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Portraits of Nursing Knowledge: Contemplating Nurses' Lives 

Constance Irene Will, EdD 200 1 

De part ment of Adult Education. Community Development & Counselling Psychology 

University of Toronto 

How do nurses know'? Review of extant nursing literature suggests that nurses are informed by 

multiple sources of knowledge. including knowledge ÿnsing in clinicai practice experiences. Whüt 

is not clexly and sufficiently described. however. is how knowledge arising in nurses' liië 

experiences outside the clinical realm infotms their nuning knowledge. Through exploration of 

one nurse's life. I reved that nursing knowledge is Me-informed and contextual. Nurses interiict 

with other human beings in times of joy and sorrow. in harmony and stress. and dunng 

experiences of crisis and recovery. They have encountered these experiences of life. experiences 

that inform how they know. in similar and dissimilar ways in their own lives. I t  has. however. ken  

suggested that nurses can separate personal and professional experiences of life. somehow holding 

their lives outside the clinical practice setting at am's length. I demonsrwte that this cannot be the 

case, that we must begin to consider life-inforrned knowledge that nurses brin; to their nursing 

care. Life history method is used to reveül the life and practice of Patty. a nurse on a palliative 

care unit in a large urban center. The use of life history method reveals the richness of Patty's life 

and know ledge embedded therein. w hile enabling consideration of how that know ledge is 

expressed in the particular practice context in which she nurses. Over a period of nine months. 

Patty s h e d  with me, stories of her life. Rich points. those elements repeatedly brought forth with 

11 



_meat emotion. fomed the basis of undentanding the life-informed nature of Patty's nuning 

knowledge. Observational experiences provided the opportunity to understand how thüt 

knowledge is delimited by the context of practice. Ultimately. what is revealed is a rich. thick 

description of Patty's life. the knowledge embedded within. and through juxtaposition with her 

clinisal practice. insight into life-in formed kno w ledge as an aspect of nursing knowledge. A 

framework for nursing education. reflexive practice. is proposed to bring fonh this aspect of 

know ledge in a mindful and deliberate manner. 



DEDICATION 

Dedicated to the memory of my first and dearest teacher 

my grand fat her 

Wasyl John Sarchuk 

M a c h  15. N O  1 - September 2.  1968 



My path to this thesis has been a long one. It is 30 years since t entered the baccalaureate 

program in nursing. My husband Tom has traveled it with me since 1 was 17 years old. He has 

always beiieved in me even when 1 did not believe in rnyself, and his unconditional love. support. 

and acceptance of who I am, inspires every aspect of this work 

Ardra Cole's wisdom. unfailing support. and appreciation of life. changed my life. She took a risk 

in the supervision of this thesis: on a nurse. and on a studrnt who intended to complete the 

doctoral program from the hean of the prairies. I am so grateful that geographic and disciplinq 

differences were opponunities. rather than limitations. Ardra is the teacher I hope to become. 

My cornmittee members. Gary Knowles and Heather MacLean. offered questions and expertise. 

about method and context panicularly. that prodded me to enpand my thinking. and to more fully 

articulate my conceptualization of nursing knowledge. Gary encouraged me to be more retlexive. 

to cntically consider how my life is infomed. Heather pushed my understanding of the context of 

nursing knowledge. funher and funher from its immediate location in palliative care practice. In 

considering their cornrnents. 1 have enricheci my understanding of precisely that which 1 sought: 

how does who 1 am. inforrn how 1 know. 

My parents. Alexander Anatole Sarchuk and Constance Iosephine Sarchuk, exposed me to, and 

instilled in me, an appreciation of rut. history. music, and language, al1 of which are aspects of 

who I am and how 1 nurse. My brother. Alex, a Toronto resident, and sister-in-Iaw Nancy, took 
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me under their wings during my sabbatical year. My sisters, Nancy and Leslie, have contributed 

support, advice, and guidance t hrough the writ in8 process. 

Ultimately, this work is for Patty. Her willingness to open her life and practice to me, in support 

of my educational endeavor. is illustrative of her own Lifelong commitment to leaniing and 

teaching. i am honored to know her. and to share her life with ail who read this portrait of nursing 

kno wledge. 
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CHAPTER ONE 

Contemplating Life Experience 

1 h v c  but am h p  69 whuh y j é c t  areyuihi,  

und thnt ir th fnmp of r ~ c n i m e .  I &iw M way of 

j u 4 y  thefutuni but 6y th p u t .  

Putri&:Vinq ; L 7751 

1968 

When 1 was fourteen, my paternal grandfat her died. 1 was staying with my grandparents 

while my parents were üwüy. On Monday of the Labour Day weekend. feeling unwell. my 

grandfather washed. shaved. dressed in ii suit ris he had every day of his adult life. and drove 

hirnself to the doctor's office. He was immediately admitted to hospital. having suffered a major 

hean attack. Four days later. he put down the book he was reading and died alone in the intensive 

care unit. I clearly rernember my grandmother and aunt leaving for the hospital and then. my 

father's breaking voice on the telephone. telling me they were on their way home. 

Later I lemed that my grandfather was moved to the morgue More my grandmother and 

aunt arrived at the hospital. They learned of his death by finding his bed empty when they entered 

the roorn. 1 remember. in the midst of grief, king amlized at the callousness of this act. How 

could the nurses and doctors have let this happen? Why didn't someone stop them. take them 

aside. te Il t hem? 



1975 

Immediately after graduation, 1 went to work on a terminal care unit. Today, these wards 

are palliative care units. but in 1975, our predominate focus was revealed in the name: terminal 

care. I worked there for fifteen months. king present for many patients' deaths. Only the first 

remains clearly etched in memory: his name. diagnosis. and the room he was in. 109. He was 

about 75 and had cancer of the bone. Surgeons had excised his cheekbone. the orbital fossa. his 

right eye. and his upper mandible. The result was a huge Crater which became an awful. foul- 

smelling wound. Changing the dressing was a nightmare. because of the smell and the fact that it 

took about forty-five minutes to complete. No one wanted to be assigned to this patient. 

For some reason. 1 took to him. I would traipse down to his room. set up my tray. and we 

would chat about a whole variety of topics. forgotten now. 1 did the dressing changes for several 

months and became quite attached to him. Eventually. he was dying. 1 wanted to sit with him but 

was told by the Head Nurse to attend to my other responsibilities as the chliplain was with him. 

Despite rny status as a "novice" nurse. 1 mgued with her, believing it my responsibility to be with 

him. Arguing with the Head Nurse was an exercise in frustration. 1 was not present when he died. 

1 was. however. assigned to attend to post-mortem care with a Young, new orderly. I think he was 

more scared than 1. but not much. Pan of that job was pac king up belongings. In the man's 

bedside tabk I found a bus pass with his picture on it. a picture of hirn before cancer and surgery 

had changed him into something alrnost unrecognizable. 1 showed it to the orderly and started to 

cry, ovenvhelmed by what this man had experienced and where he was at the end of his life. alone 

with two strangers putting his things into bags. 



2000 

At the time of the second story 1 was a very new nurse with only a few months of clinical 

experience. The story. in fact. describes my first "professional" experience of death. 1 had taken 

no courses in my nursing program about death or palliation. 1 do not remember a discussion about 

the end of life in four years of nuning education. My knowledge of dying did not aise in my 

nursing education or clinical experiences. My only experience of death was my grandfather's. six 

years earlier. 

This thesis is an exploration of nursing know ledge. Irs genesis lies in retlection on my life 

experiences and what historic. and contemporary. significance they have for how 1 create meaning 

of particular events. 1 offer the story of my grandfather's death as an illustration. As a child. 1 

knew this experience as the loss of a beloved grandparent. As an aduit. 1 recognize thüt it 

profoundly affects the way in which 1 understand the death of a family mernber. of how I know 

that phenomenon. And. as a nurse. 1 believe knowledge arising in this life experience informs my 

nursing practice, as evidenced by the second story. The second story also reveals. however. that 

the context of practice. in this case the structure and n o m  of a particular nursing unit. organizes 

nursing knowledge in a consequential way. 

oe has not In the nursing profession. the life-informed and contextual nature of knowled, 

yet been sufficiently examined. and so. in this thesis. 1 endeavor to illuminate these aspects of 

nuning knowledge. The inquiry is important because nurses engage with other human bein- üt 

profoundly intimate times. providing care and support in circumstances they may have personally 

experienced. These Life experiences produce a unique and subjective way of knowing a particular 
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event. a w3y of knowing further defined by the context within which the event has ken. and is 

king, lived. Family life and tensions; social. cultural. educational and religious influences: and 

vastly different practice settings. are examples of nurses' divergent contextual frames. In the 

remainder of this chapter. I detail, by exposing my imrnediate and particular context. as wel1 as 

elements of the broader context of the nursing profession. how 1 understand my knowledge to be 

informed as 1 begin this inquiry. 

Denzin and Lincoln (1998) state thrit there is no Wear window inro the life of an 

individual. Any gaze is always filtered through the lenses of language. gender. social class. race. 

and cthnicity" (p. 24). 1 am mindful thiit my age. 47. gender. family background. experiences lis a 

nurse. and now. experiences as academic and researcher. afford me a particular perspective. I am 

infomed by 26 years of nursing experience. I have nursed in hospitals and community settings. in 

palliative and long term care. I have held general duty and administrative positions. I have been a 

Director of Nursing. in a persona1 care home specializing in psycho-geriatnc care. For the last 12 

years 1 have ken  a teacher of nurses, first in a hospital-based diploma prograrn. now in a 

university-based. post-diplorna. baccalaureate program. A common threüd in many of these 

expenences. is that the people 1 have cared for have almost always k e n  elderly. and Life- 

threateningly or chronically il[. 1 have developed. over years and patients. a philosophy of living 

until the moment of death. and am committed to honoriry this sentiment in all aspects of my 

prac t ice. 

I am also informed by my biography. iMy grandfather's death is but one of the lenses 

through which I apprehend the world. 1 have k e n  married for 37 yean, to a man who shares my 
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passion for travel, dogs, and birding. 1 am the eldest child of well-educated parents. a lawyer and 

an occupational therapist. 1 have three siblings, al1 of whom hoid a Master's degree, and four 

nieces and nephews, for whom 1 hope similar academic opportunities. I am informed by culture. I 

grew up in a Ukrainian household, my abiding cornmitment to that culture nurtured by my 

grandparents with whom, as a child, 1 spent considerable tirne. 

