses as employees often seek advice and protection in situations of

organisational change. Many nurses belong to industrial bodies and are often

recipients of industrial dialogue informing them about the system in which they

are involved, and how they can best protect themselves. The industrial

vulnerability of nurses (who are in most cases women) emerged from the

discourses of each Settings. Most nurses have little knowledge of the necessary

assistance required to protect themselves in specific professional, work related

issues. Nursing work, particularly at the bedside, is often devoid of political and

industrial responsibility. Maturity in professional responsibility is frequently

weak or missing. Nurses, generally can be identified as 'docile bodies' as the
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powerful Service Settings regulate and control the practices of nurses in most

health care environments

Often the structures within organisations were believed to be too demanding, with

too many meetings which take individuals away from their core purpose and

function. Structures are often changed by management without consultation with

staff most affected by the change. Changes in worksite structure cause 'industrial

panic'for nurses. For example'...sometimes membership will come and say

we've just had four people come and sign up from this small worksite, is there a

problem there? And the last time we did that, I rang up. There was a new DoN

and they were panicked' (excerpt from interview, Jeremiah lines 142-146).

Nurses are threatened by the powers that control them. There is little trust in the

systems or the people who manage the systems. Nurses are aware of their

vulnerability as employees within bureaucratic organisations. An increase in pay

for nurses often means reduction in working hours. A new DoN often means

loss of roles or jobs and inevitable change. Nurses were unsure how to handle

these situations, apart from contacting the union. Nurses in the Academic, and the

Clinical Settings particularly depend on relevant industrial bodies for support in

the face of organisational change. This dependency tends to weaken the

traditional image of the autonomous professional practitioner.

Industrial discourses within Nursing reflect the need to place the nurse into a

position of relative power with other employees within the various work places.

Power is provided by the Professional Industrial Setting for its members. This

often placed nurses outside of the image of the health care professional in large

health care agencies. Nurses generally are perceived to need protection, and

nurses generally depended on that protection. Industrial discourses link into the

political stance of the current Government and the implications of any change that

the health care budget may have on Nursing. The Professional Industrial Setting
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has a broad view of Nursing, and strongly maintains discourse that reflects a

philosophy of caring about Nursing and nurses themselves. The broad, good

intentions of many of the Settings, reflects 'cliches' about protecting Nursing and

subsequently the 'client' from the oppression of the outside world. The

Professional Industrial Settings reflects discourses that are about education and

providing a service that did for nurses what they could not do for themselves.

Once again, the relationship of this caring support (linked with the care provided

in patient care) tended to elevate the image of 'a caring service' and make it

undeniably worthy. How can a'caring' approach be criticised?

For Nursing, the highly valued and increasingly theorised concept of 'caring' is

one that is often missing outside the patient care area. Is 'caring' a concept that

easily transfers from one application to another? Can 'caring' be applied to

organisational management? For that matter, 'caring' may not be transferable into

any other role tasks. Is Nursing knowledge only applicable to the specific role

and function of 'hands on'health care? Does socialisation into nursing tend to

'sentimentalise' ( Strauss et al. 1982) the concept of 'caring' and cause confusion

when nurses move into administrative and management roles and have to make

hard nosed decisions with hard line organisations?

There was a lack of trust in the Govemment of the day, evident in the belief that

nurses needed help to protect themselves industrially. The Professional Industrial

Setting educated its own staff (many of whom were nurses) to provide industrial

protection for other nurses. On the basis of this discursive formation within

Nursing the Professional Industrial Setting had established a knowledge base that

was highly valued by the profession and was supported by their insider

knowledge of Nursing and its values about humans and health care. The Service

Settings could acknowledge their membership of the 'we'. Their existence was

contingent on providing services relevant to the values of Nursing generally.
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Discursive formations reflect application of the 'medical model' in the Clinical

Settings and the Bureaucratic Setting. The 'medical model' imposes control

through the classification of work practices, compartmentalisation of nursing

specialties, language use, the technologisation of nursing care and the

organisational structure. The 'medical model' was generally viewed as one

approach among many to health care, but not necessarily the one that ensured

quality care. The formations of the Academic Setting reflected the classifications

of traditional disciplines with comparisons with those more established within the

University setting. Secondment, collaboration, consultation and networking

through the Service Settings and management levels of the Clinical Settings was

predominant in the discourses, although not generally practised by nurses at the

bedside. Organisation of the large Nursing labour force was predominant.

Formations reflecting the official culture of organisations was as predominant as

those reflecting the 'subculture' or unofficial culture of the organisation. Trust in

'management' was polerised against reliance on industrial support in times of

organisational conflict. Organisational structures were demanding and interferred

with quality care. Most members of the Settings believed they had minimal power

in the organisational setting.

Interpersonal Skills, Communication and Relationships

In all of the Settings, communication skills emerged as important aspects of

Nursing work. Each of the Settings provides verbal and printed communication

related to their purpose and functions. One Setting provides an information

switchboard that enables members to gain information and discuss issues related

to their work. This represents an efficient way of communicating information to a

large work force. There are some twenty-four thousand registered nurses within

the State. Strategies for providing services for such a large population requires

skilful organisation and coordination.
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Formations reflecting lack of trust in professional relationships emerge as

individuals expressed concern regarding lack of development, advancement or

change in relevant Settings. The concept of 'proactivity' was interpreted as

positive, especially if it satisfied the values of those within the Settings making

judgements about performance and outcomes. The potential for developing

relationships and making change was judged on the basis of the individual's

(whether they were members of the Setting, students or nurses) perceived ability

and potential. These discourses reflect an authoritarian approach (Senge 1992)to

human resource management where the 'boss' represents the hub of decision

making and knows best for the organisation.

The skills of communication, the personality types of individuals and knowledge

suitability for role performance, acceptance of experience, confidence and intuition

were reflected in the discourses, particularly from the Academic Setting.

Individual personality was emphasised in relation to maintaining a stable and

conflict free work environment. The formation of strategies that could be used to

overcome rifts in communication within teaching teams emerged from the

discourse. Formations suggested that not all academics had the communication

skills to carry out expected and required roles. The democratic, collective

approach to decision making, although popularly ascribed to in the Setting, was

not believed to be the best way to resolve communication conflicts regarding

competition or inadequacies regarding performance.

Is the development of relationships with other people (eg, colleagues, poers,

students, patients, and clients) paramount to Nursing? Is relationship

development a personal characteristic or is it something that is peculiarly Nursing

related? In spite of the self consciousness of many nurses in acting

conspicuously, particularly in the patient care settings, nurses' relationships with

medical personnel often reflected frustration with the Medical model. Nurse
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practitioners perceived a lack of insight into the needs of the patient and in

particular the needs of the whole patient by some doctors. The skill and style of

communication are important to ensure that the consumer understands the

appropriate information to ensure clarity of understanding.

Evaluation and judgement of performance was strongly noticeable within the

discursive formations. Those involved in management and administration, as well

as teaching and supervision, *"." u""ountable for the performance of others.

Their role often included consultation with other health care professionals

regarding petformance of practitioners, informally sharing information about other

staff in order that remedial processes could be negotiated or followed up.

Professional relationships between nurses were important, especially when the

nurse became the consumer (eg, required the services of the Service Settings).

This occurred within the Regulatory Setting in situations where the nurse faced, a

complaint, and becomes the focus of care. The Officers within the Regulatory

Setting valued interactive strategies that assisted those nurses facing complaints

and enquiries, and provided rehabilitation. These relationships were highly

valued, and often brought about expressions of empathy for the nurse and

compassion as support was provided for the nurse. However, some discourses

reflected uncaring attitudes regarding communications and relationships between

individual nurses and groups of nurses. Nurse to nurse relationships were often

not valued, or were both personally and professionally immature. petty gossip,

blame and defensiveness were the most evident themes (stein 1967).

Constructive, positive feedback between nurses was often unexpected and

received with suspicion. The acknowledgment of nurses at any level being

perceived as a role model by another nurses was difficult to accept. Personal, as

well as professional growth were perceived to be necessary requirements for
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nurses to be able to accept commendable skills in each other. .It was often

believed that individuals did not reflect on their practices.

The profession needs to deal with insight which is reflection, whích is
That's one -of the things the profession should take up

; you know, how do you really develop ... insight? (Celiâ,
interview, lines 42-45)

The relationship between the nurse and the patient is important. It represents

nursing accountability in regard to caring for patients and their families.

Relationship development with both patients and their families is highly valued.

The environment plays an important role in the patient, nurse relationship. The

physical structure of units and wards has a significant impact on the level of

relationships that nurses have with patients. This also contributes to the privacy

of the patient and the intimacy of the relationship between the nurse and the

patient.

the person you're
o really workíng
Barnaby, excerpt

Nurses work in close relationship with medical practitioners in the Critical Care

Setting, particularly as medical technology is manipulated by nursing staff (eg. the

ventilator or the intravenous transfusion). Novice nurses rely on other

experienced nurses to provide support and knowledge where they have

knowledge gaps. Nursing work is also done in concert with a range of health care

professionals from other disciplines. The relationship with medical staff and other

professionals is important in fulfilling the requirements of care for the patient.

23t



Nursing relies upon input from other health care professionals in the care of the

individual patient. The role of the nurse in some health care settings is not one

that is self actualising, but one that relies on strong interactions and collaboration

with other health care professionals including doctors.

The relationship between the Nursing regulatory bodies and the universities is

crucial in regard to accreditation of curricula and the registration of graduates.

Even though the university is an autonomous institution with legislative powers,

its professional courses have to be accredited by the relevant regulatory body (in

the case of Nursing this was incorporated in the regulations of the Nurses Act

1984). In the past schools of nursing had to be approved by Nurses Boards as

being appropriate institutions in which to prepare professional nurses to practice in

accordance with the Act. The Nurses Boards were accountable for nursing

practice. The Boards had power to monitor individual professionals, nursing

curricula and the schools that offered curricula. This represented legitimate power

and control, not only over practice, but also over the development of curricula.

This situation has changed, not through changes to the legislation, but due to

recognition of the rigorous academic requirements of the university system, and

the establishment of competencies through the ANCI. The function of the

regulatory bodies is to assess if the person seeking registration is a proper person,

while the university ensures that graduands have fulfilled the competencies. The

CEO of the Nurses Board is answerable directly to the Minister. The Regulatory

Setting also offers career counselling about Nursing to school leavers. That this

should be done correctly by nurses was important. Some duplication and overlap

occurred in this area as similar information was provided through the university

sector. The Nurses Career Information Bureau (NCIB) reflected the need to

market Nursing to schools and ensure that correct information was available to

school leavers about Nursing. Discourses reflected the importance of providing

correct information about Nursing, and that this was best given by a nurse. The

232



historical bureaucratic control of Nursing by those outside of Nursing was

something to be avoided in the future. Each of the Settings saw it as their

responsibility to inform the community and nurses about the availability of

Nursing education and tertiary programmes for professional nurses. Is it the

responsibility of every organisation involved with Nursing to provide information

about education for nurses? The Regulatory Setting's mandate to the community

is reflected in this discourse. The inclusion of consumer representatives onto

most committees within the Regulatory Setting was highly valued. This raises the

question of whether this is about protecting the community or promoting the

profession?

The Regulatory Setting perceives itself as situated outside of the nursing

profession, but having to maintain relationships in order to fulfil its mandate to the

community. Are nurses dependent upon an 'outside' organisation to provide

advice and education regarding policies? The service provided by the Regulatory

Setting reflected assitance in most areas of Nursing concern. This represents an

almost 'paternalistic' provision of assistance that may well go part the way in

perpetuating the professional immaturity reflected in the discourses of the

Regulatory Setting. The function and purpose of the Regulatory Setting was

blurred in some instances regarding professional development to the very large

Nursing labour force. Given that the Regulatory Setting, through its function of

regulation has to bring about change, nurses often see the Setting as working

against them rather than for them. Discourse emerged that recognised factions

within Nursing, and concerns that Nursing was not a cohesive body. The

discourse reflected a concern that a percentage of nurses generally need constant

pushing to ensure that they maintain a professional image and followup their

professional development.
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The discourses related to the provision of services to nurses and Nursing were

often similar. This similarity was evident in the provision of career and academic

counselling, continuing education and professional development. There was an

element of competion as Settings offered similar services to the same population,

particularly for example in education and professional development. The

maintenance of specific services in the Settings was protected, with a tendency

for the Settings to reflect a strong trust in their own service delivery and less so in

others. Strong concern is reflected that nurse academics have been unable to move

from the values of the old hospital model to a university model that requires

interacting and liaising with other disciplines and the wider profession. The

'industry' or 'bunker' model emerged as an example of this reticence to shift.

This was seen to lead to 'game playing' rather than getting on with what was

required to develop the discipline. The discourse reflects many varying views and

criticism about Nursing and the needs of nurses. As a consequence overlap and

duplication is obvious.

The development of relationships and the ensuing communication and

interpersonal skills were highly valued within the Settings. Judgements were

made by those in authority in regard to performance and ability related to

communication and interpersonal skills. Knowledge and personality were

acknowledged as pertinent to these skills, and were linked to the concept of

proactivity in response to issues affecting Nursing generally. There was often

frustration with perceived poor interpersonal skills of other health care

professionals. The importance of communication was linked to the remedial

support given to nurses who required rehabilitation following unprofessional

practice. The ability to utilise good communication and interpersonal skills was

linked to quality of care and accountability. Relationships between the Settings

emerged from formations reflecting regulation, legislation, information givin$ and

consultation.
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Power, Control and Knowledge

Power relationships are evident within many of the interactions between nurses

and patients, doctors and nurses, and nurses and the service provider Settings.

The concept of power is reflected particularly in the Intensive Care Setting where

nursing staff have control over the care situations involving critically ill patients.

Ownership of specific situations was evident. Nurses have legitimated power,

based on their role, and have authority to use this power over patient care. The

nurse has professional autonomy within the Intensive Care Setting to interpret

laboratory results from tests and, in some situations, depending on the experience

of the nurse, to make decisions regarding treatment. However, the ultimate

responsibility is with the doctor. Situations in which nurses can change treatment,

have often been approved initially by the doctor. Nurses are authorised to make

decisions regarding routine aspects of patient care. The time of day influences the

amount of autonomy and role empowerment experienced by the nurse. For

example, patient care decisions are more frequently made by nursing staff during

the night.

Power relationships exist between the nurse and other professional groups. In the

Intensive Care Setting, in particular, doctors have responsibility for planning

patient care, while nurses 'do as they are told'. Nurses 'follow orders',

depending on the individual nurse's experience and acknowledged autonomy

within the unit. Some doctors had little power due to their newness to the Setting,

while long-time nurses were able to control most situations that they were

involved in. The autonomy of the nurse is determined by the medical people in

authority, and acknowledgment of the nurse's level of knowledge and experience.

The controls (ie, regulations of practice) of medical work are identif,red as flexible

while nursing work is determined by written medical orders. There emerged a

perception of protocol flexibility that was tolerated within intensive care areas
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where nurses work more closely with other health care professionals. Such

flexibility was not tolerated in other settings.

Discourses emerging from the Academic Setting which reflected ambivalence

regarding positions of control or the holding of power. The use of power was

evident in the control that academics had over planning and teaching academic

programmes and the monitoring of both teacher and student performance. This

type of power and control is legìtimate and accepted by both novice lecturers and

students. The culture of the Academic Setting closely resembles that of secondary

school, and students are well versed with the rules of behaviour in learning

environments. Teacher student relationships are also about adult learning

methodologies and fulfilment of individual goals and those of the programme.

Within the Academic Setting the discourses reflected a perception of

disempowerment. Power generally, was expressed as belonging to others. one

academic recently appointed to an administrative position believed that she lacked

power. Although it was accepted that power resided in legitimated roles, it was

particularly expressed as belonging to the more senior administrative roles within

the Settings, rather than to those in middle management. The power of individual

management styles and personalities was recognised in the discourse.

There was concern expressed regarding the reputation of the Academic Setting.

Although this was reflected throughout the Settings and represented a predominant

discourse within the domain, it was a focus of discourse within this Setting.

Criticism emerged in relation to new activities, new projects, and the chosen few

being asked to be involved in specific projects which suggested that 'the sun

[was] shining on favoured people'. Fear was expressed that new activities

actually did not help in the development of Nursing as a discipline, or in

maintaining the reputation of the Setting. Perceived divisions based on lack of

understanding of new developments were evident. Lack of understanding and
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poor communication were believed to breed suspicion and negativity. Decision

making reflected the traditional hierarchical line management model of

communication and management.

Discourses surrounding the elements of competition, people politics and power

were predominant in the Settings related to highly regarded practices. For

example, participation in the retrieval of acutely sick people or victims of accident

and emergency situations was highly valued. Health care professionals generally

competed for the opportunity to participate in the service. Nurses, particularly

those who were new to the area or were personally interested in attending, wanted

to be involved in the drama of 'retrieving'chronic and acutely ill persons. The

Intensive Care Setting provided its own 'drama'. Attendance at a retrieval was

often viewed as exciting relief from the everyday activities of the Setting or purely

part of the duty required when working within the Setting. Retrieval attendance is

seen to be '...a perk of Intensive Care...'. once the excitement of going on the

retrieval has lapsed and the patient is stable there is little nursing care necessary.

The more senior nurses in the Intensive Care Setting leave retrievals to the

newcomers. The more experienced do not find retrievals exciting, but may use

them as a means to get away from the ordinary routine of the unit.

Each Setting provides education for nurses, and expresses the imperative of this

service. However, this establishes a competitive atmosphere as nurses make

value judgements regarding which course is of greatest value. The discourses

also suggest that only those who are, or have been, nurses could provide support

to like professionals. For example, it was perceived that RNs would understand

other RNs, and ENs would have empathy with other ENs. on the whole, those

believed to be able to provide relevant information to nurses, were nurses

themselves.
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The significance of the history of the Settings was believed to give credence to

their function and purposes. This was particularly the case of the Industrial

Professional Setting, the Bureaucratic and the Regulatory Settings. An

identifiable discourse emerged from each of the Settings related to their function

and purpose; these have been called the sub-discourses of the domain. However,

tensions were reflected in areas of duplication, where Settings offered similar

services, and their functions and purposes crossed over and lost clarity.

Discourses reflected some competition as each Setting endeavoured to maintain

control and power over services offered to nurses generally that were strongly

believed to meet nurses' needs. This was particularly evident in the provision of

professional development and continuing education. Power and control emerged

as closely related to knowledge and experience. Education was perceived to be a

process through which nurses and Nursing could establish a power base.

There were multiple discourses emerging from the Settings that reflected different

kinds of knowledge relevant to their function and purpose, as well as a common

discourse understood and valued across the Settings. The discourses reflected

various kinds of knowledge at many levels of acquisition, value and application.

They covered knowledge within specialty fields of Nursing, the need for

development of specialty knowledge, different types of knowledge and the value

of knowledge. Nursing discourses generally reflect differing, highly valued

statements. Nursing discourses are not homogeneous but consist of differences

due to the function of the discourses and the influencing sub-discourses. The

epistemology of Nursing is in part reflected in the discourses surrounding

knowledge and raises many critical questions regarding Nursing knowledge and

its application to practice.

The knowledge base for Nursing within Critical Care Settings is both that of

medicine and of the medical technology that nurses manipulate in order to care for
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intensive care patients. The important role of nursing work in this Setting is

interpreting medical knowledge and using this interpretation to ensure that

appropriate nursing care is carried out by way of tasks necessary for the

maintenance of medical care. The nurse does what the doctors (based on medical

knowledge) order. In this sense the nurse is the valuable coordinator and conduit

between the doctor and the patient. In this Setting the knowledge base depends on

medical and technological knowledge. The maintenance and continuing

development of medical and iechnical knowledge within the Intensive Care

Settings is highly valued. The high value placed on this kind of knowledge is

expressed with an element of anxiety, even for the more senior experienced

nurses working in the Setting. The expectation that nurses must be up to date

with appropriate knowledge related to the technology used within the Setting is

evident.

Relative knowledge means knowledge which is perceived as valuable to the

professional work of the nurse. Relative knowledge also includes knowledge

from other disciplines and professions that assist nurses to carry out their role.

The need to know what medical knowledge is being applied to the patient is

important so that senior nurses and team leaders can coordinate and manage

patient care. Patients requiring critical care need '...good medical care and

nursing care and the planning of that has to come ...from the doctors' (excerpt

from interview, Langdale lines 122-125). This acknowledges input from both

medical and nursing personnel; it indicates that both the nurse and the doctor need

to have some idea of the relative knowledge of the other. In the case of the novice

nurse who lacks knowledge due to inexperience in particular situations,

communication and consultation with other more experienced nurses is necessary;

the role of the team leader or senior nurse reflects this conceptualisation. V/ithin

specialty areas of nursing the field of discourse reflects statements that emerge not
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only from medical discourse but discourses from a range of.health care

professional groups.

An atmosphere of stress accompanies the care of critically ill people attached to

medical technology.

I am very comfortable with the ventilation equipment...with aII the
infusion pumps ... the running of this CWHD tnachine ... but if there,s
a major failure with the machine, such as the filter flags or the air bubble
clots or there's some major problem I haven't had ... experience in
dealing ryith ... I would need to call someone else.... My anxiety levels
the whole time I'm in here øre marginally elevated because I,m
constantly hoping that nothing goes wrong ... It leaves me to debate
whether I should deal with it myself, being an experienced registered
nurse. (Barnaby, excerpt from interview, lines l2l-l3l)

The following words of a novice nurse, contributed in part to the discourse of this

particular setting. They reflect the valued knowledge base predominantly used in

this type of nursing - that of medical technology.

The predominant knowledge base used by this nurse is relevant medical

knowledge applied to the situation thus enabling the nuÍse to manage the care of

this patient. In one sense this 'application' of medical knowledge represents

Nursing knowledge, as the patient, their environment, relatives and friends are

included in the overall management of this situation by the nurse. The nurse in

this interaction is concerned about medical technology, pharmaceutics, and is

guided by medical knowledge - this is combined with a broader knowledge base

about the care of the patient's body (eg, their hygiene, skin care, comfort, and so

on) that encompasses the overall management of this patient's care. Knowledge

emanating purely from nursing philosophy is invisible on the surface of this
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discourse. It's presence exists in the consideration of the effects of all treatments

(applied knowledge) upon the body of the patient and interactions with all others

managing this patient's care. Tasks that assist medical intervention are carried out

by nurses - intensive care nurses utilise medical knowledge in their care of the

patient. This is no doubt the case in all nursing specialties in acute care settings;

medical knowledge is the primary knowledge base used, while nursing

knowledge is the 'in between' knowledge. Nursing knowledge in these settings

is the knowledge that glues acute health care together. Without nursing

knowledge, the health care interaction would not be whole, nor would health care

be provided in a coordinated and smooth flowing way.

It was notable that nurses working within the Intensive Care Setting worked in

unison with the medical profession in providing care for patients. The

experienced and long term intensive care nurses have a clear understanding of the

requirements of medical care. Nursing care is planned with medical care in mind

although this really represents nursing work in this situation as on most occasions

the focus is on equipment, procedures and the environment rather than the patient

as a person. The retrieval service that provides patients for the three big health

agencies in Adelaide is a medical initiative. Nurses have become involved in the

maintenance and support of this service to the community. Nurses involved in

retrievals relate to the service and speak of it in terms of ownership. They use the

pronoun 'we' and'us' and'others'. The service that any health care agency can

offer relies on the medical support employed within the organisation. In this

sense nurses are reliant on the demand or reputation of the health care agency in

order to provide care. In the Intensive Care Setting nurses have a stake in the kind

of medical initiatives and the maintenance of those that provide ongoing

employment of the health team.
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Nursing knowledge is not homogeneous but consists of different statements

which unite the various fields of disçourse within the domain. Medical

knowledge is apparent in this discourse about nursing work and the knowledge

required to caffy out nursing care within this Setting:

The importance of the relationship between the nurse and the patient and other

health care professionals is evident within this discourse. The vital role that

nurses play in the education of both patients and nurses as well as medical

students is reflected. The novice nurse who lacks experience in the smooth

coordination and management of patient care relies on the experience of more

senior nurses while also utilising trial and error and problem solving approaches.

The structure within acute care settings reflects appreciation of the novice nurse's

experience as a learner. Team leaders and senior nurses ensure that novice nurses

are supported in such learning situations.

The knowledge acquired and required by nursing students was of concern to all of

the Settings, and relates to the dominant discourse about the role of nurses

generally. Nursing students are perceived to be highly motivated in the first few

years of their degree. 'When they become more experienced within the systems in

which they are students and those in which they will work, changes are observed

in their motivation levels. It is after the second year that student nurses begin to

identify and confront difficulties, both within their study and the practice setting.

It is as baccalaureate students that nurses begin to learn about the discipline of

242



Nursing. Strict competency based learning outcomes and objectives are required

in all practice related degree topics. One hundred percent accuracy is required in

drug calculation and all of the required cues of the ANCI competencies have to be

fulfilled. Nurse academics and experienced nurse practitioners provide learning

experiences for novice nurses. Nurse academics are accountable for the

supernumerary learning practice of nurse students seconded to clinical settings.

Student nurses are evaluated on the basis of their developing practice knowledge

which is in part linked with the curriculum but also represents an introduction to

the ongoing quality assurance of patient care. Practicing nurses (both experienced

and novice) face strict regular evaluation of their practice and theoretical

knowledge. This requirement causes a level of individual stress, but is a practice

shared with other health care professionals. Regular performance evaluations of

staff allows the organisation to meet the requirements for continuing educational

development, ongoing professional accountability, and organisational quality

assurance for the functions of the organisation. The concerns of students and

nurses generally in regard to their knowledge base is predominant across the

Settings.

The Professional and Industrial, and the Regulatory Setting provided services that

lead to the development of policies, guidelines, procedures and other related

professional information. Directors of nursing and others in administrative

positions sought advice and assistance from the non-clinical Settings in the

development of policies and procedures, as well as management strategies for use

within health care agencies. Policies and procedures handed down to nurses in

health care agencies were interpreted by some nurses as 'gospel', and applied to

practice in a rigid, unquestioning way. Structured guidelines to practice were

highly valued by some groups of practitioners. Such policies and procedures

represented reliable'safe' knowledge, often incorporating discursive

transformations from other disciplines, such as industrial and regulatory law, and
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human resource management. The tendency of practitioners to rely on structured

guidelines, rather than learning and developing the application of this knowledge

for themselves was a concern. The risk of developing a professional group who

are dependent and reliant on others to'package'the required knowledge, to'show

the way' was reflected in discourse from the non-clinical Settings. When such

knowledge is accepted and used, nurses are relieved from the effort of having to

discover and to develop such professional knowledge for themselves. In such

cases nurses do not have to think; others have interpreted the issues and provided

the appropriate plans, procedures and guidelines for their use. This kind of

'knowledge infrastructure' reflects a controlled situation; nurses can avoid

responsibility related to the issues addressed by such guidelines and policies.

Blame can be placed on the authors and developers of such documentation when

this is convenient for the user. Caution regarding 'taught dependency' was

expressed across the Settings about the provision of such guidelines, but there

was a belief that, dpring the 'transitional time' of the shift of Nursing education

into the universities and the development of a more accountable and autonomous

professional view, such guidelines are necessary. Professional maturity regarding

knowledge use and knowledge development emerged as critical issues from each

of the Settings.

Nurses rely on specific experts from both within the domain, and outside of

nursing for consultation regarding specific knowledge, advice and support. The

more experienced and senior nurses within a specific specialty, facilitate and use

knowledge from outside the domain to provide assistance to novice nurses and to

apply to various situations such as intensive care, education and counselling. The

seeking of knowledge from other disciplines and other settings by nurses reflects

value of other knowledge for application within the domain. Knowledge is

sought from specific clinical practice settings or from other settings such as the

regulatory bodies, industrial settings and the govemment bureaucracy. Specific
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role knowledge is also sought from other professions (eg, Law, Medicine) who

provide advice and professional knowledge related to legal issues/patient care,

regulation of nursing generally and the management of complaints made against

nurses on a personal or professional level. The use of specific role knowledge

reflects assertive knowledge and information gathering in order to manage

Nursing situations and to further develop knowledge related to Nursing. The fine

line between consultation and dependency is reflected within the discourse,

particularly where more experienced individuals within Nursing control the giving

of information and those receiving information rely on this source. In the case of

novice nurses, this may be the situation, as they rely on others to resolve and

manage situations that they should have been educationally prepared to handle

themselves. The response of an experienced professional in seeking guidance and

advice in areas that are not their domain is a positive situation that must win

respect as the case in point is then managed in the best possible way. Knowledge

is also related to the role of other professionals who work in teams with nurses.

Medical personnel provide the orders for the medical care of patients; nurses need

to be aware of these orders to enable interpretation and the required nursing care

related to these orders. Knowing the boundaries of role knowledge within

specific areas is important to those who work there. Identification of this

knowledge comes with experience.

Identifying the boundaries of role knowledge facilitates the provision of patient

care. In the acute care setting team leaders show understanding of what is

expected from nurses and from medical personnel. The boundaries of disciplinary

knowledge merge when one endeavours to define what knowledge relates to what

discipline. In the work place individuals show that they can identify what is the

role knowledge of individuals in particular roles. The boundaries of some

knowledge are set out in Role Descriptions; the type of knowledge required in a

specific role is outlined by the organisation. The use of knowledge is controlled
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by those in power in organisations, as they determine through role descriptions

and statements the requirements for specific roles. Within the acute care setting

the role of the team leader is to be 'a second pair of hands' for the bedside nurse.

This senior role provides support and assists in the coordination of both medical

and nursing care of the patient. The nurse in this position requires access to and

knowledge of all of the roles that impact on patient care in order to achieve

ordered, coordinated patient care.

Unlike Medicine, which has legitimated autonomous health care recognition

within the social structure, nurses are, for the most, employees. Individual nurses

are controlled, and controllable, through the employee culture of the organisation.

This raises questions regarding the employee status of nurses. How is good,

caring nursing controlled by the employee role of 'reporting on and off duty', the

'clocking off syndrome? Does the subordinate employee role of nurses inhibit

the development of the discipline? The answers to these questions are not easily

found, especially when working days are limited in the number of hours that are

appropriate for a nurse to work. The 'clocking off syndrome can perpetuate a

mentality that nursing interaction finishes and ends at a specific time.

The development of relationships between the patient and the nurse are highly

valued. Organisational structural constraints, the roster system and the

imperceptibility of Nursing theory being applied to practice inhibits the

development of such relationships. One example used to reflect the difficulty of

time management within the Clinical Setting was:
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Intetpersonal skills in relationship development, communication and counselling

is reflected as highly valued and important knowledge when working with people.