1 am a lifelong resident of Manitoba. and so am informed by infinite sky, summer days 

with 16 hours of daylight. and -40 degree temperatures in winter. 1 lived rnost of my life in the 

province's largst urban center. but for the last 13 years have lived on an acreage in the southwest 

part of the province. 1 now know the experience of residing in an agriculturally-based community 

where seasonal change and weather often dictote how our lives are lived. I t  was not until 1 entered 

this community that 1 became aware of the dernands of seeding and harvest. More than once. 

female students have shared stories of their fa11 days; full-time employrnent as a nurse, a class after 

work, family care. and then. several hours on a combine. 

As an academic. 1 am further informed by my experiences with students and colleogues. 

The courses 1 teach reflect my clinical expertise in palliative and long-tenn a r e ,  and my efforts to 

understand how nursing knowledge is created and revealed. To that end. I am immersed in 

Literature that contributes tc? my learning, teaching. and research initiatives. It is to this Iiterature. 

and to the nursing context within which it is embedded. that I now turn. 



Know ledoe Develo~rnent in Nursinq 

On reflection. it seerns that 1 have been rnoving toward this thesis inquiry since my 

adolescence. I had originally intended to become a physician. 1 was. however, an uninspired high 

school student and my grades were only mediocre. Discouraged by my father, 1 changed my 

application from pre-med to nursing, a month before I began the first year of my program. 

University life and nursing education were not what I envisioned. 1 did not fit faculty members' 

ideas of a "good" student. and was told as much. They did not fit my ideas of "good" teachers. 

and were not told as much. It  seemed we were at an impasse for four years. 1. certainly. was not 

prepared to be as self-directed as expected. but self-direction and support are not rnutually 

inclusive. Perhaps 1 harbored some resentment about my choice to undertake the nursing 

program, perhaps 1 believed 1 had settled for "second-kst". 1 cannot. at this point in my Me. 

understand that decision in the same way I did then. 1 do recognize, however. that much of my 

discontent in the nursing profession is certainly informed by these. and other. experiences. 

My first work as a nurse was on a palliative care unit that was part of a three-hospital. 

city-owned cornplex. Established shonly after the beginning of the ?OLh century, the facility once 

housed a tuberculosis sanatorium. In 1975. it was home to chronically ill, primarily elderly, 

persons requiring lengthy periods of rehabilitation. It was also home to two (male and female) 

palliative care units. and a smail population of persons who had remained in hospital since the 

polio epidemic ?O years earlier. There were wonderful aspects of the institution. Many staff had 

worked there for jears and there was definitely a sense of family. Special occasions, both patients' 

and staff memben', were routinely honored. But. there were also limitations. It was a tightly 

hierarchical environment in which house physicians were subordinate to attending 



physicians, and nurses were subordinate not only to the physicians. but to an equally tightly 

ordered nursing hierarchy. Frequently fmstrated and angry in the early days of my career, I was 

especially dismayed at the treatment I received as a new graduate. 

1 felt ostracized, an outsider. particularly. with respect to my nursing education. In 1975, 1 

was an anomaly, a graduate of one of the first classes of a baccalaureate program. Nursing 

education in Manitoba had exclusively k e n  the province of hospital-based training schools. and 

university-based education was very new to the scene. Those of us who chose that educational 

path were perceived. by and large. to not have necessary and sufficient skills. My recollections of 

those first 15 months of practice include frequent comments and references to my educational 

background. and the gaps therein. 1 was also the first. and only. baccalaureate-prepared nurse in 

that particular institution. a staie of affÿirs that made me even more vulnerable to criticism. As a 

new graduate and the only one of rny ilk in the facility, it cenüinly never occurred to me to 

challenge the pre/misconceptions of rny peen. 

Practice consultants of the Manitoba Association of Registered Nurses recently challenged 

experienced nurses to support new graduates (Crawford & Maté. 1999). new graduates who since 

1998. have al1 k e n  educated in a baccalaureate prograrn. The challenge is rnotivated by an 

assumption that hostile work environments pose barriers to recruitmeni and retention. and 

ultirnately. contnbute to the nursing shortage. For me, continuing hostility toward new graduates, 

in particular baccalaureate graduates, is one of many unsettling contradictions of the nursing 

profession I have become aware of in 30 years of education and practice. 



1 have. over the course of rny career. tried in different ways to counter the parts of rny 

nursing practice 1 believed were contributing to my discontent. 1 moved from an institution to a 

community setting. in the hope that cornrnunity-based practice would offer greater independence 

and autonomy. Baccalaureate preparation was the minimum position requirement. 1 would be with 

like-minded nurses. Four years later. however. I retumed to the institution in which 1 had spent 

those fint 15 months. now in a managerial position. hoping that management offered 

opportunities for decision-making and change. I completed a Master of Business Administration 

degree. in a similar hope. that a more senior administrative position would provide greater 

opponunity. Unfortunately. none of these shifts in my career trajectory had the intended egect. 

In my search for resolution. 1 turned to academia and research. I naively expected ü 

environment of mutual inquiry and support. and encountered one of the most competitive 

atmospheres in which 1 have ever worked. The Department of Nursing and Health Siudies  vas 

located within the Faculty of Science. and 1. and my colleagues. undenvent several years of 

adversity prior to becoming a separate academic unit. My enpenences. as a woman and a nurse. 

attempting to articulate my position. and that of the nursing profession's. to male scientists who 

clearly did not shue my ontological and epistemological position. led me to explore ferninist 

theory. This exploration. while illuminating in a pûrticular way, rny understanding of my 

experiences, still did not provtde what I was searching for. 

In 1997. I entered the doctoral program in aduh education. 1 chose an education degree 

because I believed, and still do. that many nurse educators achieve their appointrnents by virtue of 

clinical excellence. and, that excellence in clinical practice does not necessarily assure excellence 
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as a teacher of nurses. Bevis (1989) also expresses this concern. 'There is a whole movement in 

nursing education a w q  froni ediication [italics in original] as a choice of functional specialty. 

Nursing, once again, wishes to follow in the footsteps of other acadrmic fields that assume that if 

you know your specialty area, you cm teach it" (p. 172). Throughout the doctoral program, 1 

have not only ken  supponed in my efforts to embed my Ieaming in the context of the nuning 

profession. but have k e n  expected to do so. and to do so in ri deliberate and thoughtful manner. 1 

have. nevenheless. already ken  confronted by colleagues who suggest that 1 cannot funher 

nursing knowledge development without a doctorate in nursing. 

So, even as I reach this penultimate point in my doctoral studies, 1 am still disturbed by 

others' perceptions that there is a "right" pat h. thût I have not yet found. I understand these 

perceptions. my own and others. to be informed. in pan. by the socio-histoncal context of the 

nursing profession: a female-dominated profession. developed in the shadow of the medical 

profession. 

Socio-historicd Context 

Alt hou& a self-professed caring profession. nurses are often identified as perpetrating 

horizontal violence. "Witness the conflict over education for entry to practice, and the lack of 

cooperation in the workplace" (Rather, 1994. p. 264). We are depicted as "physicians' 

handmaidens" (Pen-y, 1993: Reverby. 1987); as an "oppressed group (Roberts. 7000: 1983). 

whose members engage in intra-professional disputes grounded in perceptions of inter- 

professional powerlessness: as "victims" (Bowman, 1993): and, as semi- (Etzioni. 1969). 

working-class (O'Neill, l992). and under-professionals (Perry, 1993). Our leaders have k e n  
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viewed as an elite and maoinal group, rewarded for maintaining the status quo (Roberts. 2000). 

and our media images range from "angels of mercy". to subjects of prurient interest (Kalisch & 

Kalisch. 1986). At the same time. we are exhorted to claim our unique place within the health care 

system, and to articulate caring as the core of nursing (Newman. Sime. & Corcoran-Perry. 199 1). 

These contradictory messages cannot help but contribute to the manner in which nursing is 

understood. and represented. by nurses and others. 

The chÿracterizations of nurses lue embedded in a long history of physiciadhospitalf 

administ ntor  control of nursing practice and education. and irnplicit and explicit expectations of 

nurses' compliance with physicians as leaders of the health care team (Jolley. 1993: Peny. 1993: 

Reverby. 1987: Raffeny. 1996). Jolley ( 1993) details the trünsfer of patriarchy from home to 

hospital settings. in which the family hierarchy of husband-wife-child, became the health hierarchy 

of doctor-nurse-patient (p. L5). She states that 

by the first decade of the twentieth-century nursing as an occupation ... was 

emerging as a socially heterogeneous. predominûtely female grouping. subjected to 

strict discipline. openting within a hierarc hicd bureaucrütic framework. poorly 

remunerated. and experiencing a cont inued re iat ions hîp of dominance by. and 

subservience to the medical profession. (p. L7) 

Reaction to this legacy. and its disparaging images of nurses, was ii concened effort to secure 

professional status. 



Professional-status Seekinq 

There is substantial account in nursing literature of the occupation's history of 

professional-status seeking (Melosh. 1989). Turkoski's ( 1992) review of 80 yars  of articles in 

the American Journal of Nursinq, the journal of the American Nurses' Association, is particularly 

revealing. The review identifies two primary assumptions still in existence (a) professions hold a 

superior position to non-professions. and (b) king recognized as a profession is desirable for 

nursing. On the basis of these assumptions. the better part of half a century has k e n  spent in 

attrmpting to achieve professional status. To do so. members of the occupation have accepted the 

premises of a trait-based model of professionalism (Caner. 1994; Larson. 1977: O'Neill. 1993: 

Rafferty, 1996: Witz. 1992). These premises include the notion that occupations to which society 

ascribes professional status feature essential traits. and that when other occupations achieve the 

traits. they wiil necessarily achieve professional status (Witz, 1993). As medicine has realized 

virtually unparalleled success as a profession (Larson. 1977: Witz. 1992). it is medicine's unique 

attributes that nursing hûs rictively sought. 