This is relevant in all nursing situations ranging from the bedside to handling

incidents of unprofessional practice. This was a skill raised in discourses from all

of the Settings. Skills in dealing with 'issues' rather than focussing on the person

as the problem are valued. Even in cases where individual nurses are involved in

shocking incidents of unprofessional conduct (eg, sexual abuse of minors and

physical abuse) the use of professional communication is valued. The

predominance of discourses reflecting the value of interpersonal communication

skills and relationship development represents a recognisable knowledge base

within Nursing.

Human resource management and administration are an integral part of Nursing.

Management processes, political skills and a broad knowledge base and

experience about Nursing is required. This knowledge is highly valued in middle

management and senior roles, such as deans, directors of nursing, chief executive

officers and the like. The movement of senior experienced nurses into

management has the reputation of taking knowledgable, experienced nurses away

from practice and often away from the discipline of Nursing. This is no doubt the

case for other disciplines where management, and often education, takes the

person away from their basic discipline. Knowledge of Nursing does not ensure

knowledge as a manager, But, for the manager to be accepted and credible their

experience base has to relate to Nursing. The relevance of the processes of

management to Nursing are highly valued: 'the absolute critical issue, is our

relevance to nurses and nursing. That's what we're here for; ...that's a major role

of the [Setting] ... ' (Macheath, excerpt from interview, lines 230-234).

Human resource management is the kind of knowledge that can be applied to most

human situations. other discursive formations, such as education and
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psychology, related to human behaviour, human development, hurnan resource

management and teaching, are evident within the fields of discourse. Knowledge

about Nursing, the role of other nurses, the regulation of Nursing, as well as

industrial issues related to Nursing are often not perceived to be valued knowledge

relevant to bedside nursing. The undervaluing of some knowledge often leads to

tensions as differing values are expressed regarding any related issues, such as

registration, union membership, respect for other kinds of nursing outside of

individual nursing specialties. The view of any nursing specialty is often

competitive and exclusive; 'real nursing' was viewed as existing only within that

specialisation. Respect for other health care professionals is often more obvious

than respect for nurses in other nursing specialties. There is a lack of

understanding of Nursing by nurses generally, as they narrowly focus on their

specific role within their setting and organisation. There is concern that a wider

view of Nursing and its practices is not appreciated by individual nurses

generally.

Discourse emerging from the Academic Setting reflects this concern on behalf of

academics. Nursing academics

need to concentrate on ensuring that people are well informed about the
nature of ... [Nursing] programmes ... More academics need to ...
interact with the wider University community so the information is not
just at senior levels ... but that its at all levels of the University ....
(Znus, excerpt from interview, lines 333-338)

Discourse similarly expressed a perceived lack of understanding by nurses

generally about the concept of 'self regulation' within Nursing:

I would overhear advice being given that was quite inaccurate...It's
Nursingl ... Nurses [fro
e. And it [inaccurate adv
ødvice, career advice .... (
23)
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Nursing is also often misunderstood by those not in the profession or from other

disciplines. People who are not nurses, and who have taken on the task of

marketing Nursing (eg, personnel working within the various Settings or public

relations officers within universities or health care agencies) are often guided in

their perception by the reputation of specific individual nurses rather than the

general reputation of Nursing itself. Within the universities it is the teaching

programmes, research and scholarship that are important in telling others about

Nursing. In other Settings it is the practices and the public reputation of Nursing

formed through the opinion of consumers, (and often the traditional images of

Nursing and nurses) that emulate what those outside of Nursing perceive Nursing

to be. The image of the nurse, both socially and within the community, suffers

when outsiders seek knowledge about Nursing and up to date information is often

not available.

The predominant discursive field emerging from the Regulatory Setting reflected

that of the law. Other discourses reflected those of communication, counselling,

consulting and giving advice, rehabilitating nurses following non-professional

conduct or personal incidents that affect their professional practice, knowledge of

law and interpreting the Nurses Acr. Real life dilemmas inherent in the personal

lives of nurses impact on patient care, and present situations that offen have to be

resolved by those working in the Regulatory Setting. The function of the Setting

is such, that it has the legislative power and control to deregister nurses if they are

found to be incompetent or guilty of unprofessional conduct that extends beyond

rehabilitation. This is a legal power that is shared with other professional

regulatory authorities. The overarching focus is one of legalism, which reflects

the mandate to protect the community and ensure that the Nurses Act is upheld.

For academics within the Academic Setting competence and performance appraisal

are based on the four-fold demands of academia, which are teaching; funded
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research and publications; contribution to administration of the university;

professional practice and community work. The knowledge base required is

varied and may or may not be practice related. Nursing is in a constant state of

change. Nursing is merging its horizons with those of other disciplines and

moving to new thresholds of possibilities. Members within the domain

experience the effects of constant change and the inevitability of conflict maintains

an expected attrition of nurses from the system. Nurses who have moved away

from Nursing into a range of occupations still seek to retain their practising

certificate. This is acceptable by regulatory bodies, as long as each practitioner is

competent to practice in their field and accountable for that practice. Self

regulation is about such personal accountability and professional autonomy

regarding nursing practice. Self regulation is also relevant to the profession as a

whole, as professional bodies ensure that various regulations, policies and

procedures are in place that ensure maintenance of knowledge, competencies and

standards thus enhancing accountability of practice. The use of role knowledge

from other disciplines/professionals is crucial in this regard.

Access to and having particular knowledge is perceived as powerful. Topics that

were 'political' were not openly discussed in some of the Settings, while in others

there was no obvious taboo on topics for discussion. Professional integrity is

highly valued in the service Settings, respect for individual privacy and

confidentiality is reflected in organisational practices. Current industrial issues

and individual cases under negotiation are not discussed. For example, the use of

generic health care workers was a current, highly political issue that was

supported by the Australian Nursing Federation. Although, on the surface this

appeared to not support RNs and/or ENs seeking work, regulation and open

communication regarding generic health care workers allows knowledge of the

activities of those organisaitions employing generic health care workers. The
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Professional Industrial Setting is guarded with professional and personal

information about individual nurses.

The discursive fields within each of the Settings reflected the value placed upon

their differing and individual predominant knowledge base. As mentioned above,

the knowledge expressed in specific settings reflects a range of applied

knowledge; the most powerful knowledge takes the predominant knowledge

position. This occurs within thl domain between nursing specialties and within

specific settings. Within the Intensive Care Setting, Nursing knowledge that has

emerged from and along side Medical knowledge is predominant; this is to the

extent that the application of this kind of Nursing knowledge is expressed as 'real

nursing'. The emergence of traditional nursing specialties have been those linked

to the growth and development of modern medical technology and Intensive Care

settings. Nursing settings that use differing types of knowledge are seeking

acknowledgment as specialties in their own right.

this [Medical Setting] jealously guard
well, and that we have as much right to
, and anything that we are, shouldn't be

thought of any less. I argue frequently ... about this; there should be
no distinction as far as I can see between us and intensive care.
(Titinius, excerpt from interview, lines 260-265)

Generally there is respect for knowledge that provides answers to the issue at

hand, whether it be health related or one about law. Specialty knowledge from

other disciplines is sought through referral to others. Nurses refer to their own

knowledge base and prefer to do their own 'work' rather than deal with complex

issues that require knowledge from other disciplines.

Formations reflecting authority and control over students, patients and other

nurses predominated. In some situations, the formations reflected control over

other health care professionals. Generally, the potential of personal power was
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not reflected. Power was given to the work place, those in management and

'others'. Autonomy was contingent on the structure, the role position with the

structure, valued language and knowledge, experience and credibility which lead

to trust. Selfconsciousness emerged regarding responsibilities for leadership and

taking on power positions. Paradoxically, there was a tendency for formations to

value nursing practices that enhanced the opportunity for empowerment through

personal and professional autonomy and recognition of practice. Knowledge

emerged as power which enhanced both personal and professional autonomy.

Change and Conflict

In any organisation, change is not usually perceived as a pleasantly anticipated

process. As with most administrators, nurses in such positions within health care

agencies often require encouragement to implement policy changes emerging from

the service Settings. Members of the service Settings perceive theil roles in

relation to the profession as instigators of change based on legitimate power roles

(Professional Industrial Setting) or legislative power (Bureaucratic and Regulatory

Setting). Within the Academic Setting change is similarly difficult. Members of

the academy have problems in making change. A rigidity is identified that aligns

university schools of nursing with the traditional image of the hospital schools of

nursing. There is concern that nurses do not have the political skills to bring

about the changes required. Statements emerged that reflected this dilemma:

'...nurse academics are still unable to move, to make the shift' (zeus, excerpt

from interview, line 221). Thejnability to shift was metaphorically identified as

'bunker mentality' or the 'industry model' where '...playing games and

concentrating on minutiae instead of the macro issues...' (excerpt from interview,

Zeus lines 209-210) is the favoured behaviour, rather than taking up the challenge

to move ahead and develop. While this attitude prevails, dialogue and engagement

in academic debate is inhibited; individuals continue to perso'nalise criticism and

express a defensive, reactive stance in the face ofcriticism and change.
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The transition from the previous College system to the NUS brought with it

erosion to organisational leadership reputations that had historically developed

within Nursing. The changes required of nurse academics as they shifted from

hospital settings into the new culture of the university setting were not viewed as

good experiences. The toll on Nursing academics as they juggle the new

requirements within the academic culture inhibit their developing productivity.

Discursive formations emerging from the Academic Setting reflect anxiety related

to a diminishing of the reputation of Nursing. Nursing is believed to have lost

ground as it repositions itself within a new culture. Nursing has become self

conscious of its productivity and seeks role models from other more established

disciplines. Social science and education also represent late coming disciplines to

tertiary education. Members of these two disciplines are becoming socialised into

the new culture; their history and transition into the tertiary arenais not unlike that

being experienced by those within Nursing. Members of the social sciences and

education are perceived by nurses to have greater knowledge of what is required

by universities. Nursing was weakened initially by lack of knowledge and lack of

confidence in the new university culture. The national restructuring of universities

placed Nursing firmly under the power of the university sector, having the

discipline of Nursing fulfil the disciplinary requirements of competing for student

load and research funds alongside other more powerful disciplines who are 'in the

know'. This represents a real issue of power and control by those groups who do

have the knowledge. The movement of changes through the Academic Setting

within committee structures has exacerbated the powerlessness that some

individual academics experience. They perceive that they have little knowledge or

understanding of the issues discussed or approved at some meetings. This

appears to favour those members of the Setting who are conversant with

university processés, and places those not in a position to know at an unfortunate

disadvantage. Power and control within academic settings rests with those in

senior and management positions.
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The shifting focus from undergraduate degree education to higher.degrees and

PhD work has caused consternation for some academics in Nursing. Many

academics are threatened by this shift. The need to upgrade qualifications, face

new experiences and plan for a different future places fears of inadequacy upon

some individual academics. There remains a dissonance between the demands of

the University and those of practice at the bedside. The upgrading of academic

qualifications is not interpreted as the panacea for excellence in nursing practice.

A lack of confidence was expressed. For many nurses the outcomes of

university-focused discipline development were not seen as appropriate future

directions for Nursing. Emerging discourse continues to reflect scepticism

regarding the transition of Nursing into the university sector. The differences in

knowledge between health care agencies and the Academic Setting maintain the

traditional dichotomy between Nursing theory and practice.

Restructuring and change in each of the Settings (eg, amalgamation of colleges

with the university sector, privatisation of health care agencies, case mix,

diagnostic related groupings, generic retitling of senior executive positions and

changes in leadership style) have influenced a shift in how nurses communicate

with each other and have changed the professional work focus of some nurses.

For example, the inclusion of broader health management portfolios for nurses

within the Bureaucratic Setting and the emergence of 'alternative' nursing

approaches to healing within health care agencies and the community need to be

addressed. Nurses involved in these shifts in structure and differing

interpretations of what represents Nursing knowledge face dilemmas related to

loyalty and commitment to both professional and personal interests. The reality of

change, and the difficulty of managing changing values within the Settings

brought strong critical comment. Change within all of the Settings is a priority;

the work environments are dynamic and constantly changing. Discourse about

change and the management of change is constant.
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The differences between the Settings is often critically noted. Evaluative and

judgmental discourses regarding performance of 'other' Settings is prevalent.

Strong criticism is voiced of the inability of members within some Settings to

facilitate change. Response to the need for change is perceived to be slow and

rigid, particularly in considering future possibilities.

As with any number of organisational settings, the needs and the effects of change

emanated from the discourses across all the Settings. Changes included those of

an organisational, professional and personal nature. Situations where individual

nurses were involved in a complaint regarding unprofessional practice often

required that they make personal and professional changes. Following these

changes, it was often only through rehabilitation that the nurse was able to return

to practice. Sometimes personal change is not possible due to 'adversarial'

intervention of an industrial or legal nature. Change is often inhibited, if
rehabilitative follow-up does not occur. In these kinds of situations the nurse

involved often repeated unprofessional practice and faced further complaints of

unprofessional conduct. Professional and personal change requires extensive

work on behalf of the individual and the servicing Setting. Formations reflecting

the tendency of some nurses to depend on others was present. The risks of

dependency are difficult to unlearn, particularly in the face of conflict and change,

and absence of preparation to face potential professional issues - notjust about

practice, but about being a practicing professional.

Attitudes of professional self consciousness and poor professional esteem are

similarly related to a rigidity of interpretation; these are not restricted to any one

Setting. There is a rigid tension between the provision of information by the

Settings and the acceptance of that information, be it related to policy or

procedure. Nurses are perceived to take proffered information as 'gospel';

information is taken as 'concrete law'rather than as a guideline. The formations
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of dependency extended to the reliance on provided information, which is often

interpreted literally, rather than in a critical, questioning way. In times of conflict

or dispute, nurses working within health care agencies rely strongly on policy

manuals developed by the service Settings. Discourse reflects a dependency on

advice, guidelines and procedures prepared by the service Settings. Many nurses,

particularly those at junior level, were confident to echo the contents of policy and

procedure manuals in stating their case. A tendency to rigidly follow prepared

policies and procedures was expressed, particularly in relation to the application of

competencies and the nurses' code of ethics. Discursive formations reflect an

emergent theme of professional dependency alongside evaluative judgements

about the performance of the Settings. Comparisons with other disciplines or

professions are expressed which place Nursing in a negative light. Inference of a

professional immaturity emerges from the discourse, particularly in regard to the

educative needs of nurses generally. This is reflected, in part, by the perception

of those in authority that nurses (regardless of seniority) continually require

education. The tension between individuals taking responsibility for their own

professional development and the discourses regarding the needs of nurses reflect

a model that encourages dependency. Nurses are perceived by many in

legitimated authority roles within the Settings as always being in a position to be

taught and of having to be pushed to learn. Acknowledgment of nurses providing

education to members of other disciplines is viewed as impressive and, although

not unusual is not an expected practice of common occuffence. There is exception

with the technical teaching that occurs as senior clinical nurses teach health care

professional students from a range of disciplines (particularly medicine) in the

clinical arena.

The not uncommon multiplicity of credentials that nurses have, of both

professional and academic qualifications, suggests that education (for nurses)

never does really end. Credentialism has become an issue within Nursing.
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Nursing techniques and special skills always require development and reflect the

rapid technological, economic and social changes in society. This is not to say

that nurses do not have appropriate or adequate professional, theoretical and

technical knowledge comparable with members of other disciplines and

professions. Discourses reflect uncertainty and lack of confidence in the Nursing

knowledge base, particularly when individuals are in the company of members of

other disciplines. Members of other disciplines are often believed to have greater

knowledge than nurses. The statement, 'I am just a nurse'prevails.