Following the example of the rnedical profession. nurses have created professional 

associations. negotiated legislation to represent the scope of practice. and shified entry-to-practice 

requirements from diplomü preparation to baccalaureate preparation. Examinaiion of these 

undertahngs as a response to subordination reveals, however, simultaneous privilege. enjoyed by 

only some of the profession's members. Das Gupta ( 1996) clearly enurnerates nursing's histonc 

use of racist exclusionary strategies in professional practice. She identifies white-only policies. 

admission quotas, admission requirements different from those for white nurses, additional 

training requirements for nurses of colour. and failure to recognize previous certification, as some 
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of the strategies used against Slack nurses in hospitals and nursing schools. Das Gupta also draws 

attention to patterns of systemic harassment, which are more insidious. and result in 

marginalization of minority group members, including: (a) management denial of racism. including 

in part. the use of victim-blaming strategies; (b) bias in work allocation: (c) underemplopent and 

Oement. denial of promotion: and (d) "tokenism" in mana, 

These patterns are also evident in Hardill's ( 1993) account. and Glenn's ( 1992) scathing 

indictment of racial division of labour in nursing. Given current widespread intolerance for racism. 

strategies have become more sophisticated and less blatant. Vaguely stated and informa1 policies. 

open to different interpretations. and differences in hiring. promotion, and termination. 

rationalized in the context of workload or patient assignment. are exümples of the strategies 

experienced by the nurses in HardiIl's study. Exclusion based on the collective attribute of race is 

not the only evidence of exclusionary strategies in nursing. PoliaRco ( 1998) and Holyoake (2000) 

analyre the histonc. and current. experiences of male nurses. Gray et al ( 1996) and RandaIl 

( 1989) describe heterosexism and lesbian phobia in nursing education. reveüling ignorance and 

uncritical acceptance of a dominant paradigm of heterosexualit y. 

Hardill's ( 1993) analysis reveals yet another hierarchy in nursing, particularly relevant to 

this thesis. that of preferred areas of work. Division is evident in the assignment of nurses of 

colour and nursing attendants (frequently one in the same). to "less desirable" or "less 

prestigious" patient groups, those in long-term care areas. psychiatry, or those with heavier care 

needs. This hierarchy results in patients differentially receiving care on the basis of specific causes 
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of hospitalization. rather than consideration of individual needs, a phenomenon which also occurs 

in medicine (Larson, 1977). 

Baccalüureate education as the entry-to-practice requirement. has k e n  the most contested 

of the professional-status initiatives taken on by nursing. Turkoski ( 1992) States baccalaureate 

entry is "an effort to establish hierarchies of nursing labour. and to disenfranchise large groups of 

nurses as "less than professional" " (p. 150). The shifi to baccalaureate entry results in closure and 

amalgamation of education and training prograrns. The impact is camouflaged by cost-swings 

rhetoric. but is. nevertheless. control by one privileged pan of nursing's membership, university- 

educated nurses. over access to the profession. When program delivery is collapsed into one site. 

generally in large urban centers. as it has been in rnedicine. potential candidates in remote and 

rural areas are disenfranchised. Turkoski's statements. although predatin; the Manitoba 

experience by several years. describe it with almost prescient insight. Of seven Schools of Xursing 

in Manitoba that prepared nurses for entry to the work force. one remains. the on-campus. 

baccalaureate program. located in the province's largest urban center. Satellite campuses, of 

which there are two. provide some access for rural and remote students. but access to different 

philosophical or pedagogical practices does not exist. The program. in which 1 teach. was 

somewhat unscarhed in the centralization of nursing education, because it does not prepare 

students for entry-to-pnctice. It is a post-diploma program. 

Baccalaureate entry reinforces a divisive "rducational attainment" hierarchy that ranks 

baccalaureate-prepared registered nurses over those with diplorna-preparcition, and registered 

nurses generally, over licensed practical nurses, nursing attendants. and health care aides. Rather 
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(1994) found that retuming registered nurses (RRNs) were wary of "education as the credential 

for professionalism" (p. 266) and expenenced oppression as a common theme in their expenence: 

Through the ideology of professionalism and its trappings (nuning models. 

theories. and diagnosis), attempts were made to "deskill" the RRN by redefining 

the work of the nurse on the basis of the teacher's control over the specialized 

knowledge needed to cany it out. (p. 269) 

Turkoski ( 1992) and Carter ( 1994) view advanced certification as further deepening 

divisions between nurses. by creating an additional layer in the educational attainment hierarchy. 

Taylor ( 1997) suggests nursin; is also split dong lines of generalist and specialist. For the 

generalist. consideration of working conditions: wages. hours of work, and control over 

education. are of key importance (O'Neill. 1992). For the specialist or private practitioner. 

separate lepislation requires the key focus be consideration of professional accountability and 

authonty (O'Neill. 1992). The result is funher fragmentation of nursing on the basis of differences 

between the goals and values of the groups. 

Divisiveness arising from the subordination implicit in hieruchies. lends itself beautifully to 

use, by dominant groups, of "divide and conque? strategies. The failure of the 199 1 nurses' strike 

in Manitoba is an example. A govemment tactic of demanding that registered nurses and licensed 

practical nurses negotiate separately. led to deep schisrns in the membership. Many rezistered 

nurses understood the strategy as a quicker route to the end of a 25 day strike. and supponed 

separate negotiation. They were then threatened by union leaders, that if they "gave up" on 
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pracitcûl nunes, in the Future, it would be them against baccalaureate-prepared registered nurses. 

The strike collapsed soon ahenvard. 

Professional-status see king ac tivities. inspired. in part. by gender-mo tivated subordination 

to members of the medical profession, have had a significant impact on the development of the 

nursing profession. In sorne cases, response to negative images has resulted in the intra- 

professional violence of which we are often accused. One aspect of professional-status seeking is, 

however. most relevant to this thesis and merits exploration in Sreater depth. In the next section. I 

focus specifically on the most sought after of medicine's attributes. a unique body of knowledge 

available only to the members of the group (Carter, 1994; Larson. 1977: 

Moloney. 1992: O'Neill, 1992; Rafferty. 1996: Schon. 1983; Taylor. 1997: Turkoski. 1992: Witz. 

1992). 1 detail trends in nursing knowledge development and summarize the prevriiling state of 

affairs. 1 show that the profession's cunent conceptualization of nursing knowledge is lirnited and 

does not serve nunes well, given the rapid pace of change in the health care system. Nursing 

academe has concentrated first on the development of an empiric knowledge base, and latterly. on 

knowledge embedded in clinical practice. wit h little evidence of consideration of who nurses are: 

of their Lives, aspirations, and achievements. The life-infomed and contextual nature of their 

knowledge is frequenily alluded to. but is a poorly understood phenornenon. This inquiry 

contnbutes signifcantly to understanding of these aspects of nursing knowledge by critically 

examining one nurse's life history, from the perspective of another's, to reveal knowledge 

embedded therein. 



Theoretical Context 

My position in this inquiry is grounded in several assumptions. Fint. there is an explicit 

connection between nursing knowledge and nursing practice. As such. understanding nursing 

know ledge is an avenue to understanding the dilemmas and contradictions of nursing pract ice. 

Second. many nurses do not, in a deliberate and systematic way. reflect on their nursing 

knowledge. Third. failure to do so. onginates in. and perpetuates. a positivist bias which claims as 

knowledge only that which is objective and veritiable. And fourth. this positivist bias is neither 

unexpected. nor particulrirly surprising. It is. after all. the medical mode1 of knowledge 

development thrit nursing's academicians and researchers chose to emulate (Kidd 8: Momson. 

1988: O'Brien & Peanon. 1993). a mode1 grounded in the empirico-deductive or positivist 

paradigm. emphasizing reductionism and empirical validation. 

The positivist view of knowledge construction underestimates and underutilizes the 

knowledge-creating capacities of practitioners (Ermt. 198% Pearson. 1992). Maeve ( 1994) 

suggests failure to recognize the contribution of practitioners has caused nursing to be divided 

into two worlds. "the intelligentsia and the working class of nurses", with one reason for the 

division king that "the knowledge base posited as the core of nursing does not meet the reality of 

practice" (p. 1 1). Maeve's concerns are echoed by those who argue the existence of a "theory- 

practice gap" (Fealy. 1997: Pearson. 1992; Rafferty, Allcock, & Lathlean. 1996; Reed. 1996: 

Rolfe. 1996). This discourse challenges two fundamental positivist assumptions: (a) the 

ontological position that knowledge is compnsed of discrete "bits". that can be objectified and 

communicated through formal education to practitioners; and (b) the epistemological position that 

acadernics and researchers are the generators of knowledge. while practitioners are its 



ûppliers (Eraut. 1985: Rolfe, 1996). Detractors of the "gûp" cal1 for an epistemological shift to 

consideration of knowledge created and held by practitioners, knowledge which is both research- 

based and grounded in the everyday expenence of nurses (Reed & Proctor. 1993). 

As early as the late 1970s. nurses examining knowledge embedded in clinical practice 

(Benner. 1984: Benner & Tanner. 1987): intuitive knowing (Agan. 1987); aesthetic. personal and 

ethical knowing (Carper. 1978): and nursing epistemology in general (Kidd & Momson. 1988: 

Schultz & Meleis. 1988) began to challenge the positivist status quo. calling for attention to 

multiple sources of knowledge. Schultz and Meleis invited agreement that "there are different 

ways of knowing. different unknowns to be known. different propensities of knowers for knowing 

and different aspects to be known about the same phenornenon" (p. 220). Perhaps these nurses 

believe. as 1 do. that as human experiences are reduced to theory. "the subject has become the 

object. the person has become the statistic. the creative has become constmined. the human king 

has become the abstraction" (Plummer. 1983. p. 77). 

Interest in multiple ways of knowing in nuning has since intensified. As such. there is 

evidence of a thirty year shift away from a scientific rnedicai model. towards a more holistic 

model. But, as Newman (1992) says. "we seem to be hedging. Are we afraid to give up the 

certainty in knowing that the pqsitivist view offen" (p. 13)? Bradley ( 1996) shares this concem: 

A reliance upon traditional values and routine has restrained the development of 

new ideas and the active construction of knowledge for nursing. Whilst much 

kno w ledge may spring from practice, the culture and assumptions of the profession 

may h i t  the extent to which it is described and explored. (p. 723) 
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Bradley's (1996) fears may be justified. There is a growing body of work promoting the 

role of the practitioner in the construction of nursing knowledge (Meleis. 1987: Pearson. 1993: 

Reed & Procter, 1993: Vaughan. 1993: White, 1995), but few authors (Drew. 1997: Jenks, 1993; 

Williams, 1996) explore with nurses. their refiections about how and what they know. Despite 

rhetoric to the contrary. the literature is essentially silent on nurses' contributions to the creation 

and development of nursing knowledge. As Chinn (1992) contends, "we have not yet called fonh 

the voices within ourselves and taken whrit we hnd within to be matters of serious consideration 

as the "knowledge" of the discipline of nursing" (p. 7).  

The Voices Within 

"Nursing contexts are replete with encounters in which ... knowledge cm be gained 

through imagining or txperie~icing [italics added] events such as surgery. the death of a ioved 

one. or even king a hospital patient" (Moch. 1990. p. 157). In this stritement. Moch refers to 

what 1 conceptualize as life-informed knowledge. Through her life experiences. a nurse cornes to 

know an event in a certain way. This way of knowing is subsequently manifested in her nursing 

care. which in and of itself. has informed, and will continue to inform. life experience. 1 have 

noted throughout rny career, however. that nurses are reluctant to retlect on how their nursing 

knowledge rnight be informed by experiences outside the realrns of theory and dinical pnctice. In 

fact. they frequently strive to sepante experiences they identib as personal. from those of their 

professional lives. 

The pursuit of separateness is revealed in the words of a nune caring for a patient with the 

same diagnosis as a farnily member. "Because my own mother had [breast cancer] ... personal 
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feelings can get into it. You have to really ignore that, leave your feelings at home" (Will & Fast 

Braun. 1997. p. 12). And. although Pinar ( 198 1) states "our life histones are not liabilities to be 

exorcized. but are the very precondition for knowing" (p. 181). this nurse appears to see her 

experience of her mother's illness as the former. a liability better left at home. Dunlop (1986) 

attributes this in part to the contradictory messages of nursing education. "Nursing sought to 

teach me to maintain both separation and linkage in my practtce-sepüration [hyphen in orig.]. 'you 

must remember that the other is a stranger' and linkage. 'you rnust think and act as if he [sic] 

were not' "(p. 663). It is not surprising that many nurses attempt to maintain separation between 

their persona1 and professional lives. I t  is a position consistent with the highly polarized "theory- 

practice" debate. 

Munhall ( 1993) advances "unknowing" as a way of knowing for nursing. Analysis of her 

position again reveals contradictory messages cornmunicated to nurses. According to Munhall. 

knowing "leads to a form of confidence that has inherent in it a state of closure" (p. 125). 

Unknowing, a process of de-centering from one's own organizing pnnciples, precludes closure. 

Munhall believes unknowing opens the nurse to authent ic enjagement with others. and through 

engagement. to new understanding. 

In her discussion Munhall(1993) states. "piacing aside a cogent argument that rnight 

speak to just how weil nurses know themselves, there can be little doubt that they do not know 

the patient" (p. 126). I understand. and hilly support. Munhall's intent to focus nurses on patients' 

~-sspectives. My concem is that an inevitable outcome is the separation of the nurse From 

knowledge arising in undentanding of self. Munhali does not share my concem. She sees the 
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nurse's de-centering as only a "tempera- [italics mine] suspending of self as the nurse allows the 

patient's subjective structure of reality to become known" (p. 126). I remain skeptical. In a 

profession, evidently still dominated by a positivist stance. it seerns unlikely that nurses will 

seamlessly shift from centered to de-centered positions every tirne they encounter a different 

patient. 

Meleis (1987), on the other hand. champions consideration of life experiences. She argues 

that examination of nursing knowledge musr consider nurses' expenences. perceptions and 

persona1 meanings, and further, that multiple contexts that inform a nurse's knowledge cannot be 

ignored. "Penonal meanings are understood in the nursin; situation within the context of societal 

and cultural meanings. Meanings attributed to multiple reülities create the context for 

understanding of responses" (p. 13). But again. despite rhetoric. rhere Lire few authors who 

contemplate the contribution to nursing knowledge of nurses' life experiences. Drew ( 1997) 

illuminated the meaning of experiences nurses identify as significant in their clinical practice, and 

nurses in Staden's 1998 study, ovenly linked life experience to their professional lives. apparently 

without recognizing its contribution to nursing knowledge. Their homes were perceived as 

experimental ground. "where emotional management can be tried out, sometimes unconsciously. 

before confronting a similar situation at work" (Staden. 1998, p. 15 1). While Drew's focus was 

on meaningtùl caregiving experiences, she acknowledged that "the experiences which they 

[nurses] found meaningful reflected what they considered important in their non-professional 

lives" (p. 4 17). Her words are echoed by Williams's ( 1996) finding that life expenence plays an 

important role in a nurse's way of king nurse. What that role is, and how it is revealed, has yet to 

be discovered- 



Revedino, What is Important 

This review of extant literature suggests that members of the discipline of nursing hold 

disparate positions on nursing knowledge. There are clairns that nursing knowledge aises in 

multiple ways of knowing, and suggestions that nurses are acknowledged as knowers, particularly 

with respect to their clinical-practice knowledge. Beyond the theoretic discourse. however. there 

is evidence of a deep fracture within the profession. of continued divisiveness between 

academicians and practitioners with respect to what constitutes nursing knowledge. and how that 

knowledge is constnicted. Calls for "discovery of self-and-other ... connecting with what is 

known" (Moch. 1990. p. 1%). and integnltion "into Our legitimate realm of inquiry that which wc 

know from our O wn experience" (Chinn. 1992, p. 7). are not matc hed by support ive practice 

environments or cumcula that honor who students. and teachers. are. and what they bring io 

leaming and teaching encounters (Advisory Committee on Health Human Resources. 2000: 

Ontario Ministry of Health and Long-Term Care. 2000; Peters, 2000: Rancoun. Guimond-Papai. 

& Prud* homme-Brisson. 3000; Rather, 1994). 

What we know from Our experience, and how it i n fom nursing knowledge. is not 

explicitly articulated or revealed, and the knowledge development discoune continues to be 

oppositional. as suggested by Maeve ( 1994), and inaccessible. iMuch of the discussion appears in 

journals and textbooks intended for an acadernic audience, and much of that discussion 

necessitates a comfort level wit h the language of ontological and episternological inquiry that 

many nurses do not hold. Our conceptualization of nursing knowledge must becorne more 

inclusive. accessible. and easily understood, if it is to have relevance for al1 nurses. Each nurse's 

Life experiences produce a unique and subjective way of knowing a particular event. And because 



each nurse's life expenences do inform her knowledge in a unique way, each nurse must be 

prepared to engage in self-directed activities to reveal the nature and scope of that knowledge. 

Only when each nurse lays claim to who she is and what she knows. will the nursing profession be 

able to lay broad claims to a unique niche within the health care domain. 

This inquiry. through exploration of critical issues in knowledge development. advances 

the thesis that knowledge is life-infonned and contextual. It makes explicit an aspect of nursing 

knowledge largely taken for granted. that is. knowledge embedded in the experiences of our lives. 

It provides insight into life-infomed knowledge as a necessary precursor to the empathetic. 

human engagement now called for by many nurses. And. it demonstrates how a contextualized 

examination of nursing knowledge. produces n more cornplete portrait. In the nent chapter. 1 

describe how nursing knowledge will be illuminated through a life history exploration of one 

nurse's life. Life history method is explained in greater detail. as is how Patty and 1 came to be 

engaged in this process. The structure of the remainder of the thesis is delineated and some issues 

of rigour are preliminarily addressed. 



C H M E R  TWO 

Contemplating Life Experience: Methodological Considerations 

In this chapter, I outline the methodological orientation of this research. 1 begin by 

locating the study within a qualitative paradigm. I then identify why life history method is a logical 

means by which to explore nurses' knowledge. I address specific issues related to the research 

design. particularly. how Patty and 1 came to participate together in the process. Collection of 

data. through interviews. observation. and review of documents. is also detailed. How 1 achieved 

understanding is discussed in Chapter Six. I undertook numerous strategies to ensure the study 

was conducted in an authentic and rigorous manner. As issues of risor and ethical conduct arose 

throughout the process. they are discussed at the point at which they entered into consideration. 

Qualitative Paradiem 

My interest in nursing knowledge arises in my life experience of my grandfather's death 

and subsequent reflection on that experience in the context of my teaching and nursing practice. 

In telling my story. 1 both illustrate. and explicitly accept. Peshkin's (1993) statement thnt "behind 

the story of any particuiar life is ... something wonh leming" (p. 25). 1 have already explicated 

my position that understanding nursing knowledse is an avenue to understanding the dilemmas 

and contradictions of nuning practice. I now propose that we are able to l e m  something of the 

nature and scope of' nursing knowledge, by exarnining the life of a nurse. 

1 am also acutely aware of continued divisiveness among members of the nursing 

profession, as to what constitutes nursing knowledge. My choice of research tradition, and of the 
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method within that tradition, must, therefore. fulfil two objectives. It must be consistent with my 

twin-pronged assumption that knowledge is life-informed and contextual. And, it must contnbute 

to a broader conceptualization of nursing knowledge than has been previously understood. 

This inquiry is, therefore. located in a qualitative paradigm. a fundamental assumption of 

which is the existence of multiple tmths or realities. Acceptance of the concept of multiple 

realities acknowledges that each nurse has different life expenences, and that each nurse 

understûnds differently, how those life experiences inform her nursing knowledge. Each nurse 

constructs. therefore, a different reality. Lincoln ( 1997) suggests that t hese constructions are 

"socially and experientially based. local and specific in nature. and dependent for their fom and 

content on rlie Nlùi~~id~<uls wi10 iiold tiimi and o>i rhe groiips io ivi~icit iliose individtinfs belortg 

[emphasis mine]" (p. 379). Lincoln's words reinforce my position that my chosen method must 

consider both the nurse, and the context of her life. 

In accepting assumptions of the qualitative tradition. I explicitly reject a positivist belief 

that there is "'one right answer" or "truth", identifiable through reductionist strategies and 

subsequently generalizable to a larger population. A positivist stance suggests there is an 

observable, verifiable "body" of nursing knowledge. chat al1 nurses hold in the same way, a 

premise antit het ical to my understanding of the bfe-informed and contextual nature of nursing 

knowledge. Within the group of research methods originating in the qualitative paradigm. 1 have, 

therefore. chosen iife history. because of its capacity to illuminate a life-in-context. and thus 

provide understanding of nuning knowledge not evident to this point. In the next section I discuss 

life history method, what it is, and why it is appropriate to this study. 



Life Histov Method 

Life histories. like snowflakes, are never of the same design 

(Borenstein. as cited in Plummer. 1983. p. 7) 

Life history method has many definitions and interpretations (Tiemey. 2000). I understand 

it to be grounded in an ontological assumption that human beings make sense of their lives in a 

manner that is persona1 and subjective and. that this sense. or meaningrnaking, is socially 

constructed. Knowledge is. therefore. createdlrecreated in human relationship (Kvale. 1999). This 

is consistent with the assumption that knowledge anses in life experience. and that eûch nurse's 

experience. and consequently. life-infomed knowledge. is different. Our lives exist. however. in a 

contextual maelstrom. How we make meüning of and tell the story of who we are is informed. in 

part. by Our biographical stories. familial connections. places of residence and work. and 

relationships with neighbors and colleagues. Al1 of these. and other contextual features of life. are 

embedded within socio-histoncal. economic. political. religious. and cultural perspectives, to 

name but a few of the factors that have an impact on Our lives. Failure to consider these aspects of 

our lives is to assume life is context-free. that we are in no way touched by events and 

rclationships which transpire around us. Thus. for myself as researcher to understand the meaning 

the participant. Patty, ascribes to events of her life. it is necessary that 1 also understand the 

multiple contexts within which her life is lived. 