Paradoxically, some nurses baulk at the restrictions that they perceive are placed

upon them by the Nurses Act 1984. Fear of authority, mixed with scorn for the

regulatory requirements that enable nurses to legally practice, is particularly

noticeable when nurses fail to register by the required annual date. Nursing and

nurses have previously been 'mothered' and protected from handling their own

legal requirements for practice. Changes to the system have placed responsibility

onto the professional practitioner to facilitate their own practicing certificate. This

has brought displeasure from many nurses. Reliance on others to take the

responsibility for professional matters is reflected. The concept of 'self

regulation' was valued as an ideal, but was believed not to have been achieved.

The importance of developing strong relationships between the Settings is valued.

This may well be rhetoric, rather than reality, as many view existing relationships

as weak or non-existent. Future group dynamics between the Settings is viewed

positively, particularly in regard to proposed collaborative teaching and research.

The development of collaborative relationships between the Clinical Settings and

the Service Settings are highly valued. The activity of faculty practice - where

academics participate in clinical or other related professional practice in order to

maintain skills - is spoken about positively. However, neither acknowledgment

of nor encouragement for faculty practice by members of the Setting was obvious.
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Management styles within each of the Settings reflected different approaches to

managing human resources. There emerged a highly valued centrally controlled

model of management. Practices often contradicted the philosophy of the open,

communicative, leaming organisation. Legitimate power was with the head of the

Setting, and, although those in middle management positions were expected to

practice in a professionally autonomous way, 'wrong' decision making could and

would be reversed. In situations of 'wrong' decisions staff are often judged to be

in need of ongoing teaching and advice. In some of the Settings there emerged a

tendency to control, advise, teach and organise in a way that disempowered and

made dependent, those who should be empowered and independent.

Transformations were reflected in statements such as:

I ... have a view that I'm here to develop people so that ... I can get on
ryith my _role ,... They were not allowed to develop persona[ly but
they used a whole range of, I suppose, gender styles to gain power.
(Orlando, excerpt from interview, lines 83-90)

Although the positive development of individuals was an element within most of

the settings, on the whole the importance of developing people (employees,

colleagues or patients/clients) was not predominant across the Settings. The fields

of discourse reflected involvement in the broader power relationships within each

of the Settings. The Settings were manipulated or controlled by either more

dominant disciplines, or were answerable to the powerful economic based state

and national bureaucracies. Practice methods were as controlled by politics and

economic constraints within the Settings, as were the roles and positions of

members within the Settings.

The political influences from outside the Settings are often overlooked by

members seeking to bring about change within the Settings. Discourses within the

Service Settings more frequently reflected professional, more developed and

informed approaches to these powerful influences. Knowledge of existing

258



policies, strategies and proposed changes to policies was often revealed to the

wider profession by those within the Service Settings. Formations reflected

denial by staff of health care agencies (particularly in the country) regarding the

need or positive outcomes of change. Rigidity emerged in the negation and

avoidance of change. Counselling of members of health care settings in both

administration and patient management was a valued discourse in the Service

Settings, and included teaching about

four. (Ryder, excerpt from interview, lines 319-324)

Different approaches to both nursing and administration are often quite archaic,

inefficient and costly, particularly in professionally isolated areas. Although these

situations are often viewed with humour, they represent serious opportunities for

change and education. The Service Settings take seriously the responsibility of

providing professional education and staff development, although the core role

and function of the Settings is not necessarily one of education. Generally the

educative requirements of staff of health care agencies was about everyday

management. This is not an educational area necessarily provided by the

Academic Setting, nor are the consumers of this education necessarily interested in

university programmes. Whatever the need, discourses reflect a deficit in

management and human resource skills in Nursing generally and the need for

education. Are individual nurses deficient in personal and professional

development? If this is the case, is the answer the provision of resources or

examination of what inhibits the development of nurses in these areas? If nurses

are truly professional, why do others have to continually plan and negotiate their

development?
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Change and a general lack of understanding by nurses of the function and purpose

of the Settings and their legitimate power bases are often a source of conflict

within Nursing. The provision of information and education assists in the dilution

of this conflict. Conflict is a reaction that the Service Settings are prepared to

manage. One formation reflecting tension and conflict within Nursing is the

comparison between hospital preparation of nurses and university education.

Practitioners who participated in university study, were a group apart from those

who believe it is 'a waste of time'. one participant spoke of her experience:

Little factions ... occlff ... related to those that are at uni and those thqt
aren't qnd what's q why .. time.
OK, it's a pain for e t (Uni have
done it support us .. some valid
and think...we are wasting our time .... That makes it hard. Hands on
is the best, wiII be what those people say.... (Donalbain, excerpt from
interview, lines 384-393)

Memories of the 'good old days' represent safe ground for some nurses.

Differences in educative preparation of nurses continue to represent a threat to

some practitioners. Tertiary prepared nurses frequently have their practice, and

often their programmes, denigrated. Acceptance of the present system is

problematic for some individuals and continues to cause conflict, particularly in

the Clinical Setting. These discourses take precedence over those related to

research and publication about the work of nurses.

There emerged a element of hostility perceived to exist between the Academic and

clinical Settings generally. This was believed to be related to divisionary strata

developed in Nursing that separated hospital prepared nurses from those with

tertiary education. Tension between academic and clinical settings are present

regarding what and how student nurses should be taught in order that they

become competent professional practitioners. Discourses claiming ownership of

tertiary students was lacking. Lack of co-operation was often part of this. Tertiary

nursing students are perceived to be 'not welcomed'; tertiary students are often
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labelled 'your students' and not identified as the novices of the profession, the

professional nurses of the future or future employees in health care agencies. The

Academic Setting practised'marketing' students to the Clinical Setting to ensure

that students were treated appropriately. Strategies to educate and dilute conflict

have been put into place.

Students are often confused about what practice to follow as they are pushed by

health care agencies in one way and taught different things by their preceptors.

Conflict between the values of the health carc agencies and the Academic Setting

and various strategies to overcome these emerged from the discourse. Managing

conflict resolution and settling disagreements emerged as very demanding of time

and the personal skills of individuals. Openness and communication was desired.

Personalities tended to intervene. Individual nurses often took other respected and

admired nurses as role models in order to manage conflict.

Administration within the Academic Setting valued identification of conflict and

management of conflict in a 'humane and dignified way'. Understanding of the

experiences of newcomers was also valued, although not always achieved.

Misinformation, lack of understanding and confusion about roles is often the root

of this experience.

conflict management is often avoided, or handled with hyperbolic humour. As

with any occupation, nurses find conflict and appropriate resolution difficult and

mostly uncomfortable. With so many different kinds of personalities involved in
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all of the Settings it is not surprising that 'long running conflict' occurs

(Alexander, interview, line 53). A whole range of various personal and group

practices and management styles emerge from the field of discourse that are

believed to relate to conflict, its occurrence and its resolution. Consultation and

collaboration are valued practices in the Academic Setting, while expectations

regarding communication and working together differ in the other Settings. [n

Settings where registered nurses work with other disciplines, conflict about

communication, exploitation, exclusion and lack of consultation occurs. In

Settings where Nursing is dominant and shared knowledge and values prevail,

expectations of responses are limited to other nurses. Expectations of

communications with other members of Nursing emerge as stereotyped, while

those with members of other disciplines are less so.

Discursive formations reflecting the immaturity of the professionalism of nursing

practice and processes of disciplinary development emerged. These are related to

a tendency of those in authority to place nurses generally into dependent positions.

The discomfort of 'learning', rather than being 'taught' is inhibited, as most of the

Settings provide duplication of professional development and continuing

education. Continual change places a toll on the development of both professional

and discipline values as members of the domain consciously work to face often

unknown and intimidating situations. Members of the Domain are often 'de-

skilled' as they endeavour to adjust to frequent change and conflict. Conflict and

conflict resolution were strongly acknowledged as priorities for management

Nursing, The Role of the Nurse, Nurses

Nursing, the role of the nurse and nurses themselves represent the intrinsic

essence of the predominant discourse emerging from the Settings. Nursing is

protected through careful recruitment and the grooming of appropriate members to

fill valued positions. Recruitment of nursing staff is done purposefully through
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graduate nurse programmes and by encouraging ENs (already .members of

Nursing) into the profession of Nursing. The basic nursing skills of the enrolled

nurse are acknowledged as a valuable complement to the role of RNs. Enrolled

nurses are actively encouraged to continue further study to the level of RN.

Recruitment involves judgement and evaluation based on the values of Nursing.

The longtime experienced members of Nursing exert disciplinary power and

control over shaping nursing skills within a particular specialty. In this sense the

nurse who is not suitable for a particular setting will be counselled to move on.

Orientation programmes are offered to new nurses moving into any health care

setting to provide, not only introductory knowledge and professional support for

the novice or new comer, but socialisation into the organisation. Further

education of the novice nurse in specialty skills is required. Specialty courses are

offered in health care settings, usually in collaboration with the university sector

on a full fee paying basis.

The concept of self regulation was expressed as an ideal. Formations reflecting

reliance and dependence by nurses on the Service Settings to provide professional

education and relevant information caused ongoing concern. The Regulatory

Setting interprets legislation and policy for many nursing groups. Dependency on

the interpretation by others reflects the power given to those who provide the

interpretation and, represents an inherent reliance on the providers of the

interpretation or the information. The maintenance of such dependency was time

consuming for the provider and also kept the provider from fulfilling other

functions and roles.

Discourses reflecting the value of providing interpretation of policy and legislative

law in relation to work related issues emerged from the Professional Industrial

Setting. The provision of interpreted information to both members and non-

263



members of this Setting required a 'high level of servicing'. Those who sought

information represented 'cases', which were entered into a data base in order to

show the range of information requested. The record of all information

represented a powerful information resource that is valuable in gaining industrial

advantage for nurses generally. Advice is sought on industrial issues such as

work cover, pay issues, rosters, role changes, The Nurses Act, the Dangerous

Drug Act (DDA). For example, one nurse rang'querying the Nurses Act, and the

DDA Act on the drug counts .... They'll often ring up and say "the counfs

wrong, what do we do" or, it could be "the count's wrong and they're blaming

me for taking drugs" ' (Jeremiah, excerpt from interview). The power of health

care agencies to 'blame'the nurse in these situations is obvious, although, on the

other hand, nurses are humans and also become involved in drug addiction and

incidents related to drug abuse. Both professional and personal counselling were

also highly valued, as was the concern that professional issues for nurses often

become personal issues and affected both their personal and professional lives.

Knowledge of nurses' rights and appropriate actions in these situations is

important. Nurses depend on the Professional Industrial Setting and the

Regulatory Setting to assist them in unusual situations. Nurses are often unsure

where to go for information. The provision of information, professional support

and ongoing education is highly valued by the Service Settings, and reflects the

history of the Settings. The value of providing information and dealing with the

broader issues in Nursing, often leads to the development of policies and

publication in Nursing journals.

The value of education for nurses is intrinsic within the predominant discourses of

the domain. Formations reflecting how or why dependency and professional

immaturity was perpetuated did not emerge. However, there emerged concern

generally about the professional immaturity of many nurses and nursing groups.

'Nursing [is] still in dfficulties related to its members having mnture lcnowledge -
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being able to act in [a] mature way' (Addie, excerpt from interview). Emergent

discourses reflected concern regarding the need and importance for maturity in

individual nurses to enable nurses to understand themselves and others (family,

colleagues and patients or clients). This is seen as an imperative in any

individual's education in preparing them to be nurses. Because nurses generally

represented a cross section of the community , arange of individual behaviours is

to be expected. Cases of professional misconduct and patient abuse are often

emotional and cruelly paradoxical in the eyes of those who see Nursing as

'caring'. The Regulatory Setting manages nurses through regulation of the role of

the nurse and challenges nurses as professionals to answer for their actions. One

nurse explained that: 'sometimes I get angry at things...We try to resolve

fparticular cases] in the best possible way for all concerned...' (Celia, excerpt

from interview).

The Regulatory Setting has a responsibility to maintain its authority position in

order to regulate and monitor nursing practice. Reactive and proactive practices

are used by the Regulatory Setting in maintaining its mandate to the public. The

performance of nurses is judged on the basis of the law, however these

judgements are necessarily subjective and influenced not only by the culture of the

Setting but the culture of Nursing generally.

In maintaining its position of authority to regulate and monitor nursing practice,

the Regulatory Setting provided support to nurses through handbooks and a

quarterly journal published through the Setting. Specific Nursing groups (eg,

psychiatric, disability and ENs) are encouraged to provide representation on

committees. Continually providing support and resources developed a structure

that nurses could rely on to assist them to develop professionally. Consultation

and advice covering a range of issues related to management were available from

the Setting. The dependency produced by the maintenance of such an advisory
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stucture meant that nurses did not have to work through these problems

themselves. Such approaches could weaken autonomous thinking. Provision of a

range of guidelines, policies and the like is questionable in its actual assistance in

developing responsible and thinking nurses. Has the ongoing support that has

been provided only continued to keep Nursing at a developmental stage?

Discursive formations reflecting the acquisition of research grant monies that

could have been used to involve members of the profession in projects on an equal

footing were not present. The professional responsibilities of the Setting favoured

the provision of information and advice, consultation for management issues,

guidelines and policies on practice and professional development over and above

those of research.

The importance of both the personal and professional development of individual

nurses in maintaining the competency base of Nursing, becomes a focus for

orientation programmes and professional and staff development programmes.

Continued development of the individual is highly valued, as is the concept of

freedom to learn, both at work and in one's personal life. Complaints that emerge

from the Clinical Settings reflect incompetence of practice and personal issues

such as drug and alcohol abuse. The rehabilitation of nurses through the

provision of education is highly valued. This raises the question as to the

appropriateness ofeducation and professional development for errant nurses?

The Regulatory Setting takes on both a personal and a professional counselling

role in their approach to remediation and rehabilitation. Nurses become 'cases'to

be treated, cared for, and rehabilitated in order to retum to Nursing. Members of

the profession are not necessarily lost or discarded on the basis on their

incompetence. A positive approach is taken in order to retain individual nurses

where possible. In this Setting members who are registered nurses use a range of

skills, including their clinical assessment skills, when considering cases that come
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to the Setting. Coordination of physical and neurological investigations for nurses

facing complaint are often necessary. The reaction to individual nurses who fail to

fulfil competencies or who do not achieve expected levels of conduct is usually

based on a complaint made by another person. A range of organisations liaise in

order to do this. Formations that reflect these practices reveal not only the

mandate that the Setting has to protect the public but also the 'rule' of nursing, that

persons within the care of nurses are sacred and protected. They should never

have to fear assault or criminal behaviour from a nurse. The role of the nurse is

to care, and this care is to be akin to that of humanism with a Christian ethic. But,

in spite of unprofessional behaviour on behalf of any nurse, the role of the nurse

in regulating such unprofessional behaviour is also to be humanistic and

Christian. Management of such cases is to be well organised and coordinated

efficiently. This nursing ethos of humanistic and Christian care is outside of the

legal requirements of professional and competent practice required by the Nurses

Act.

Nurses generally face many issues in the work place. 'Work 
pressures prevail that

keep nurses from involvement in research and projects that support research based

practice in the work place. The general pressures of work cause anxiety and,

ultimately dissatisfaction. Organisational structures control the development of

knowledge and perpetuate traditional task oriented approaches to care leaving

nurses little time or energy (after heavy and often physicial work) to be involved

in research. Discourses reflecting negotiation and flexible management that allow

development of knowledge, or recognise the 'maturity' of Nursing as a profession

that could manage its own development within the health care agency were

limited.

Nurses are expected to care for any type of patient. Formations reflecting generic

practice emerged following a management decision to make ward closures and to
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transfer some patients to existing specialty wards. Changes to the structure of

wards was decided by an executive group within Nursing management. The

specialty nursing focus within the Clinical Settings was often changed on this

basis. The irony was that the health care agency had paid for nurses in the Setting

to do courses relevant to the specialty that was removed. Discourses reflected a

devaluing of nursing knowledge. Nurses are forced to re-educate themselves in

order to respond to structural changes enforced by management, and to provide

for the needs of different kinds of patients. Nurses are reminded constantly of

their employee status, and the power of organisational restructuring.

Organisational structures control and dictate the patterns, focus and scope of

nursing practice within health care agencies. Economic rationalism and

restructuring changed the knowledge base of this Setting and the knowledge focus

of the individual nurses working within the Setting. It was the health care agency

structure that designated what nurses did, not the specialty knowledge that they

had as professionals. These discursive formations reflected the power and control

of the nursing hierarchy in the health care agency. The generalist approach to

health care reflects an economic approach to ensuring that nursing staff are

available to cover all patient requirements. The manipulation of nurses as a labour

force and the pressure of work perpetuates disempowerment and a task based

culture or philosophy that becomes an end in itself, and a reason why change

cannot be tolerated by the majority of nurses.

There emerged formations regarding the inequity of nurse patient ratios. These

depended on the nursing specialty. In the Intensive Care Setting the nurse patient

ratio for some patients was l: I care, while in the Medical Setting most patients

were cared for on a l:10 ratio. This made it almost impossible to fulfil a tertiary

level of professional work that was supported by research, teaching and

involvement in other collaborative activities that ensure quality care and enhance
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the discipline. This is especially hard for new nurses, who become socialised

into a traditional attitude that values task completion.

The movement of patients within the organisation was controlled by the

classification of wards based on medical diagnoses. Patients are admitted in a

systemised way and nurses on specific wards will admit specific patients, with

specific diagnoses to particular consultants. Use of specific language within

wards, such as 'outlies'is used to identify a patient 'belonging' to another ward

where a bed is not available. 'Outlies' are transferred to the Medical Setting as

soon as a bed is available. The knowledge base differences between the nursing

practice specialties is such that nurses are uncomfortable nursing 'different'

patients. Nurses suffer anxiety in situations where the knowledge base is

precarious or not known. Appropriate knowledge is an important part of any

nursing discourse.

The different nursing knowledge reflected in the role of the specialty nurse,

ensures protection of that role and maintenance of a knowledge base. For

individual nurses to lose a nursing knowledge base due to restructuring is

detrimental, not only to their professional confidence, but is a loss to the specialty.

Different values related to Nursing emanated from the different specialties. This

reflected a different type of knowledge needed for the nursing specialty. There

was a sense of security in specialty knowledge that made some nurses fearful of

having to work in another nursing specialty with different types of patients.

Knowledge differences between nursing specialties is seen by some nurses to be

vast.

Not only are the structures of the health care agency shaped by medical

requirements, but so are the specialty classifications within Nursing discourse.

Medical terminology determines, for the most part, the specialty of the nurse and

their support of medical ca¡e. Although this seems obvious in the Intensive Care
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Setting, it is also the case in the Medical Setting. Individual nurses are attracted to

different types of nursing. Discursive formations reflect the differences between

the specialties. Medical nursing is complex and encompasses the whole patient.

For example, Titinius (a medical nurse) explains what attracted her to medical

nursing.

Discourse acknowledging the complexity of the role of the medical nurse and the

fact that there is always something to learn emerged from the Medical Setting. A

balance between work role, social role and opportunities to discuss issues on the

ward were important. Support and awareness of the heaviness of medical nursing

was acknowledged. Medical work can be intimidating for the beginner who, like

any novice, has to be socialised and 'learn the ropes'. There is a large span of

knowledge that any nurse has to learn; this is complementary to the basic

generalist knowledge base that any nurse has at his or her fingertips after

graduating from university, Specialty nursing skills are gained within the practice

areas. Similar to the intensive care nursing role, the non-intensive nursing role

includes medical knowledge, and knowledge that relates to the health care

professions that contribute to the care of the person within the specialty arca.

Although the Service Settings seek to protect the role of the nurse and of nursing

work, this is done in different ways. The Regulatory Setting provides support for

Nursing by defining nursing work and advising organisations on the appropriate

nursing support required. Support is provided to employ and prepare nurses for

new roles within community based organisations.

In actualfact, the jobs out there in the community are the ones that are
g_oing to guide the líg-ht-for the future of Nursing. The new concepts
[are] consultation, collaboration, accrediting care workers and actuàlly
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4girs land-s on where necessary. Its a new concept, it's brand new ...
I'm ..' involved very s!ryrygly with a lot of grouþs. (Addie, excerpt
from interview, lines 392-391).

Nursing work is on one hand, very physical, and on the other, intellectual. The

numbers of patienlclients in a nurse's care are a significant responsibility. The

nurse needs the appropriate resources to be able to provide adequate nursing care.

The responsibility of having a novice nurse to supervise and teach, as well as

having patients to care for increases the workload. Most experienced nurses cope

with large complex work loads, in which special nursing knowledge, skills in

organising, coordinating and managing are inherent. The number of patients any

nurse cares for in a given shift depends on the staffing ratio for the department

and the intensity of the required care. Intensive care units tend to fare better with

staff due to the nature of the technological demands, while nursing on the wards

may not fare as well. Although nursing work load in some wards may be quite

intensive, it is not the highly valued kind that occurs in specialty units.

The routine of the health care agency ward is structured to work at its most

organised and efficient level. Support for patients in assistance with their bodily

needs, hygiene, and comfort is given depending on the constraints of time,

workload and patient to staff ratios. It is often during these intimate occasions that

nurses can communicate with the person. Nursing tasks are finished before

breakfast, in order for everyone to be as comfortable as possible by breakfast.

During breakfast patients are given assistance with breakfast where needed and

medications are given out. In the open ward nurses are rostered to each corridor,

thus allowing patients to be easily observed and under the constant watchful eye

of the nurse, Incontinent patients can be identified and made comfortable as soon

as possible. The open wards hold a number of patients (in this case thirty beds

were allocated to this ward) who have their day organised and controlled by the

nurse who interprets the medical care plan and facilitates drug regimes, medical
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procedures, xrays and visits from other HCPs. The patienlclient in.a HCA has a

very busy life. The nurse co-ordinates and organises the patient's day in a way

that allows order in all that is required. Nurses evaluate the health of patients,

assessing their comfort and using communication skills to build a rapport so that

they can intervene in the best interest of the patient. Time is an element in

developing a relationship. Often nurses do not have time to develop a relationship

but have to intervene in personal ways for the patient. The basic nursing

management is about organising, planning, managing and coordinating the

patient's day to ensure that patient needs are met and that medical and other

procedures are carried out. This organisation is done within a structure developed

by nurses with knowledge of the interaction of the different HCP activities. The

specialty skills are developed over time and with experience. Professional

relationships between doctors and nurses are important. Behind this is the value

placed on communication in health care settings and the collaboration between the

HCPs. The care provided to the patient is done in a collaborative way that values

the input from all HCPs. Time constraints due to staff reductions is an issue

related to economical rationalisation of the health care services. This will always

be present particularly in the situation where central control of the health cares

services within any state exists.

V/orkloads within each of the Settings was demanding. In each of the Settings the

heaviness of the workload was expressed as a deterrent to managing quality

teaching, patient communication, and innovative creative work. The value of

research and publication is not strongly represented within the discourse.

Teaching and nursing practice are highly valued. Nursing work represents highly

skilled work, whatever the setting. In medical nursing the knowledge base

required and the work associated with multidiagnoses is demanding. When

patients are handed 'awful diagnoses' it is the skill of the nurse to be able to

support and help the patient that is important. Surgical nursing is perceived by
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those not involved in it to be straight forward, however the surgical.nurse would

probably disagree. Although differences are perceived in the specialties of

nursing, it is the knowledge base and the technical skills that make the difference,

and the underlying philosophies that guide them.

The nurse, her or his role and all that that represents was the essence of the

predominant discourse. The actual formations reflecting the philosophies,

theories, values and reasoning that reflected Nursing were largely invisible. They

were present in the background and were expressed in a 'taken for granted'

manner. It is only when 'what a nurse does and says', is accepted as what a

nurse does and says, that a perspective of the domain can be realised. Even then,

the complexity and richness of the domain can only be described as a reflection,

an interpretation, of the researcher's perspective of the domain.

Careful selection of those taken into Nursing occurs in an unofficial way through

student nurse placements and officially through GNPs. The previous opportunity

for socialisation and evaluation of student nurse performance through hospital

preparation is made possible through such selection. HCAs can again determine

for themselves, the quality of the nursing work force that had in part been taken

away from them by the transfer of Nursing education into the tertiary sector.

GNPs empower nursing management to be able to make choices regarding quality

of preparation for employment and evaluation of performance. ongoing

evaluation and education was a value. The presence of 'complete' trust in the

outcomes of university Nursing programmes did not emerge.

Nurses, the roles of nurses and Nursing generally are 'regulated' and controlled

by the Service Settings and the bureaucracies in which health care is planned and

provided. Nurses as individuals and groups are rendered dependent upon the

cultures, policies and procedures of each of the Settings. These are positively
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justified in favour of protection of the community, protection of the nurse from

exploitation, development of the profession to protect nursing, and maintenance of

efficient organised professional practice that brings order to health care. Self

regulation was expressed as an ideal. All of the Settings took on the responsibility

to offer professional development and continuing education that maintained an

element of competition, Collaboration and networking were ideals rather than

realities. The values of Nursing, present in caring attitudes, providing

information, counselling, teaching, guiding, doing for others what they cannot do

for themselves, assessment and evaluating, to name a few, were present in each of

the Settings and were applied to each group of consumers whether patients,

students or nurses themselves. Specialty knowledge was protected by the nurse

and was valued as different, and often believed to represent 'real nursing'.

Nursing within HCAs is influenced by the medical model in the development of

language, knowledge and classifications for nursing care.

SUBDISCOURSES - THE ONTOLOGICAL F'IELD:
THE TAKEN.FOR.GRANTED ESSENCE OF NURSING

The subdiscourses that arose were highly valued, but often represented'taken-for-

granted' concepts that nevertheless contributed to the essence of Nursing

discourse. The consumers of Nursing work practiced within the Setting were

central within each of the Settings. For the Clinical Settings, discourses

ultimately focussed on the person as the patient/client requirin g caÍe, with the

means to providing that care, often being predominant in everyday discursive

interactions. For the other Settings, the patient was perceived as the 'end';

education, protection of the community, industrial and professional emancipation

of the nurse, and management of the nursing labour force emerged as the 'means'

through which patient care is provided. Within the Academic Setting, the student

was less central to the predominant discourses discussed above, while in the

Regulatory and Professional Industrial Settings nurses, their performance and

organisational management were the central focus of discourse. Philosophical
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beliefs about human existence were interlocked throughout the network of

discourses and were reflected in desires by individual nurses to be more involved

in moral decision making, the espoused philosophical framework through which

practice was guided. Understanding of the human body emerged, not just on the

premise of personhood, but also as a social object and the focus of nursing care.

The patient, the nurse and the student all became the focus of the Nursing gaze.

The histories of the development of purpose and functions of some of the Settings

were significant. The history of Nursing generally overshadowed all of the

discourses but did.not emerge unless issues related to the position of Nursing

within health care \ryere discussed. All of these subdiscourses contributed in some

way to the reduction of the perceived chaos of health care, and brought

understanding and perspective to often diffîcult situations.

Patterns of Nursing Care

Although the application of Nursing theories did not emerge from the formations,

the comprehension of an explainable and justifiable pattern of patient care as a

precursor to mafure, accountable nursing was valued. The nurse practitioner cares

for many different people who suffer from many differing health conditions. The

establishment of a pattern of nursing cate, a routine for patient care, is good

management. Various protocols,laid down by, and in some cases for, the doctor

or the consultant, are carried out by the nurse practitioner, who also ensures that

the doctor has done the appropriate paper work and has adhered to the existing

current protocol. The maintenance of a good relationship between the nurse and

the doctor is in the best interest of the patient. Although the patient may be

defined as 'belonging' to a particular doctor, it is the nurse who is in the position

to develop a close interaction with the patient.

Discursive formations reflecting the protection of Nursing highlighted the

justification for maintaining accountable and responsible practice and supervision.
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Practice care plans that could be delegated to other practitioners under supervision

of the nurse were expressed as an ideal. The avoidance of responsibility in

supervising 'others' who provided nursing assistance was expressed as 'giving

away' the responsibility of Nursing. Delegation of nursing care to another

practitioner or health care worker requires that the nurse continue to be responsible

for ensuring that appropriate care is continued. Nurse practitioners often do not

understand that, although they can delegate a task, they cannot delegate

accountability and responsibility for care. Nurse practitioners generally have

difficulty in perceiving the ramifications of delegated care. The delegation of care

places Nursing at risk of losing what little control it has over nursing care.

Protection of the nurse patient interaction and patterns of nursing care that include

patient involvement are highly valued within some Settings.

The role of the consumer (particularly the patienlclient, as well as the nurse or

student) emerged as a valued contribution to ongoing planning within the Settings.

The power of professional nursing knowledge, negotiation with the patient and

professional accountability emerged out of discourses reflecting patients and their

contribution to nursing. The proximity of the nurse practitioner to the patient and

its relationship to accountable practice emerged. Ownership of nursing practice

was valued. The greater the mass of nurse practitioners involved in patient care,

the more diffuse is the ownership of practice. A greater emphasis on patient

involvement and communication ensures that accountability is more possible than

in traditional task emphasised care. These attitudes were reflected in some of the

Settings, as was the impact of resource allocation and bureaucratic control over the

facilitation of autonomous patterns of nursing care that enhanced professional

accountable practice with consumer involvement. The power of the HCA and the

system generally intemrpted the development of innovative nursing care. The

control of health care and HCA structure is often ascribed to the medical model.

However, it is often not the doctors themselves who have such power, but the
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bureaucracy. Although nurses generally are employees and carry out the doctors'

orders for the patient, the nurse also has significant control in the patient-doctor-

nurse relationship. There was a lack of recognition of the potential and actual

power and control that nurses and Nursing were ascribed.

However, the use of power and control is collusive, between doctors and nurse

practitioners. For example, chemical control over patients in order to provide safe

care is actively supported by nurses in the Intensive Care Settin g. 'The reason for
the sedation is because we want to maintain control ... to run all this treatment we

need to have (the patient) under control .... We can't høve her moving arounà too

much in the bed ... fidgeting or jumping or being uptigh f... '(excerpt from

interview, Barnaby). This, of course, represents a common sense approach to

care for an 'incompetent' patient who may otherwise harm themselves and is

justified paternalism. But it also reflects the control over the patient that the nurse

can use in collusion with the medical officer.

History

The history of the Service Settings were woven through the discourses emanating

from these Settings. The history of both the Regulatory and the Industrial

Professional Settings are described in the ethnographies. Rather than go into

further detail regarding these, it is sufficient to say that discursive formations

reflected the power of history on the justification of the functions and purposes of

each of these Settings. Although networking was valued, the overlapping of

many of the functions suggested the competitiveness of professional reputation

and relevance.

Statements related to the historical aspects of Nursing did not emerge from the

Clinical Settings. The stereotypical image of the military nurse and the matching

authoritarian attitudes ascribed to many traditional clinical nurses was something

x
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that nurses in these settings abhorred. The traditional matriarch of Nursing was

something that nurses in the Clinical Settings perceived as a'spectre' in Nursing.

within the Academic Setting discourses reflected 'the good old days'. Where

control and justification for situations was required, historical events were used to

confirm appropriateness of practice and the 'good' or 'bad' possibilities of

success for the future. Statements such as 'we tried that, it didn't work'emerged.