Life history method. because it explores the intersection of an individual's life and the 

context within which that life has been and is lived, is methodologicaIIy consistent. It is, according 

to Cole and Knowles (2001). 

about undentanding a situation. profession. condition, or institution through 

coming to know how individuals walk. tnlk. live and work within that particular 

context. It is about understanding the relationship. the complex interaction. 

bctween life and context. self and place. It is about comprehending the 

complexities of a person's day-to-düy decision-making and the ultimate 

consequences which play out in life. 

Specifically. life history method is used in this inquiry to describe how the complex interplay of 

nursing knowledge and nursing practice is understood within the nursing profession. through 

interpretation of one nurse's personal. introspective. and contextual story. by another. 

Patty's story reveüls the rich points of her Me. These are "points of profound change and 

influence" (Cole & Knowles, 1995. p. 14 1). from which we gain insight into Patty's 

understanding of the profession of nursing. and of palliative care nursing. in pluticular. My 

interpretation of Patty's life history. given thüt 1 too bring idiosyncratic knowledge and 

perspective to our conversations. adds my own understanding. As researcher. it is my further 

responsibility to bnng fonh the broader landscape of the nuning profession, by means of 

additional information: through observation. and through considention of socio-historical. 

economic. political. and other perspectives. This provides a contextual frame. and the opponunity 

to do so. is a unique feature of life history method. This strong contenual orientation, in fact. 
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distinguishes life history from other persona1 history methods such as narrative, biography and life 

story (Cole. 199 1 : Goodson. 1993). 

The nature of the role undertaken by the researcher and the research participant also 

serves to differentiate life history method from its counterparts. As this is dialogic partnership 

research (Cole. 1994). in which Patty and 1 engage in mutual inquiry and interpretation, "synthesis 

and feedback are central to the process ... 'It is the ongoing dialogue of reflection and Feedback 

that helps to transform personal understandings into ... knowledge' " (p. 19 1). This is consistent 

with Kvale's ( 1999) contention that knowledge arises in human experience, and Peters's (2000) 

point that "knowledge is a social product. aiid it develops and evolves via negotiation within 

discourse cornmuniries" (p. 167). 

A life history inquiry necessitates. therefore. prolonged engagement between researcher 

and participant. It is not realistic to expect anyone to reveal the richness of a life in one or two 

interviews. The first phase of the process is, in fact, negotiation of the relationship (Cole. 199 1). 

Early interviews serve to develop rapport and build trust. Discussion regarding issues of 

confidentiality and anonyrnity take place. As well. the researcher müy share persona1 stories. such 

as. how and why interest in this particular area of inquiry arose. S haring of persona1 stories 

cornmunicates the sarne openness expected of the participant. and can demonstrate researcher 

credibility. 1 shared with Patty the fact that 1. too. had been a palliative care nurse. and how that 

experience followed me in my academic career. informing my teaching and doctoral studies. We 

spoke generaily at first, negotiating the possible number of interviews (Five, later renegotiated to 

seven), and deciding on what days of the week. and time of day, might be most effective. My 
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willingness to adapt to Patty's schedule demonstrated rny cornmitment to honor her as an active 

participant in the process. It also helped to create an environment in which Patty felt sale. able to 

begin to share experiences of her life. knowing how they rnight ultimately be represented. 

Life history data are collected in multiple. cumulative. open-ended interviews. that Cole 

(1991) refers to as "grounded convenations" (p. 197). The researcher generally begins with a 

broad question intended to st imulate recollection of. and re flection on. life experiences. 

Subsequent questions anse frorn participant responses. and researcher responses to the 

participant's story. They seek clarification, depth. breadth. insight. and the participant's 

perspective of the experiences in the context of extrmally-gathered data. Patty and I both brought 

fonvard documents (articles. news repons. pamphlets, rnanuals. institutional policies etc.) that 

s~imulated our conversations in different ways. 

Together. we explored Patty's life on several levels (Goodson. 1992): her life experience 

and background: her life style. particularly her fondness for rural Iife: pivotai experiences at 

different stages of her life: and. of course. her career as a nurse. A useful tool was a time-line. or 

lifeline. that i sketched after the third interview. plotting the significant events revealed to that 

point in tirne. When I shared it  with Patty, she quickly picked up a pencil and starting adding 

events and elaborating on others. The time-line proved an effective conversation trigger, adding 

nuance and character to her story. 

In a life history inquiry. the interview is a relationship in which knowledge is created. To 

portray the interactive nature of Patty's and my relationship. rny analysis and interpretation of 
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how Patty's life experiences infonn nursing knowledge, is represented as a conversation between 

two nurses. The conversation demonstrates how Patty and I construct, hold, and express our 

knowledge. It also illuminates many instances in which Patty and I struggled to reconcile our 

respective points of view, Our respective ways of knowing a particular phenornenon. The 

similarities in the way in which we understand events aises. in part. in our sirnilar clinical 

backgrounds: the differences. in the vast knowledge each of us holds arising in experience outside 

the clinical realm. and in the vastly different contexts. clinical practice and acadernia. in which our 

knowledge is artîculated. Knowledge is created. through exploration and conversation. as we 

hmonize Our positions. as Kvale (1999) suggests "inter the virrvs of the interviewer and the 

interviewee" (p. 10 1 ). 

There is also a third participant in this inquiry. of whom 1 am constantly mindful. The 

reader encounters and is drawn into the dialogue. and as Charmaz (1999) States "readers corne to 

our stories with their own knowledge. experience and meanings" (p. 379). Patty's life 

experiences. and her understanding of them. are revealed through my interpretation of her 

narratives. My interpretation takes into account theoretical and coniextual perspectives outside of 

Patty's immediate experience. My interpretation. and the contribution of others. is then 

considered by readers. who bnng their own views and interpretations. Knowledge is thus 

constructed in an ever-widening spiral as different readers create meanjng of Patty's life history. 

or to paraphrase Kvale ( 1999), knowledge is created inter the views of the author and the reader. 

Through this process. the life of one rnember of the palliative care community, Patty, offers a 

window onto. and insight into. the experiences of the community itself. As Cole and Knowles 

(forthcoming, 200 1) state "to undeniand some of the complexities and complications and 



confusions within the life of just one mernber of a community is to gain insights into the 

collective". 

Life Historv Method in the Health Sciences 

Life history method is represented in health sciences literature. however, the majoiity of 

work is found in disciplines other than nursing. How the method has ken. or could be. used in 

clinically-based research is sununarized by Frank ( 1996). While Frank broadly defines a narrative 

genre in which "empirical methods are used to construct and interpret the lives of ordiniiry 

persons" (p. 157).  she distinguishes life history as a nûmtive repon of a person's life from birth. 

This narrative unfolds natunlistically. is organized chronologically or topically, and perhaps most 

irnportantly, inclodes the "researcher's reconstruction and interpretation on the basis of the 

person's life story. interviews. observations. and clinical records and other documents*' (p. 3 3 ) .  

Frank's discussion is particularly useful in that it compares various narrative methods and 

provides examples from her own extensive life histories. 

Several authors discuss the distinguishing features of life history method (Miller. 1994: 

Mitchell & Radford. 1996: Saillant, 1990). Saillant focuses our attention on context. particularly 

the context within which an individual experiences illness. Her poignant life story of a woman 

dying of cancer depicts an ever-widening gap between the patient's experience of illness and 

death, and the context of an oncological discourse of hope and survival. The woman's increasing 

alienation as she rnoves beyond the prevailing discourse impresses upon us the need to reveal how 

her, and others', experiences are shaped and inforrned by the events of iife. 
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The nature of roles undertaken by researcher and participant. roles that differentiate life 

history method from its counterparts. are also highlighted (Miller. 1994: Mitchell & 

Radford. 1996). Miller explores borderline personality disorder from the patient's perspective. In 

this work. the descriptions of patients' lives are so rich that details not previously shared with 

therapists are revealed. perhaps because participants perceived that they and the researcher were 

involved in a more collaborative and egalitaririn relationship than in a therapist-client relationship. 

Miller hypothesizes thüt information is seen as helpful to others rather than detrimental to self. as 

may be the case when sharing is linked to treatment decisions. 

Mitchell and Radford ( 1996). like Miller (1994). reveül their experiences of greater 

participant disclosure in reseürch interviews. They suggest the time-limited nature of research 

interviews may contribute to participants using the researc her as con fidünt . There may be 

"increased personal disclosure due to an increased sense of anonyrnity and freedom from 

consequence" (p. 54). The notion of freedom from consequence is echoed by the participants in 

Miller's study even though her interviews spanned a one year period. 

These reports of unanticipated researchedparticipant roles, reveal a dilemma sometimes 

encountered in clinically- based research. t hat is. the proximit y of researc h and t herapeutic 

interviews. Given the assertion that knowledge is created in human relationship. it is not 

surprising that t here are more similuities than differences, bet ween interviews wit h t heoretically 

different purposes. Kvale ( 1999) suggests. in fact, that therapeutic researchers "should pay serious 

attention to the potentialities of their therapeutic interviews as a research method 

(p. 110). 
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My conversations with Patty cannot be constmed as therapeutic. We are two nurses. not 

nurse and patient. in conversation. Life history rnethod is explicitly understood as a research 

rnethod in this inquiry, as such. extensive discussion of this dilemma is not necessary or 

appropriate. It is an important point to raise, however, as furiher examination of health sciences. 

and. particularly, nursing literature. reveals notable differences in the purpose and design of a 

study utilizing life history rnethod. 

Larson and Fanchians ( 1996). for example, link the relational character of life history and 

other narrative methods. to an ethic which is a part of the client-therapist relationship. They 

propose that the method can serve not only for research purposes. but as a therapeutic 

intervention. Life history research is descnbed as a means to assist occupational therapists in 

"better understanding the complexity and contexts of the client and his or her experience in the 

therapeutic process" (p. 2-17}. The notion of narrative windows of opportunity is adviinced as 

important in "situating a therapy episode into an ongoing life story" (p. 749). thereby enhancing 

the working relationship. 

Life Historv Method in Nursinq 

In nursing, these and other methodological issues related to life history method are seldom 

raised. although Admi (1995) has described what she believes to be the strengths and limitations 

of the method, citing particularly a lack of attention currently given to analysis of life histories. 