Present practices were contrasted against the'old days' in order to show how little

things had changed. This tended to reflect an atmosphere of negativity and

powerlessness that many within the Setting worked to change. The Regulatory

Setting discourse reflected the positive aspects of the present and referred to the

history of Nursing regulation as one that lacked understanding of the profession

and inhibited change ot' appropriate responses to professional issues. The

regulation of nurses was historically controlled by bureaucrats. Currently the

control of Nursing by nurses is still strongly defended within the Regulatory

Setting. For all intents and purposes this has been achieved but, given the

economic conditions of the 1990s, professionally focussed management may be a

thing of the past.

Health care issues for people in any country are not health profession specific.

This is becoming the case in the management of health care within Australia.

Special professional advisers are asked to advise on health requirements generally

and not specifically on the basis of any specific professional knowledge. Nurse

bureaucrats employed by the health department have a broad portfolio of health

care planning projects that do not just reflect Nursing. Health is becoming generic

within our society, especially where the funding of health is concerned. Within

South Australia the shift to a generic focus was ensured following the audit of the

public sector (Commission of Audit 1993). This was economically driven.
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Questions regarding the interests of Nursing in such a system arise. Is Nursing

controlled by the structures of organisations?

Philosophy

Philosophy was most strongly expressed when emphasising human existence, the

person - and the practice related to the health of the individual person. The

Bureaucratic Setting developed a philosophy of Nursing for the State (SAHC

1993), however it was obvious that individual nurse practitioners held their own

nursing philosophies. The ultimate aim of any philosophy about nursing is the

development of theory to guide practice, facilitate support for nurses and improve

their efficiency and effectiveness, and focus the role of nurses in their care for

patients, clients, and their families.

The involvement of nurses within the Intensive Care Setting in 'philosophical',

'non-technical 'moral decision making in patient management is dependant on

'the nature, the personality of the nurse involved' (excerpt from interview,

Langdale). Acknowledgment of nursing experience in the Setting, or strong

professional and collegial relationships between the nurses who worked in the

Setting for a long time and the doctors may lead to this possible involvement.

Involvement dependent on individual personality means that the nurse needs to be

very assertive or'pushy' to be involved in such decision making.

Some nurses believe that what they are doing for some patients is hopeless, but

believe that they have to continue to give treatment. In one situation, the

'condition' of the patient was perceived to be of greater significance to medical

research than to the positive outcomes for the patient.

To be ether we are investing a lot of
time a oúcome for this patÍent anå,that's excerpt fiom interview, lineé
181- 1
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There is a sense that even the doctors believe they are locked into giving care in

hopeless situations. The significance and responsibility of resource allocation is

questioned by nurses in hopeless cases where'fairly predictable outcomes' are

obvious. The personal experiences of nurses in many of these cases often leads

nurses to develop an attitude of cynicism and intolerance for the system. The

often stressful and emotional nursing work in critical acute settings takes a

psychologically emotional toll on nurses working in these settings. The inevitable

death of patients who have been the focus of this work leads to negative and

cynical attitudes about the power given to medical care. The importance of

making moral decisions regarding the care of humans is a real issue for nurses.

The sense of disempowerment of some nurses is exacerbated when management

makes decisions without consultation of those who will be affected. The ethical

issues of resource allocation were often most strongly felt by those who worked

in the Clinical Settings. The decision to install an expensive rostering system for

human resource management rather than provide a 'standards based clinical

system' of nursing care (evaluation of appropriate patient management plans) for

patient management was not perceived to be in the interests of 'best practice'.

Differences in values that impact on resource allocation emerge from the

organisational management level, and the broader health care industry at State

level. The administration of a large organisation requires that a range of decisions

are made; not all of them will be acceptable by those affected by the outcomes of

the decision. The macro-economical decisions within any organisation are

controlled by administrative people who have much more power over the budget

than nurses in administrative positions, let alone nurses at the bedside. This

places in question the extent of the power that a DON has in an executive position.

The structure of the bureaucracy and the management of the budget in the case of

public hospitals also depends on the greater political power of the health

department. Ultimately the ethical practice of both doctors and nurses depends not

just on adequate resource allocation, but also on appropriate decision making.
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However, the contribution that nurses are called upon to make in ethical decision

taking in acute care areas is often negligibte; consultation by medical staff with

nurses regarding ethical dilemmas or situations is often too late to be of any

significance to the case. The health care dollar, as well as the organisational

structure of the organisation, impacts on the opportunities that nursing

practitioners have to act morally in providing acute care, The situation for the

patient or client tends to be overshadowed by the importance of managin g alarge

labour force and a large bureaucratic institution. The patient is often a means to

the end in these situations and nurses are for the most part powerless to respond

on behalf of the patient. The concept of advocacy is one that is about ideals rather

than reality.

The conceptualisation of human being, was that of a 'normal person'. when a

person is admitted to any health care setting, the concept of what represents

'normal' is highly valued. This discourse links with the discursive

transformations of medical knowledge and the body. This is discussed in more

detail later in the chapter. Moral issues regarding euthanasia emerge in specific

areas within HCA. however, statements reflecting this concept were not

significantly predominant within any of the Settings.

Research

Formations reflecting research as a positive concept related to the development of

Nursing knowledge did not emerge from all of the Settings. The structures of

some of the Settings allow for research positions, and some positions reflect the

term'research' in their title, but the work does not necessarily reflect the conduct

of research, or give it predominant value.

Professional issues are often valued over and above research. Research tends to

focus on professional issues to do with Nursing and is often about managing and
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organising Nursing. The conduct of research in any of the Settings is a new

focus, and one that each of the Settings is finding difficult to attend. Research

was reflected in the Clinical Settings and the Academic Setting. In each of these

Settings the concept of research is a significant factor in the structure of the

institutions. In the HCA research is contingent on the goals and values of the

discipline of Medicine. The HCA is structured around medical departments which

are affiliated with a university. The funds of many medical departments are reliant

on the money from research grants for their survival. As employees, nurses do

not experience this insecurity in maintaining departments. Research is often

related to university education and student work in masters or higher degrees

pfogrammes.

The concept of research in the Academic Setting is related to the performance

requirements of the University and is seen as yet another change emerging from

the transition of nursing education into the University sector. Recognition of the

value of research is developing, and requires a cultural change for the Setting, as

transitions occur, from the strong focus on teaching to a shared valuing of both

research and teaching. Nursing academics see themselves participating strongly in

research in the future.

TRANSF'ORMATIVE DISCOURSES . THE TRANSFORMATIVE
FIELD: THE FUSION OF HORIZONS

Transformative Discourses are those formations that reflect identifiable knowledge

from other disciplines. Differing transformations emerged from each of the

Settings, and were highly valued as they were taken, used and transformed to

apply to Nursing.

Medical and Technology

Both Nursing and Medicine are socially and politically controlled by the powers of

the bureaucratic health resourcing bodies within the country. However, the
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political cum economic model of health care that is applied by Government health

commissions 'takes for granted the epistemological basis of medicine's claim to be

a science' (White 1988, pp. l-2) and demonstrates that sickness is a social role.

The health care profession required in the division of labour to monitor individuals

to ensure that they cannot move in and out of the sick role in an opportunistic or

voluntaristic way, is the medical profession. White (19SS) argues that it is not the

monitoring of the health role, or the valuing of human life that maintains the

medical profession's status within society, but their claim to 'scientificity'. The

status of 'science' as the powerful knowledge base within Western Society

ensures the dominance of medical knowledge within the health care settings.

Knowledge related to issues such as sanitation, infant mortality, and alternative

therapies undermine Medicine's claim to scientificity. These social issues of

health are also the concerns of Nursing, as is the movement into primary health

care. The continuing value of 'science' in the care of individuals is evident in the

marginal discourses of Nursing in both the Medical and the Intensive Care

Settings. The example of the high value placed on attendance at retrievals of

emergency cases reflects, in part, the high value placed upon medical technology

in responding to patienlperson needs. Retrievals are a medical initiative that are

coordinated for the provision of emergency health care to regional sectors within

of the State. The Health Commission designates the patient to sector ratio.

Nurses working in acute care settings attend retrievals. Individual nurses and

departments compete to attend retrievals, and escape, for at least some time, the

routine, mundane work of the institution. Retrieval attendance allows the nurse to

be involved in the 'real life' drama of emergency and accident attendance, and, in

this sense, it provides added excitement and challenge to the role. Participation in

retrievals is said to be one of the 'perks' of the acute care setting. Involvement in

such cases gives the nurse credibility and status within the acute care environment

and enhances his or her reputation. Participation of nurses in retrievals, especially
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if specifìcally requested by the medical staff, provides credibility of the knowledge

base of individual nurses and nurses of a particular setting. There is continuity of

discourse as the nurse supports the role of the doctor. Only in a few situations

does the nurse attend a retrieval alone. Nurses working in this setting show a

deep knowledge of medical and technological processes as they support and co-

ordinate the medical care received by the patient.

The domination of Medicine within HCAs was evident (as mentioned above) in

the naming of health care requirements. The provision of care related to the

Diagnostic Related Groups (DRGs) was classified into different types of

medically identified illness phenomena. Nursing care within the Clinical Settings

was similarly named within the confines of medical classifications. For example,

the specialty of 'medical nursing' is defined by its members as 'medicine'.

Nursing had taken the medical language to classify the differentiation of its

practice.

Where projects are related to information technology, close contact with nurses

within HCAs is necessary. Nurses are controlling the implementation of such

projects into the agencies. Both hospital bureaucrats and nurses (administrators

and managers) can be, and are involved in this process. Although projects are

coordinated through the Bureaucratic Setting, the HCAs are in control. The

HCAs have ultimate responsibility when the project is complete. The HCAs can

exert their power in directing the project.

Technology and the Body

Previous knowledge of technology and equipment, and the safety implications in

its use, is of primary importance in the Intensive Care Setting. This is often to the

extent that the patient, as a person, is of secondary importance. The gaze of the

nurse is upon the body of the individual person and their response to the

284



technology that maintains and controls the physiological mechanisms of the body

in the quest for recovery or even 'cure'. Lack of technological knowledge is a

prime cause of stress for nurses in this Setting. The struggle involved in gaining

the knowledge required to nurse in the Intensive Care Setting elevates the value of

this kind of knowledge, and ultimately research, for nurses within this Setting.

The condition of the patient is dependent on the equipment, and there is a risk of

relying on the equipment rather than the response of the body. The nursin g gaze

is at risk of being shifted from the body to the equipment. The technology

becomes an extension of the body. This further distances the body from the focus

of the professional gaze of the health care professional. Although working with

complex technology, nurses express anxiety in relation to 'maturity' or

'experience' of working in critical and acute care environments. Nurses seek to

achieve a high level of knowledge to work within this setting. Through this high

level of knowledge nurses also seek to be in control of their immediate work

environment by maintaining a time related routine of care. A strong grasp of the

required knowledge in the critical and acute care settings provides reassurance for

nurses. This is usually provided by the more senior nurses within the Setting.

Nurses within the Intensive Care Setting manage and coordinate nursing care of

individuals and nursing work. Nursing work within the Intensive Care Setting is

represented by knowledge about the maintenance and manipulation of medical

technology and procedures. Nursing practice in this Setting prioritised the

technology. Generic nursing care of the physical body of the person, the patient,

was secondary for most nurses within the Intensive Care Setting. The discursive

formations reflect the anxiety and stress caused by manipulation of medical

technology and procedures that nurse practitioners are responsible for carrying

out.
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The individual person/patient requiring intensive care was, if.not already

unconscious, sedated to render the body incompetent. The patient became a docile

body. The physical body of the patient was transformed into a controllable, docile

body upon which both nurses and doctors carried out their work. The nurse and

the doctor carried out tasks that were for the good of the patient, that enhanced the

individual's recovery and removal from the Intensive Care Setting. This

represented what Foucault identified as a power/controlling practice upon the

body. The body becomes an object as both nurses and doctors practice upon it for

its hopeful recovery. In this sense, Nursing is closely related to Medicine; the

remaining difference is about political and social power and the division of labour.

Nurses and doctors, as employees of the institution, were often both present

twenty-four hours of the day. It is only those doctors who have more senior

roles and who are permitted to privately practice or consult while employed by the

hospital who were not present twenty four hours.

Education

The discourses of education permeate those of Nursing. All of the Settings within

this study participated in discursive formations that reflected education. In the

tradition of all professions, the role of experienced practitioners was to provide

ongoing continuing and professional education for the members of the Settings.

Education in the form of the preparation of beginning professional nurses,

continuing education and professional development for experienced practitioners,

and the development of academic profiles through the completion of high.er

degrees was practiced in each of the Settings. The concept of 'patient education'

and 'personal development' was highly valued in both the Regulatory and the

Clinical Settings. This was a ìvay of informing other nurses and, in turn,

informing the profession as knowledge was passed from one nurse to another.

Education within each Setting, varied depending on the predominant discourse.
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For example, in the Intensive Care Nursing Setting the role of the team leader was

to teach the newcomers to the unit.

Encouragement to participate in ongoing education was not always easy. This

was particularity the case within Settings that were external to the clinical

commitment of nurses. For example within the Professional Industrial Settings it

was often difficult to motivate interest in specific nursing issues; often it was the

same faces, the same branch council members, worksite representatives, and

counsellors who participated in information sessions. The practice of consulting

and collaborating with a range of nurses and other professionals about health

issues in order to submit feedback on policy documents to the select committees

was viewed as an educative process to inform members of the profession about

specific issues. Nurses generally lacked understanding of political issues or what

was involved in responding to policy documents. Many meetings were under

attended unless they related to issues that impacted personally on individual nurse

practitioners.

It is not clear where nurses saw the difference between the act of informing and

teaching. For example, the Clinical Nurse Consultant would inform the Medical

Consultant of the performance of interns (medical student completing final work

experience year) and RMOs. This was obviously based on the respect that the

Medical Consultant had for the nurse's opinion. Another Clinical Nurse

'educated'patients on their chemotherapy. This may well be informing the patient

of the drugs and their side effects. The difference between informing and teaching

was not clear in either of these situations, but the value of education was

predominant.

Nurses within the Regulatory Setting saw their role in educating groups and

individual nurses about the legal aspects of the profession. Much of the education
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or information that was provided tended to be 'forced' onto members of the

profession on a 'need to know' basis in an effort to reduce harm to the

community. Dependency, immaturity and rigidity to acceptance of this type of

education was a constant part of the discourses about legal responsibilities.

Inservice education was always a problem given the time constraints and the

difficulty in encouraging nurses to attend. Skilful coordination and organisation

often provided a way of achieving the valued education and attendance of busy

nurses.

The offering of short courses for experienced professional nurses is planned in a

way that allows articulation into university awards. Some nurses choose not to

participate in university awards but will complete a short course thus allowing the

build up of university credit towards a university award. Given the continuing

tension between university and hospital preparation progranìmes the offering of

professional graduate certificates and diplomas (and short courses) provides an

alternative pathway to academic education for those who do not have an

undergraduate degree. Both the university sector and the health sector demand a

level of qualifications from nurse academics and nurse practitioners respectively.

The change by the Australian Nursing Federation in removing the requirement for

tertiary qualifications prior to promotion within the work place, has reduced the

incentive for nurses to do further tertiary qualifications which represent

profession al development.
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The importance of education in Nursing is extended to intemational markets to sell

programmes and attract students. Education has become a commodity that is used

to generate income for the university sector. The selling of academic programmes

is part of the university culture. Discovering what is happening in nursing in

other countries and getting to know the country is hard, complex work. The

nursing needs of the country require critical assessment and judgments on what is

most appropriate to offer. The reputation of the Setting is important in spreading

the name of the School into various overseas countries. International marketing is

now part of Nursing's agenda in the Academic Setting. International education in

Nursing is a new area in which most who participate are novices. Learning is

acquired through various Aid bodies who offer grants and incentives to be

involved in programmes. This represents discourses about marketing, education

and international aid, but also extends the knowledge of Nursing and the politics

and practice of nursing in other countries. Those who participate in international

education learn about negotiating, making appropriate contracts, bureaucratic

paperwork, and interpersonal communications where English is often a third or

fourth language.

Regulatory and Industrial Knowledge

The role of most unions is to educate its members about industrial issues, prepare

educational packages and maintain library holdings of both professional and

industrial resources as a service for their members. Industrial knowledge is a

subdiscourse within Nursing, but is the predominant discourse in the Professional

and Industrial Setting. The Setting provides consultation with those nurses who

do not have this knowledge. This is viewed as the professionally responsibility

thing to do. Nurses who work within this Setting maintain their own education in

legislation and law in order to provide this information to their members.

289



The role of nurses within the health care setting is to teach other nurses. This is a

way of informing other nurses and, in turn, informs the profession as knowledge

is passed from one nurse to another. This is based on the knowledge of the

specialty. For example, in Intensive Care Setting the role of the team leaders is to

teach the newcomers to the Setting. Informing and advising the profession is also

done through publication of interpretations of the legal aspects related to the

profession.

SUMMARY

The discursive formations that emerged from the Settings were categorised into three

kinds of discourses: the predominant discourses, the subdiscourses and the

transformative discourses. The predominant discourses representingthe epistemological

field were reflected in formations that brought order to chaos and included discourses

related to skilful coordination, efficient organsiation and management of the concerns of

the Setting; the organisational structures in which the Settings were positioned;

interpersonal skills, communication and relationships; the power and control related to

knowledge and its development; and Nursing itself, its practice and its members. The

subdiscourses, although highly valued, consisted of 'taken for granted' formations that

reflected the essence of each of the Settings. These represent the ontological field. The

"on**", 
of services offered by the Settings was the focus, be they patients, clients,

students or nurses themselves. These reflected beliefs about human existence, moral

decision making, patterns of nursing care, and the significance of history on the practices

of the Settings. All of these discourses contributed in some way to the reduction of the

perceived chaos of health care and brought understanding and perspective to many

situations. The transformative discourses representing the transformative field reflected

identifiable knowledge from other known disciplines. These included Medicine and the

use of technology on the body, Education, and regulatory and industrial Law. In the next

chapter the discursive formations that represent the nature of the discipline of Nursing are

discussed.
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Part 4

MAPPING THE DOMAIN
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Part 4

Part4 consists of a conceptual map of the domain of Nursing under the heading of: The

Epistemological Field, The ontological Field, and the Transformative Field.

The nature of the discipline of Nursing is outlined in the final chapter.
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Chapter 9

INTRODUCTION

This chapter presents the conceptual map of the domain of Nursing as it has emerged

from the findings of the examined discourses. In order to facilitate this conceptualisation

of the domain I have placed the categorised discourses into separate fields: the

predominant discourses sit within the epistemological field reflecting common multiple

realities regarding the reduction of disorder to order. The subdiscourses, due to their

taken-for-granted nature, I placed within the ontological field because they reflect the

basic beliefs about Nursing. The transformative discourses I placed within a

transformative field as they represent the emergence of knowledge transformed within the

domain of Nursing from a range of other disciplines.

PREDOMINANT DISCOURSES . DISORDER TO ORDER

The predominant discourses emanating from the Settings reflected those common

discourses of the Settings and the multiple realities existent within the various

environments in which Nursing work occurs. The predominant discourses in Nursing

reflected an adaptability of both the Nursing Setting and the individuals employed within

the Settings to respond to the structural, organisational, managerial, and political nuances

of bureaucratic institutions and the requirements of competent, quality professional

practice. The predominant discourses in the epistemological field represent the

expression of the multiple realities of the experiences of individuals working within the

domain of Nursing. 'When a newcomer first enters the physical domain of Nursing, the

predominant signs will be those representing the reduction of disorder in health care to

order through a range of quality, highly practiced, professional skills and activities

evaluated on the basis of relevant competencies.
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The Epistemological Field - Discourses of multiple realities in Nursing:
Reduction of disorder to order

The order brought to the chaos of
health care management

. skilful coordination

. efficient organisation

o management of the concerns of
the Setting

, interpersonal skills
. communication and relationships
o power and control and knowledge

developrnent

. Nursing, its practice and nurses

SUBDISCOURSES . THE ESSENCE OF' NURSING

The subdiscourses on the other hand are more difficult for the new traveller to discover.

However, their invisibility defies their value, for the subdiscourses reflect those often

taken-for-granted, highly valued, philosophies of Nursing which can only be discovered

by asking relevant questions. These discourses sit in the ontological field of Nursing as

they represent the very essence of the nature of Nursing.

The Ontological Field - Basic beliefs about Nursing
The taken-for-granted essence of Nursing

Reflect the taken-for-granted beliefs

about Nursing and nursing practice

a historical framing of the purpose

and function of Nursing work
philosophical beliefs about human

and moral decision making

patterns of nursing practice and

its relationship to nursing

knowledge

research and development of
nursing knowledge

a

a
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TRANSFORMATIVE DISCOURSES . THE TRANSORMATION OF
KNOWLEDGE FROM OTHER DISCIPLINES

The transformative discourses reflect that highty valued knowledge taken from other

disciplines, that is, interpreted and transformed into knowledge applicable to Nursing and

its practice. Nursing knowledge is a separate body of knowledge that is applied in

partnership with other health knowledge by a number of health care professionals within

the health care industry. These discourses I have categorised into the transformative field

which indicate a transformation of relevant knowledge, a fusion of the horizons of

knowledge, from related health care and human science disciplines.

SUMMARY

The map of the domain of Nursing guides the newcomer in identifying the nature of the

discipline of Nursing. The discipline of Nursing is characterised by an epistemological

field reflecting discourses of multiple realities regarding the reduction of disorder to

order, guided by taken-for-granted, often invisible ontological beliefs reflecting the

essence of Nursing, enriched through transformations of knowledge reflecting the fusion

of horizons of knowledge from a number of related disciplines to that of Nursing.

The Transformative Field: The fusion of horizons of knowledge

Discursive transformations refl ecting

discourses from other domains highly

valued in the field of Nursing

. Medicine

. Technology

. Technology andthebody

. Education

. Law-regulatory and industrial
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Chapter 10

INTRODUCTION

The discursive fields of each of the Settin-gs (within this study) were influenced by their

rationalisations, conceptualisations and theory related to Nursing. Theory reflecting the

value of human life and what is tolerable and acceptable as a good, or 'normal' life was

embedded in the discourse and applied in nursing practice. Values were interpreted that

related to what is acceptable as professional competent practice, safe for the community

and protection for the individual nurse. The conceptualisations of what represents caring

and how different forms of care are distinguished, defined and implemented were also

contained in the discourses. The values of the Enlightenment, the philosophies of

Florence Nightingale and those of nursing scholars who followed along with theories of

their time, all influenced the emergence of nursing discourses as significantly as did the

settings in which discursive formations related to Nursing are practised.

The discursive formations or regularities (the range of discourses) within the various

settings in which nursing work occurs, collectively reflect a domain with predominant

discourses which, truncated with discursive transformations (regularly used, valued

discourses from other known domains) and a multitude of subdiscourses (eg, discursive

formations modified and embedded within the predominant discourse), extend the domain

of Nursing beyond the traditional position at the bedside to a range of related settings

utilising nursing knowledge. The domain of Nursing is diffuse and ill-defined in relation

to the formations or regularities of the discourses, but it is possible to identify common,

highly valued regularities within the discursive statements. Questions put to the

discourses regarding the phenomena created and emanating from the discourses, the rules

and regulations that limit the discourse, the types of discourse and their differences from
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other discourses, the differentiations of status, sites and role positions present, and the

order of things provide some answers that enable the construction of a complex and

extensive image representing the domain of Nursing. The central predominant discourses

of the domain are not specifically about 'hands-on care' or the consumers of this care, but

are about the co-ordination and organisation of competent health care that ensures the

safety of the community and the provider of health care. This is made possible through

'taken-for-granted' subdiscourses embedded within the discursive formations of the

Settings.

The domain of Nursing is widely dispersed and dynamic. Nursing consists of multiple

discourses (thus a range of different knowledge) which are constantly shifting,

discontinuing and verging on the edge of future possibilities (Foucault 1974). The range

of discourses presented in Part I, shows a common thread connecting the discourses of

Nursing over time, and that, although the subdiscourses within Nursing have changed or

discontinued and been replaced by others contextual to the knowledge of their time - a

common thread intrinsic to each of the discourses - remains. This intrinsic

interconnecting thread of predominant discourses reflects 'the disciplines' that focus on

the 'reduction to order' that Nursing applies to the chaos of human health care.

The members of the discursive fields (the Settings) consisted of large active professional

groups who participated in the discourse of the domain. The members of these groups

also represented a cross section of society. The groups were heterogeneous, dispersed

and possessed many differing characteristics. The characteristics were contingent on the

purpose and function of the organisations and institutions in which the Settings were

positioned. The discourses revealed predominantly the objects of Nursing, and many and

varied regularities, concepts, and transformations (Foucault 1975). This Chapter

discusses some of the predominant discursive influences within the six Settings and

positions these within the domain of Nursing.
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THE DISCURSIVE F.IELDS: DISCOURSE AND THE SETTINGS

The predominant discursive formations that emerged from the six Settings represented the

common discourses throughout the domain of Nursing. These discourses reflecting

skilful coordination, efficiency, organisation and management permeated all the

subdiscourses throughout the domain. The process of discourse modification was

symbiotic, as influences worked two-ways with discourses from other domains

interacting and transforming nursing discourses as nursing discourses influenced

education,law, medicine and industrial relations. Nursing discourses generally emanated

from large bureaucratic organisations or smaller institutions related to larger bureaucratic

organisations. Bureaucratic organisations exert power and control over the formation of

nursing discourses. The structures, rules and regulations of the bureaucracies

significantly influence and shape the discourses and thus the disciplinary development of

Nursing.

Nursing generally is managed by bureaucracies and occurs within bureaucracies. The

Bureaucratic, the Academic and the Clinical settings are positioned within bureaucracies.

They not only ensure that quality nursing care is carried out (either through labour force

planning, education or the provision of a work force and an infrastructure for health

care), but also manage and organise Nursing itself. Both the Bureaucratic and the

Regulatory Settings through the interpretation of legislation (eg, related to resource

allocation for quality health care provision and the regulation of competent nursing

practice) have official and legitimate power and control.

The power of the Health Commission is that of a statutory body controlled by the

Minister of Health for the purpose of promoting the health and well being of the people of

the State. Nursing is represented in the Commission in order to inform the Minister

regarding health issues related to nursing practice contingent to the allocation of the health

budget. Included in the management of health care for the State, the Bureaucratic Setting

monitors health care agencies through a generic service (no one health care professional
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group necessarily monitors nursing in health care agencies), a cost effective and adequate

nursing labour force is a high priority within the management of health care across the

State by the Health Commission. The Bureaucratic Setting promotes professional

nursing practice through continuing education programmes and policies supporting

nursing research. The Bureaucratic Setting had instigated the career structure and the

computer network to facilitate rostering within the health care agencies along with cost

rationalising case management and DRGs. Although economics is a central focus of the

organisation, the Bureaucratic Setting focuses on the promotion of Nursing in the

implementation of cost rationalising policy and the professional development of the

profession in promoting the health and well being of the people of the State. The

Bureaucratic Setting is undergoing an audit for the purpose of improving public sector

performance' (Commission of Audit 1994).

The Academic Setting situated within the bureaucratic structure of the University is also

experiencing the consequences of change as the recently instituted NUS settles into place,

and restructuring of the University occurs. The core purpose of the Academic Setting is

to prepare professional nurses for the work force and develop the discipline through

research that informs practice. The Setting offers undergraduate and graduate course

work programmes, as well as research supervision in higher degrees. The Setting is also

required to generate an income by attracting full fee paying national and international

students. Nursing students like other tertiary students are controlled by the regulations

and rules of the university. The structures within the Setting reflect the academic

programmes and the scholarly interests of individual academics. Those reflecting

research are, for the most, instigated from management down. Approval for academic

programmes is gained through the University Council, although accreditation of

undergraduate programmes by the Regulatory Setting is required for graduates to be

registered. There is a sense of 'role ambivalence' for nurses who have 'become less of a

clinical nurse' and more of an academic. Nursing academics have either become 'set' in

their dedication to teaching to the exclusion of other aspects of academic life, or are
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involved in completing higher degrees, and commencing the development of their

research profile as well as fulfilling teaching commitments. The maintenance of

relationships between the Academic Setting and the other Settings, particularly the

Clinical Settings requires constant work . The primary foci of the Academic Setting are

the issues of education. The issues of external Nursing environments are not a priority

but are taken into consideration. Opportunities for networking and responding to the

needs ofthe profession are valued.

The Clinical Settings, both situated in a large acute health care agency are examples of

two different Nursing environments that reflect common values regarding process of

care but quite different values regarding philosophy of care. The hierarchical structure of

the Health Care Agency prevails in each of the Settings, as does the influence of the

Medical model. The Health Care Agency is facing constant change as a result of

economic rationalisations that have been projected onto health care within the State by the

Health Commission. The introduction of the Commonwealth Government's Casemix

Development Programme in 1989 and the application of the Australian National DRGs to

funding strategies has resulted in many changes impacting on the environment of HCAs.

The Intensive Care Setting is physically isolated and exclusive of other departments

within the HCA. The environment is busy, full of action suggestive of potential life

threatening drama. The circular physical layout of the Setting was purposefully planned

to allow continual surveillance of the patient which, coincidently, also allows constant

surveillance of the nurse who is there twenty four hour of the day. The goals of the

Intensive Care Setting focus on well organised, efficient patient care and staff

development guided by feedback from patient and family evaluation. The nursing work

is complex and requires a highly skilled knowledge base that includes knowledge of

medical procedures and technology, and, in particular, knowledge of the procedures for

retrieval of the acutely ill person. Nurses are allowed to learn at their own pace, although

high value is placed on the nurse with knowledge and experience which stratifies nursing
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staff within the Setting. The team approach to care facilitated well organised, efficient

and coordinated care. Nurse involvement in moral decision making was dependant on the

personality of the nurse and the medical person present during the situation.

The aims of the Medical Setting reflected resource allocation containment, education and

research. The Setting was physically situated on one of the multiple floors of the HCA

amid a maze of corridors and doors. The Setting had recently experienced a 'down-

sizing' of its bed numbers and a shift in the focus of specialty nursing care provision as a

consequence of cost containment in the HCA. The atmosphere was one of quietness and

calm. High quality interpersonal communication skills with patients and other nurses was

highly valued. The knowledge base of the Medical Setting was also complex and

included knowledge of many medical procedures and techniques. Experience and

knowledge were highly valued, as was efficient and well organised coordination of

nursing care. Computerised assistance was important for accessing, planning and

recording inpatient management and, through NASIC, maintaining staffing rosters.

Nurses were often involved in ethical situations that required participation in moral

decision making and supportive inservice education. Due to the need for nurses to

manage dying, death and grief during their working day, the Setting had developed an

interpersonal environment that was supportive and protective of nurses individually and

as a gfoup.