The lack of debate rnay be because the method seerns to be understood differently by different 

authon. For instance. Hagemaster ( 1992) views Life history method as a means to "reveal some 

shared behavioral and belief patterns across cultures ... [serving] as a cornmon denorninator for 
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comparisons among other ethnic groups" (p. 1 177). while Bramwell ( 1984) deftnes the method as 

a "composite of activities in which older persons engage in an attempi to arrive at some 

meaningful. integrated life perspective" (p. 37). Bramwell suggests participants use reminiscence. 

selective recall of positive life expenences to buffer present realities. and life review. to "reconcile 

old guilts and derive meaning" (p. 38). In this description, particularly given the role a researcher 

might undertake to Focus reminiscence on selective mernories, it is unclear whether life history 

method is undentood as a research method or a therapeutic intervention. 

King's ( 1989) focus is also elderly persons. in particular the use of a life health-care 

history protocol (Leininger. 1985) to document the health history of an eighty-five year old 

woman. Leininger describes the proiocol as a means by which to "document and identify 

longitudinal pattem(s) of an individual's perceived. known. and experienced health. care. and 

illness lifeways within particular cultural and environmental contexts" (p. 121). As with 

Hagemaster (1992) this view of life history appears to be directed toward cultunlly-specific 

understanding and cross-cultural cornparisons. Leininger does view life history method as useful 

across the life span. but in keeping with Bramwell(l984) and King (1989). its use with elderly 

penons is perceived as particularly beneficiril. presumably because their longer [ives lend 

themselves to historical consideration. 

The juxtaposition of biography and context, one of the key features of life history method. 

is only discussed by Bramwell(1984) and Leininger ( 1985). The pnmary focus in oiher works is 

either life story without attention to its context (Hagemaster, 1991: King, 1989). or the impact of 

context alone (Hinds, Chaves, & Cypess. 1992). Hinds et al suggest that "abilities to attach 



meaning to and to understand a phenomenon depend cn the researcher's and clinician's 

knowledge of the multiple contexts in which that phenomenon occurs" (p. 62). Context is 

described as four nested, interactive layers: immediate, specific, general, and meta. These authors 

believe that consideration of context. not only descriptions of event-specific contexts, but 

consideration of the nurse's own interaction with the contexts of others. has the potential to 

reveal aspects of nursing thot have k e n  perceived to be invisible. 

The health sciences and nursinp literature reviewed reveals that life history is clearly 

understood by sorne as a research methodology (Admi. 1995: Frank. 1996: Miller. 1994: Mitchell 

& Radford, 1996: Saillant, 1990). Others seem to understand the method as more limited in 

scope, with ii primary focus on health history (Bramwell. 1981: King, 1989). what Adrni refers to 

as a "thematic life history" (p. 187). Bramwell's de finition sounds somewhat like reminiscence 

therapy. Lrirson and Fanchiang ( 1996) see potential in both menas. where life history research 

provides insight into patient experiences that are relevant to therapeutic encounters. and 

opportunities to "switch gears" as it were. during the course of a research interview, into a 

therapeutic interview. 

Significance of Life Historv Method for Nursing 

Nursing know ledge is content iously debated in nursing literature. Does kno wledge anse in 

theory or in practice? 1s the profession of nursing an art or a science? Should mernbers of the 

profession embrace single or multiple paradigms? The voices of nurses are heard in narratives of 

clinical practice, but who these nurses are and how they understand their own knowledge of 

nursing, continues to be invisible. This inquiry begins a long overdue inclusive discourse. 



The inquiry also introduces life history rnethod to the repertoire of nurse researchers. As ü 

research rnethod, life history can contribute richer data than communicated in the examples found 

in nursing literature to date. Through reconstruction of nurses' life histories. and in shared 

exploration of how those histories are contextualized, we gain insight into how nurses. and 

nursing practice. are informed by socio-histoncal. political. and economic influences. such as 

those evident in systemic changes in health ciire (Will. fonhcoming. 100 1). As Cheek and Rudge 

(1994) state "our understanding of nursing and nursing practice are shaped by texts denved from 

the wider social context in which nuning and nursing practice are embedded" (p. 15). Any 

attempt to portray nurses' contemporary situations must. therelore. begin "by recognizin; the 

changing context within which [their] work is undenaken" (Ball & Goodson. 1985. p. 2). 

Nurses are tested on a daily basis by vu-ied beliefs about what constitutes nursing care and 

how it will be iiccomplished. The institutions in which they are employed. the physicians with 

whom they work. and the public for whom they a re .  a11 have different expectations of what 

nurses can and will do. What t hese expectations are and how nurses perceive they de fine their 

nursing practice has not been well investigated. Through life history rnethod, the opportunity 

exists to explore these relationships of individual lives. institutional culture, and social structure. 

Politically-mandated healt h reforrn and restructuring is an example that illustrates the 

importance of consideration of content. In health reform. closure of institutions and beds. aimed 

at reducing health care costs, has resulted in the deletion of thousands of nunin; positions. 

Nurses have been retired. laid off, declared redundant, and "bumped" throughout facilities. out of 
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speciaiized prac tice areas in which t hey have developed considerable know ledge and expertise. 

Nurses in hospitals grapple with increasing patient acuity and technological complexity which 

necessitates both greater time cornmitments and different knowledge. Nurses in community 

settings cope with the impact of shorter hospital stays. caring for much sicker people unrnatched 

by resource availability. And diminishing dollars have led to increased numbers of unregulated. 

minimally-trained staff replacing highly skiiled and experienced practitioners. a strategy which 

increases a nurse's workload by expecting her to be the monitor of service provision. 

What is the significance of this context of health reform for nurses' lives and work. for the 

expression of t heir nursing know ledge? Ho w do the y unders tand the rapid and dramatic changes 

which seem to be ovenaking their nursing practice? How can their knowledge contribute to the 

process? Most nurses know that t heir knowledge is extraordinarily cornplex, that the knowledge 

used to nurse is broader than that acquired in nursing prograrns or through clinical practice 

experience. And yet. we fail to explicitly consider the life-informed and contextual nature of 

nursing knowledge. and to reveal it in its richness and depth. Patty's life history. and my 

interpretation of it, sets understanding on a new course. 

Although it is not well represented in nursing, life history method has a tirne-honoured 

tradition in other disciplines (Hatch & Wisniewski, 1995). where methodological issues suc h as 

relationship and voice, rigour, representation, and ethical considerations have been extensively 

discussed (Cole. 199 1, 1994; Cole & Knowles, 1993. 1995: Finley. Knowles, Cole & Elijah. 

1995; Kvale, 1995; Lincoln & Guba, 1990; Measor & Sikes, 1992; Mitchell & Radford, 1996; 

Sparkes. 1994). The experience of these researchers establishes the efficacy of Life history method. 



The scope of opponunity to different ly understand aspects of nursing know ledge and practice. 

establishes the importance of including it in the repertoire of nursing research. 

Pattv - 
Every nurse's life is a story from which there is much to leam: about life, about nuning. 

and about nursin; knowledge. One other nurse participated with me in this joumey of exploration. 

Patty is a clinical nurse specialist on a palliative care unit located in a teaching hospital in a large 

urban center. I worked on a different palliative care unit than Patty. My time there predates 

Patty's by about six years. and is of much shorter duration, about 5 % years in total. Patty has 

been caring for dying people for 30 years. 

1 first met Patty four years ago. when she acted as a clinical preceptor for a student in a 

course I was teaching. From this enperience. 1 knew her to be intelligent. articulate. and 

committed to principles of palliative care. and leaming and teaching. Her passion and enthusiasm 

for palliative care nursing deeply touched me. so I had her in mind from the beginning of the 

development of the thesis proposai, believing she would contribute to the project in a rneaningful 

way. I invited Patty to join me through a letter describing my interest in nursing knowledge and 

Life experiences outside the realm of clinical practice (Appendix A). Later. when we met for the 

first time. she revealed that before agreeing to participate (Appendix B) she had shared the letter 

with her family, particularly with her youngest daughter, a teacher, whose opinion clearly was 

important. The entire family supported Patt y's decision. 



In the letter of invitation. 1 explained my interest in collaborating with a nurse from 

palliative care. as it was the clinical field in which I had most experience. The palliative connection 

between Patty and me facilitates development of rapport. but it could. just as easily. Limit Our 

conversation. or predetermine and set a tone for acceptable and anticipated content (Mitchell & 

Radford. 1996). So. while our interest in palliative care is the intersection at which Patty and I 

meet, 1 am aware that each of us is an individual. differently informed. and that each of us brings a 

different perspective to this inquiry. I also wanted to engage with a nurse in this setting. because 

while palliative care is beginning to corne into its own as a recognized specialty. it is still. in our 

technology-dnven. cure-oriented society. less well-funded and perhaps less valued, than other 

areas of practice. I saw an opponunity to develop insight into the significance of a practice 

context for the expression of nursing knowledge. pürticularly given concems raised earlier. 

regarding a hierarchical ordenng of prefen-ed areas of work (HardiIl. 1993). 

What follows. in the next three chapters is Patty's story. who she is, what she believes 

about nuning. and where her nursing practice takes place. It is a rich description of her life as she 

shued it with me between July 1998 and March 1999. In all. we spoke for almost 30 hours, in 

seven open-ended interviews. and during three observational experiences. The length of time we 

spent together was necessary to enable Patty to fully reveal and develop her story. It was also 

necessary because trust takes time. Patty had to be cornfortable that 1 would honestly and 

authentically interpret her life. 

In response to the question "How did you become a nurse?'. Patty began a detailed 

description of her training. She spoke spontaneously and at length. I found I asked very few 



questions except for clarification of the sequence of events. Later interviews added orher 

experiences of her life: family Life. educational endeavors, and. of course. her nursing practice on 

the palliative care unit. Observational experiences provided insight into the varied responsibilities 

and activities of her position. They also offered the opportunity for further discussion about 

notable aspects of her practice. Throughout 1 kept field notes. a diary in which 1 recorded my 

impressions of the interviews. my thoughts about how subsequent interviews might proceed, and 

any details 1 wanted to apprehend. 1 also recorded my understanding of practice observations. in 

conferences for example. 1 noted who attended. who sat where, and how discussions proceeded. I 

observed, particularly. for insight into Patt y's role and how her contributions were incorporated 

into the proceedings. 

All interviews and field notes were transcribed verbatim. I chose to complete the 

transcription myself because 1 believed it would enhance my leaming and I found this to be the 

case. Doing the transcription myself facilitated the process and progress of interviews. As 1 

completed each transcript 1 identified what stood out for me. This set the tone and directed rny 

openin; questions in the subsequent interview. I was also able to identify when 1 had asked 

questions that perturbed and strengthened the discussion. and when 1 provoked closure or 

inadvertently changed the subject. My ability as an interviewer consequently grew as we 

proceeded. As 1 transcribed the interviews I also engaged in a prelirninary analysis of the data. 

Questions and ideas that arose were insened in italics or in the rnargins, highlighting aspects 

which were eventually identified as the rich points. 



1 used a journal to explore my own feelings and assumptions. 1 recorded the moments 

when everything seemed to corne together with arnazing clarity. when the writing was steady, and 

my confidence was high. 1 also recorded my apprehension as the study proceeded: concerns about 

my research competence. frustrations with my interview style. reservations about the content and 

process of our conversations. lack of confidence in my writing ability. ünything and everything 

that presented a roadblock, temporary or othenvise. 1 examined and questioned the assumptions 

that could potentially limit my capücity to listen to Patty in an authentic way. and engaged in a 

dialogue with myself to resolve problerns. 

It took me a long time to decide. for example. hocv 1 would represent Patty's words. My 

first effort was a chronologic. third person narrative. but 1 had no sense of Pütty when 1 read it. I t  

seemed unnatural. Patt y speiiks very quiet ly. When she talks with patients and families she is 

never impatient or imprecise and she frequrntly describes experiences with great passion and 

emotion. As 1 contemplated how to write the story she shared with me. 1 had an epiphany. 1 

realized that when I read her words. 1 could hear her voice. Eventually in the writing 1 became 

mindful of hearing her voice. It  is the point of connection between the story as told and the story 

as represented. The most rigorous feature of this work is that 1 am always able to hear Patty's 

voice. When I do, 1 am closest to truly representing her life. 

How to maintain anonymity was another perplexing detail. in the first meeting Patty 

stressed that she wanted to remain anondmous. As we proceeded, and particularly as 1 enamined 

the contextual features of the palliative care unit. 1 recognized that there were some elements of 

the story that if shared. would breach Patty's confidence. She and 1 spoke on three occasions 



about this and together resolved how various aspects of her life and practice would be 

represented. As a result 1 have deliberately avoided specific reference to her home. to the location 

of the institution in which she works, and to historical features of the palliative care unit. The 

cornmunity of persons working in palliative care is small. If I were to describe some of these 

features. even though they might contribute to understanding. 1 would reveal Patty's identity. 

Concludino Thouohts - 

In the next three chapters. the focus shifts to Patty. Her story is organized in three parts. 

In the Foreground, Chapter Three. Patty's life story is shared in her words. beginning where she 

began in our first meeting. when she enters nursing training in 1959. Rather than proceeding 

chronologically. the story moves across her life as she remembered and revealed it. The nursing 

foreground follows in Chapter Four. Here Patty's description of her nursing practice is 

complemented by rny thoughts. questions. and descriptions of similarities and differences with rny 

own practice experiences. The background. Chapter Five. is the historical. socio-political and 

local landscape that contextualizes Patty's practice. This is a narrower contextual perspective t han 

that set forth in Chapter One. as it specifically examines the context of palliative care nursing. 

Here, different voices are heard. other nurses. and those who are involved in the palliative care 

movement. Their voices situate Patty's experience as a palliative care nurse. 

Patty's words are italicized so they can be differentiated From my words when mine come 

into the text. Pauses are represented by gaps in the text . . . fol10 wed by three dots, 

strong emotion by bold. Ellipses ... are used to rnove the conversation from one segment to 

another. Most of Patty's story was shared consecutively but we also came back to events in later 
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interviews. To fully describe these events, 1 have knit together some passages that were shared at 

different times. 

Party's life, and the context within which it has ken ,  and is, lived. is presented in 

considerable depth and breadth. Extensive detail is necessary for the development of insight. and 

undentanding of, aspects of her life that inform nursing knowledge. It is also necessary to fully 

convey the impon of the practice context for the expression of that knowledge. In other words. 

without a fully rendered portrait of Patty's Me. it is impossible "to capture the richness, 

complexity, and dimensionality of human experience in social and cultural context" (Lawrence- 

Lightfoot. 1997a. p. 3). and to convey to the reader Patty's perspective of those experiences. 

And. without a fully rcndered portrait that accomplishes these objectives. it is impossible to 

interpret Plitty's actions and perspectives. and through interpretation. to illuminate the life- 

informed and contextual nature of nursing knowledge, the prirnÿry intent of this thesis. 



CHAPTER THREE 

Contemplating Life Experience: Patty's Story 

Becomins a Nurse 

I Iind ralkrd abolir being a nurse for a»*hile, wri?ing to dvferent schools in New York, iti 

Canada, il? England. My niorlier liad tried io br a wrse  iii the 1920s and die r i l ~ u ~ ~  talked 

nborir lier exprierice. S/ie ivr~it rhroirglt. go[ tliroiigli as fnr as the »nedical. alid irus rejecrrd 

becniise Iier piilse rate irrus qriitr fast. It rws soniriliNig d e  ivurrtrd tu rlo urid corildi % Wlirn did 

I knoic. I rrwtted to be u mirse? Well. back riieii r t y  Marti alrrqvs ralked aboitt Izrr c~~rperiericr. 

Later. ivlieri 1 ivas in rlie coriverzt scliool ire iised Io visir the hospirals ami ralk to purierirs. Yori 

ivoiild go to tiie iwrd and rlie mirses ivorild rell yoii irho to iisit. We didn't ger rlie i F e n  sick 

people, biir 1 rernrniber seeing sorwone \rho Iicid jiist conir bnck from the operciriug room and 

iras bleedi~tg from the nioicth. I rhorigltr it was mfiil. but tlirn 1 iws able ro krep g o i y  bnck. Wr 

Iiud to go oiice a iveek und 1 dici tliis for about nvo yeurs alid su I gor i7rp cornfunable going into 

hospitais. Aiid rlien 1 thoiiglit. riiis iooks good. I'ii like ro do tltis and 1 ksieii* tiiat 1 coiild ruke if. I 

iras corrfonable ili the Iiospitul. 

Tizere were obsracles in gcrting ro anorlier colnit- ro do il. They rvere v e e  srricr. Rarlier 

tltan rake foreigii stridents. rltey iraidd rake tlieir oirn stiidentsfirst. 1 ivas going to take niirsing 

in New York. M y  grandmotlier lived rhere und die and niy niotlier Iznd traveled back and fonlz. 

su it ivasn't the cziltirre shock r l m  some people ~ltiiik it is. I coiild have gotten Biro an- one of 

rliose Izospitais becaitse rliey w r e  specificaliy for coiored people. as opposed ro the ivliite 

people. So 1 wrnr to Neiv York. bin 1 didn't iike ir rnricli. niere were too niany people, the croivds, 



and tltar was the time of segregation. My graiidnrotlter oivned apartrnent blocks. she ivas a 

landlord, and I reineniber going oii the btis iritli lier and as ive got on I jitst sat doim. becairsr at 

lionie people ori the bris jirst sat wherever. And slie said iio. At tliat rime ifyoli ivere not white yoti 

sut ut [lie back ... aild I coiildii't take that. I could no?. I don't care irkat tliey tliink of me, hirr if 

l'ni iri a place I slioirld liuve the sunie opponiiiiity as otlzer people. So I diiiti't rrnnt to stay rliere. 

My brotliers iwre already iri Canadu. Th- Iiod corne uliead arid started iiniversity. My 

Iialf-siste liad hem ru visir tl~eni arid slre came to rlre hospird and !rrlked to theni abolit nie mtd 

t k q  admitted nie to riiirsing oiz rite busis of tliat. There iws  no probleni getting iti Iiere. One 

otlier riiirse, iri tlie clcrss nr*o pm-s diead, i t m  also /rom lio~?ie. Slte probably pcrid tltc iruy so 

ivlwn nty sister came. 1 had tliat aherid of me. It iros d~ficcult lruving home. biit tlicit ugui~i I htid 

stuyed at lionie for îwo y u r s  clfttrr. Ifinislied high school utrd I tlioilglit. I Iiuve to n m e  on iii~li 

rny life. Su I came iip uttd 1 likrd ir aiid I stqed. 

It iras tliree-yeur program arid ntirsirig tminiiig ims dijjfere~it tliatt it is rioiv. Yoii lived in 

residrnce, so yoii ate niirsing. drmk niirsing. lived niirsirig. Yorrr CO-iiarkers and associufrs ir-ere 

tllere. yoic jtist lived izitrsing. Stiident riiirses actiiully stc1Jfed the hospitals. Yoii Iiud yoiïr sir 

month probarion time ivliere yoic iwnt to classes and /rom [lien on ~ o i i  rwrr on the irnrds. Yoii 

irere on tlie ivrircls as a jitnior, uith a serrior. i r h f d  be a tliird year. und botlz of yorr rroidd be 

ninriiiig the irards. Noiv stitdents are more slieltered in n sense. tliey're more protected. They 

corne onto the imirs and they have a facilitator und eveqthing they do they're stipemisecl. We 

didn't ltave tliat. 



lfinislred rlre prohariorr and in tlie last si-Y montlis of niy first year I rvas ori a medicul 

ward. niere ivas tliis patient dying of cancer, liiitg cancer, and every brearli Iie look lie gninted 

and groaiied and i c m  in pain. 1 kept askirig rlie senior sriident for sornetliing. brrr ive coiildn '1 give 

hini a~iyrtltirig. Ar tliar iime yoii rtnited iinril ir \vas rime for the nexl dose becaiise eveyone 

believed yoii corild ger addicted. I f  was jiist awful. I jiisr felt tem'ble. I felr vent fnisrrated aiid 1 

felr so s u r y  for hini and also sur? for die r?ia>t 1~h0 1ws il1 the next brd to hini. rdio fiever slepr 

al1 night. liad Iiis eyes iiide opcri. lisreiiiiig ro e w n  gniiir alid groan of tliis man. He died uboiir 

six r lm  nioniing in severe pain. gniriti~rg. grocini~ig. and flint rrully uffecred me. 1 didri 't r d i x  

tliar rirtrsiiig ir*o~ild be so pui~zfd. puinjiil for the parieur. brrr ulso pabfltl for nie. seei~ig sonirorie 

siiffer. 