The Regulatory and the Professional Industrial Settings provide service to individual

nurses and nursing groups in order to protect the public, and to ensure ongoing

professional nursing practice. Both have specific functions that are linked with politics

and legislation.

The Regulatory Setting consists of a number of nurses, headed by a CEO who is a nurse

and is supported by clerical staff. Historically the regulation of nursing practice had been

carried out by bureaucrats who knew little of Nursing as a profession. Nursing was not
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historically recognised as a discipline, nor was ìt perceived as a self regulatory

professional body. The Regulatory Setting now offers both personal and professional

development in order to maintain the level of competence for individual professionals,

particularly those who have difficulties that lead to complaints regarding either their

personal or professional performance. The values of 'self regulation' and professional

development (due to a perception of 'professional immaturity') are present. The core

function of the Regulatory Settings, to regulate Nursing, has been extended in order to

take on the responsibility of developing the profession through counselling, advice

giving, consultation and continuing and professional education. The role and function of

the Regulatory Setting has extended greatly from its historical beginnings. This

represents the hard way of developing a disciplinary body of knowledge. Research that

is so desperately needed in the development of the knowledge base of the discipline has

been overlooked as other professional demands take precedence. Values related to

management, organisation and education of nurses and Nursing prevail.

The Professional Industrial Setting is a non-profit union which is guided by the Industrial

Relations Act and supports the Accord and enterprise bargaining. The core business of

the Professional Industrial Setting, strongly influenced by its historical beginning, is to

manage and control the industrial framework in which Nursing is positioned by

promoting Nursing and protecting the individual nurse from political and industrial

exploitation. A strong philosophy exists that reflects concern about the environment in

which the nurse works. 'Ulust philosophically I don't believe that ...a nurse can truly

perform hèr role as a nurse if she's exploited, ... not receiving ødequate salaries for her

task, [and] if the environment is unsafe'(excerpt from interview). From this position

controlled support is provided for the individual nurse to ensure that the nurse can

perform his or her role. The Professional lndustrial Setting takes on both a professional

and an industrial role as it participates in offering professional development and

continuing education in its mission to inform the Nursing profession regarding health,

social and political policies. The Professional Industrial Setting does for the nurse what
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he or she cannot, or will not, do for him or herself. This is in both the public and to a

certain extent within the private sector. The power and control exerted by the

Professional Industrial Setting is (non-party) political and relies on the power of the

collective unifying force of individual nurse membership. This power is focussed on the

interests of Nursing and individual nurses.

Contingent to the power and control of these institutions, and subsequently the Settings,

is an element of competition, as each Setting vies for a significant role in the provision of

services to Nursing and nurses. Duplication is present in the competition to control,

manage and educate nurses as individuals and as a group, and to promote Nursing for the

benefit of the profession and the discipline. Each of the Settings face in some way, the

dilemma of trying to be all things to all nurses and to Nursing generally.

REDUCTION TO ORDER

As mentioned above, the predominant discourses reflected the modalities that enabled

Nursing to 'reduce to order' the chaos and complexity of human health care. This was

reflected through the emergent discourses of skilful coordination, efficiency, organisation

and management.

Skilful efficient coordination, organisation and management are highly valued within

domain. They emerge within the discourses of the domain as processes through which

order is brought to the chaos of health care. Task completion is balanced against the

quality of the performance or practice to complete that task. The high value placed on

quality communication and the use of interpersonal skills is applied to the practice.

Paradoxically the discursive formations that reflected 'quality care' was made possible

within the Clinical Settings only when the expert nurse removed him or her self from the

bedside and coordinated care from an experienced base. The transference of nursing

knowledge was best done in the acute Settings when it was orchestrated by the expert

nurse. Knowledge that maintained skilful efficient coordination, organisation and
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management of quality care is protected. Credibility of nursing knowledge is assured if
relevance to these values is maintained. This is particularly the case when knowledge

fulfils the goals of the organisation. The credibility of nursing knowledge is related to its

relevance to quality of care, and the achievement of excellence in practice through the

skilful efficient coordination, organisation and management of health care. It is not the

invisible, taken-for-granted knowledge that holds the domain of Nursing together, it is

the predominant knowledge of Nursing that brings order to the disorder and the

complexity of health care.

The organisational structures within the relevant institutions emerged as powerful and

controlling. Discursive formations strongly reflect the application of the 'medical model'

in the Clinical Settings and the Bureaucratic Setting. The 'medical model' imposes

control through the classification of work practices, compartmentalisation of nursing

specialties, language use, the technologisation of nursing care and the organisational

structure. The'medical model' was generally viewed as one approach among many to

health care but not necessarily the one that ensured quality care. The formations of the

Academic Setting reflect the classifications of traditional disciplines which compare with

those more established traditional disciplines within the university setting. Secondment,

collaboration, consultation and networking through the service Settings and management

levels of the Clinical Settings were predominant in the discourses, although not generally

practised by nurses at the bedside. Skills, such as those of information technology for

the organisation of the large nursing labour force were predominant. Formations

reflecting the official culture of organisations were as predominant as those reflecting the

'subculture' or unofficial culture of the organisation. Trust in 'management' was

polarised against reliance on industrial support in times of organisational conflict.

Organisational structures were demanding and interfered with quality care. Most

members of the Settings believed they had minimal power in the organisational setting.

The domain shared discourses on the reflected knowledge of organisational structure in
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the health care settings and how to successfully achieve health care outcomes in these

environments.

In order for Nursing to work in bureaucratic organisations it is important that individual

nurses are skilful in interpersonal communication and the development of relationships.

The development of relationships and the ensuing communication and interpersonal skills

were highly valued within the Settings. Judgements were made by those in authority in

regard to performance and ability related to communication and interpersonal skills.

Knowledge and personality were acknowledged as pertinent to these skills, and were

linked to the concept of productivity in response to issues affecting Nursing generally.

There was often frustration with perceived poor interpersonal skills of other health care

professionals. The importance of communication was linked to the remedial support

given to nurses who required rehabilitation following unprofessional practice. The ability

to utilise good communication and interpersonal skills was linked to quality of care and

accountability. Relationships between the Settings emerged from formations reflecting

regulation, legislation, information giving and consultation.

Formations reflecting authority and control over students, patients and other nurses

predominated. In some situations, the formations reflected control over other health care

professionals. Generally, the potential of personal power was not reflected. Power was

given to the work place, those in management and'others'. Autonomy was contingent

on the structure, the role position within the structure, valued language and knowledge.

Experience and credibility lead to trust. Self consciousness emerged regarding

responsibilities for leadership and taking on powerful positions. Paradoxically, there was

a tendency for formations to value nursing practices that enhanced the opportunity for

empowerment through personal and professional autonomy and recognition of practice.

The power of knowledge enhanced the personal and professional autonomy of nurses:
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It was probably no coincidence that in all of the Settings change was occurring or was

eminent. The Regulatory Setting was about to face a restructuring of the organisation and

the Professional Industrial Setting was about to experience the industrial policy changes

brought about by the national election that would bring the opposition into power. The

impact of continual change on any domain has to have powerful implications, thus it

follows that change and the ensuing disruption and conflict must, to some extent, have an

impact on an emerging discipline.

Discursive formations reflecting the immaturity of the professionalism of nursing practice

and processes of disciplinary development emerged. These related to a tendency of those

in authority to place nurses generally into dependent positions. The discomfort of

'learning', rather than being 'taught' is inhibited as most of the Settings provide

duplication of professional development and continuing education. Continual change

places a toll on the development of both professional and discipline values as members of

the domain consciously work to face often unknown and intimidating situations.

Members of the domain are often 'de-skilled' as they endeavour to adjust to frequent

change and conflict. Conflict and conflict resolution were strongly acknowledged as a

priority for management.

Nurses, as any other occupational group do not like change. Nurses, however, generally

have to endure much change which is usually imposed by others. The professionally

'immature' image that emerged in regard to some nursing groups and individual nurses

may well represent a resentfulness due to a perceived lack of professional respect and

trust. Nursing and nurses are mostly not in control of their own destiny. Nursing and

nurses are in a continuing state of development. Nursing is positioned within society

and frequently in bureaucratic hierarchies in a way that professional autonomy can be

easily overridden by more predominant professions and disciplines. It is not clear how

the social system maintains nurses (who are mostly women) in a subordinate position,

but this does appear to be the case. This is an old argument, but one that continues to be
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raised in such discussion, indicating that change is problematic. Can socially constructed

bureaucratic structures be changed in a way that enhances the development of Nursing?

Is it the large numbers of nurses (huge numbers all needing to be professionally

autonomous) that make it hard to maintain a mature professional approach for Nursing?

There emerged a self consciousness of Nursing as discursive formations constantly

reflected on Nursing, the role of the nurses and nurses themselves. Careful selection of

graduates employed in Nursing occurs in an unofficial way through student nurse

placements and officially through GNPs. The previous opportunity for socialisation and

evaluation of student nurse performance through hospital preparation is made possible

through such selection. HCAs can again determine for themselves, the quality of the

nursing work force that had in part been taken away from them by the transfer of

Nursing education into the tertiary sector. GNPs empower nursing management to be

able to make choices regarding quality of preparation for employment and evaluation of

performance. Ongoing evaluation and education was valued within the HCAs. The

presence of 'complete' trust in the outcomes of university nursing programmes did not

emerge. The predominant value of education and having to show others how to go about

doing things is evident in the subdiscourses.

THE ESSENCE OF' NURSING

The subdiscourses reflected the'taken-for-granted', highly valued concepts that, although

not part of the predominant discourses, represented the often invisible foundation, or

essence of Nursing. The subdiscourses often disclosed the very ideals of Nursing. In

each of the Settings the consumers of Nursing (eg, patients and clients, students and

nurses themselves) were central to the foctrs of the members, but it was the means

through which care was provided that represented the predominant concerns, with the

consumers being 'taken-for-granted'. Regardless of the Setting the subdiscursive

formations reflected concern for the care of and about humans. This care was not only

related to the health of the person as an individual, but was (often in a
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maternalisticlpaternalistic way) inclusive of all aspects including education, .protection

and emancipation. A humanistic and Christian moral ethic was embedded in the 'taken-

for-granted' morality of Nursing work. However, generally the values of human life

tended to be based on what was defined as acceptable, and what was perceived to be

'normal'. The theories and patterns of nursing care were overshadowed by predominant

discourse about the means through which care was provided. The patterns of care were

suggestive of a theoretical background to practice, rather than overtly apparent or openly

discussed. All those who receiv"d nu.sing care were assessed through the 'nursing

gaze', whether they were patient, client, student or another nurse. The Nursing practice

of assessing and evaluating - the 'nursin g gaze'- extended from the bedside into whatever

environment nursing work occurred. There was a tension between viewing the human

body as a 'person', with personhood rights to make self determining, autonomous,

informed decisions about their body, and viewing the human body as a social construct,

an object that received care. Adherence to the values of personhood and autonomous

decision making often presented ethical dilemmas for nurses in each of the Settings.

Inclusion of the clinical nurse practitioner in ethical decision making is reliant on the

structure of Clinical Settings, the confidence of management and the assertiveness and

personality of the nurse.

Nursing generally reflects an attitude of self consciousness and self reflection. The

functions and purposes of the Settings have, for some, emerged and grown from their

history. An overlap of purpose and functions suggests a competitiveness that often

means 'win/lose' situations are acceptable, and evaluative judgements and criticism of the

performance of other Settings and individuals occur. Nurses generally are teachers as

they counsel, teach and give advice to consumers on a range of topics that focus

ultimately on health.

The discourses reflecting assertive development of Nursing knowledge were lacking.

The knowledge developed in specialty areas of Nursing reflected knowledge about
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techniques and procedures that emanated mostly from medical knowledge.' Research

remains an area requiring assertive development from within bureaucratic institutions.

Such development will be reliant on organisations restructuring in order to free nurses

from other demanding duties in order to participate in the preparation of research

proposals, grant applications and time release to coordinate nursing research in the clinical

area. The power to restructure nursing departments to make research possible is there,

but the strength required to shift traditional demands (eg, patient care, teaching,

professional development for others) to new difficult demands requires positive

asststance.

THE F'USION OF' HORIZONS

Identifiable knowledge from other disciplines is frequently tested and applied to nursing

situations. This transformed knowledge represents a fusion of the horizons of

knowledge from a number of identifiable disciplines. Knowledge that is highly valued by

Nursing from other disciplines is transformed into Nursing knowledge. There is a fusion

of knowledge horizons as new nursing knowledge emanates from the research of other

disciplines or domains. Identifiable knowledge from Medicine, Education and Law is

fused with that of Nursing. This knowledge has been transformed; it has changed in a

way that identifies it as nursing knowledge that is valuable and sustainable. For example

the nursing knowledge of the Intensive Care Setting reflects much that is identifiable as

emanating from Medicine, but the knowledge is defined as nursing knowledge. It is

different from the nursing knowledge of the Medical Setting, but is never the less nursing

knowledge. Nursing knowledge is not generic. Outside of the predominant discourses,

the nursing knowledge of the various Settings is mostly different and protected and

valued by the members of each specialisation.
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CONCLUSION

The domain of nursing is identifiable through three types of discourses: the predominant

discourses which reflect the reduction of disorder to order, the subdiscourses which

reflect the taken-for-granted essence of Nursing, and the transformative discourses

representing the transformation of knowledge from other disciplines, the fusion of

horizons of knowledge. The nature of the discipline of Nursing consists of a

combination of characteristics that focus on the reduction to order of the disorder and

complexity of human health care through a predominance of the means of health care.

The means of achieving order are founded firstly, in the 'taken-for-granted', often

invisible concepts of the priority of human caring and the moral responsibility of nursing

to humanity. This is an indication of the importance of the history of nursing to all

aspects of nursing work. Secondly, order is achieved through 'fusion of the horizons' of

knowledge. Valued and relevant knowledge developed in other disciplines and domains

is transformed and applied in its new form; it becomes transformed nursing knowledge.

This thesis concludes that the predominant discourses are within the epistemological field

within the domain of Nursing and reflect the means by which disorder and complexity in

human health care are reduced to order. They include: skilful coordination, efficiency,

organisation and management; socialised knowledge of how to work within the

organisational structures through which health care is provided; skills in interpersonal

communication and relationship development, knowledge of the relationships between

power, control and knowledge; understanding of the impact and consequences of change

and conflict, and reflection and critical evaluation of Nursing, the role of the nurse and

nurses themselves. The essence of nursing identified through the subdiscourses reveal

how the 'taken-for-granted' beliefs about consumers of nursing care and nursing

knowledge are prioritised, and the importance of discovering resolutions to the ethical

dilemmas of life and death decisions. The transformative discourses reflect the fusion of

horizons of knowledge and identify the richness and complexity of nursing knowledge in
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its focus of managing health care in a range of health environments using different

contextual knowledge.

This thesis has provided a map of the domain and insight into the nature of the discipline

of Nursing. The domain of Nursing is not confined to the bedside, but extends to all

environments where nursing work occurs. The nature of the discipline of Nursing is

characterised by the predominant focus of reducing to order the disorder and complexity

of human health care guided by the taken-for-granted essence of nursing, which is

embedded in its history, its philosophy and its emerging theory and research, which in

turn, is enriched by the fusion of horizons of knowledge that inform nursing practice and

nursing knowledge development.

Reduction to order of the complexity and disorder of human health care, guided by the

'taken-for-granted' essence of nursing enriched through the fusion of horizons of

knowledge is the nature of the discipline of Nursing.
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