Thur sumr riiglit ive hud n woi?tu,i itho. irheit sire delivered. it iins discovered slw liad u 

bruin tiinrow aiid Iiere die ims. I tlii~rk site biUs ci rrwk post-punimi. diug~iosed ivith a brain 

rionoiîr, a higli Iever. and slie jiisr died. So itv kad botli tlzose putienrs on rlie ivard, und for a 

yuring nurse. seeing lioiv tlie puririits w r e  siijjfering alrd rlie atririide (11 rliut tirne. Tlint itas one 

tliing rhat I jtist liuven't been able to forger. I coiildn't iinrlrrstu~id il. und yoii krorv, tliirty yeurs 

luter, I still caii't ioiderstüid becaiise il's still going on. It's still happening. Yesterday I Rad a 

cal1 frorn rlie daiigliter of a wonmi on oiîr progruni. Slie 's fnistrated becaiise lier Mom is 

obviotidy staning to progress ugain und nerds more ntedication. biit the doctor won '1 increuse it. 

I mean tliis is 1998 and .die cannot get the docror to prescribe niore pain medication. 

In my second year I ivas on die neiirology irard and ive admitted a very yoiing wornari. 

slie was Ni lier forties. 1 still renrernber rhis very distirictly. Slie had an aneiirysnt and they ncshed 



Aer to rlie hospirol bu? ~lzrre ivas notlzing they corrid do. Slie Irod yorrng cliildrerl. rhey rwre in 

t k i r  teeris. Slie died and I kvas the rirrrse. tlie strident nurse. looking a fer  Iier. The sripervisor 

coiild no? go und tell tlie funiily tliaz the patie~it Iiad died. coitldri't deal idtli it. I Iiad to ... ive11 

she prac~ically made me do it. Slie said it iras niy patient. It itas trartrnatic for nie I~avbig to clen1 

ivititli tliat, go and tell ci Iirîsbaiid und the kids. jirst like tliat Ni tlie hallivay. The siipervisorjrtst 

took o f ,  die coitlrlri't haridle it. At tlint tirw I d i h ' t  biow Iioiv to ~ a l k  tu people. I didti't conre 

ucross dearli ve- often. Also. y i i  ciid not decil witk juniilies r7ery ~nucli. There w r e  strict visiting 

Iioirrs alid eve-hing iras dvfere~ir. und so here \vus u hrrsbu~id and the kids screaming und 

crying. 1 jrtst fd t  ve? ternfied of wiiat to do utid ve- urtgry ot the srrpenyisor rdio rws sirpposed 

to. really to help nie utid ske coirldn't. I jitst coirlddt believc I iras goi~ig throtrgh it. 

In second uear, I Iiad u one-nionth rorutioti in the iritetisive care irriit. orle nio~itii of 

evening sfiiji. looking aJter f o w  patients ut u rime. In tliar nionth. n v d w  patie~its died. l jtist 

coiiidn't believe I iws goi~rg tliroirgh this. Those are some of the trcriinzuric tiiings I foirnd 

lrappened tu nie in nlrrsing und ~here itus no sripport. As a stirlrrit this ivas i c k t  joir went 

tlirorigli. In t~iirsing at that tiwe. yotr rvere iised as staff on the irurds. 

Tlie tliird year item qiiite smootlz1y b~i t  tliere iras un e-rpen'ence tltut didn't go mer  too 

ivell. Wu Iiad our in$ectioirs diseuse truini~ig. I irus tliere for a rmmtli brrr tliat hospital iras short- 

staffed on one of the wuï-ds. A ~ z y r ~ y ,  the director spoke to oirr director of nrrrsing. wantirig to 

use rrs to staff fhe irard. I complained, and of corirse tkut kvas the worst tliing. Yort're a stitdent 

and y u  don't s e  anything and al1 I got iras a lasliing ortt and to sperid an extra tliree ireeks on 
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[lie ivard. It kvas not e a c  ru do. becmise rliose patierits had their set routines and yori're pritting 

iri neiv people, especially sriidents. wlzo Izad no idea ichat to do. It iras an awfiil es-perience. 

Yoii krtoiv. as I look back on n y  izrirsirtg I leanied a lot irz niy tliree year progrmi. Biit 

idzut is lefr itith rne. and Ifni not siire if tliutts iidiy I eveiztiiuily wertt iiito edtication. \vas the fuct 

tllar t l i q  jiist d i h  't knorv hoir* to teaclt. It i r w r i  't ci good experience for sume tlzings, riot r l i e o ~  

or the stiidyirtg and 1 ntude friends rvitli girls !in still friends itith. if ivas more the ivuy yoii iwrr 

treated. 1 foiirid the \va! itr ivere tnught vrry dflciilt. It's like yoii rverert 't people ivlio rrrre 

leunzing, o i t  ivere ... snidents itVerert 'i red- treated like people. likr stridents shotild be. Now 

yoti vulice stiiderits arid -ou Iicive an iritporturit rolr. o big resportsibility irt reacliing tlieni. I dori't 

krto iv Izoiv I learned. Ir iclusil't eu?. 

Oiir cluss wrzs 120 aiid abolit 100 grudiiuted. so ire losr some dong rlir iiy. tlic ntujorip 

in the first sir niontlis. It '.Y v e~ f~g l z t en i r tg  rhat first d q  yorr tend to get into ri groiip tliat yoii Te 

confortable ivitll. I giiess I ir*oiilrl su? aboirt five or six of ils grotiped rogetlier and acttialfy nïo 

of those have died alma-. Thut rrusn't ra-. Orle ivus uboiit nïenty y a r s  back. Slie died uoiiizg 

and at that point in rime oiir cliildren ivere yoting, utid -es. I rlzitzk I prit tlzut oiit of tny nzind for 

uwliile. 1 don 't everz tliirtk I iras itorking on palliative cure at thut titne and I cotlkdn't ~tndersmid 

it. The other one Iiad more ojaari impact, 1 ivent tu herfiirzrrnl. Tlre ironv of it is. lier Iitisba~zd 

had the sanie diseuse and lie died on this floor, before I got Iiere. I reniember being introdriced 

tu Iiim at reiinions und at that t h e  Iie had jrist been diagnosed. and tlien slte developed if  aborit 

five or sir years luter. Slie died abolit ten years a fer  him and I ivent to Iier/tozeral. it ims Iiere in 

the 



ciiy. Thar iras sad. Ir does hii home. becu~ise itS your classrnate and itr rtrre qiiite close. yozc 

know, in the group. 

Oiir lasi reiiniou iras oiir tliirty-fifil1 alid flint 1 tliink niosi of ils foii~id u lirtle bit 

traiiniatic. I rerwnibrr wlim ive grudiiatcd arzd as ive sat tliere and fliey unnoimced tlie classes 

ive were ~liirikirig. "That 's so old. riiirty-five years. " Noiv I kioiv idiai t l iq  're iliitikirig arid ue're 

tiiinkitig. "niey're so yourrg. t l q ' v e  goi so nioclr to go yi a d  leuni and rliirigs ure goirzg io 

clwtge. " We conle rogetlier e w p f i i r  o u r s  and i f s  reuliy i~irerestirig to ser liorv o i r r  

clrrssmates climge, idzar directio~i tli- go in. whai rliq've ucconiplislied, rr*liai soule of tlieni 

have been rl~rorigli und rliere's t l m  sort of pernianerlce. rirai pernia>wnce of ci liuk to sorneilii~ig. 

Yo~i biorv ive o d y  see oiir patients lierr. for IWO or rhrw i~veks of rlirir lijie. CViut lias 

gorie on for die last sixty or severity ymrs? We Iinw IZO ideu. Fer icv're kaving io decl1 ivitli iIienr 

in tliis pliase idicrr rliey're eriùirig it d l .  liavirig to lirlp tlieni und tlleir furnilies go rliroiigli ii. 

Yori see tlir ertd of tliat lifte nrid ivoridrr idzai lius happerird frorri tlie tirtle rliq were orle h y  old 

to tliis ... i f s  oven~*Iielmit~g. So pan of iihnt I fv tu gei ut, as I meet patirnis and tlie fatriilies 

rspecially is to get ri pictilre of tliat persori. I rnlk iviili tliern and one iïiing leads to nnotlier. I 

ralk, and I conie back, yoii have to keep asking r-iiesiions. Not tlint 0 1 1  'rr being nosy, brrr if's a 

continiioiis asking of questions. Yoii cannot do thnr i n f i v  nli~ilitrs. 

Reco 1 lec t ions 

I ims boni in ... yoii don'! liuve to knoiv e-xactly ihcn,  do yoit ? Anywuy ihere ivere eiglit 

of ils ... no. nine actually. My Dad was rnarried nvice and Iie Iiad n daiighrer witli Iiis Drst wife. 



His rvife died ivlieri niy half-sister ivas nvo and riglit away die werit to [ive rritli lier auirt. lier 

nrolher's sister. 1 iïas qiiite close to lier. Slie ivas fifieen years older tlia~i I rws aud I looked iip ro 

lier. My Mom i t m  biisy ivitli al1 rliese kick urid rn? sister ir-orild sperid t h e  icitli ils and rake iu 

orir. Slie iras a sister and she itlas niore tlian a sister. son of a second Moni. 

So tliere iwre eiglit of 11s. four boys arid foiir girls and I am the oldest girl. Two boys und 

rherz me. theu nro yowiger brorhrrs cind rlirec yoiiriger sisrers. The yoiiiigest sisrer is fifreen o u r s  

yoiinger tllnn nzr. She culls me Mom. like n y  ldj-sister cuid i. My nro ol&r brorhers botli liud 

polio. I i ~ a s  jirsr lirrle biit I reniembrr liorv nzy motlier cured for rlienr. Wr iiad a lirtle corruge 

riglit ori the ocran alid she'd r u k  tliein tliere ami the? jiist nvcini and s~~*urti. und slie raiigllr rlteni 

to wlk .  Ir ptir rtiy oldesr brorlier I>rhNid Ni scliool by two yars.  T k ~ i  ni! nest brother wus oti 

rrack m d  I i w s  nvo yeurs ciliecid so rrv al1 gradii<ired froni Iiigli scliool al tlir sunie rinie. I \vus 

j~ist sisteen. 

Wr ivent lo private scliools. I iwit  ro ci co~iverir and rlie 60- to a scliool nin by brorliers 

from Ireland. Ar lionle itolzrn yori fitiislz elenierirap scliool. yoii have to rvrite un m m  ro ger inro 

seconda- scliool. I giiess 1 it*us aboiit teti or eleven. Al1 tiir kids on rhe islc~nd wite the e-wni. 

There rwre liiindreds of kids and rlte first lirai<lrrd ger scliolarsltips. Al1 the rest of ,~orir 

ediication is paid for. And 1 wasjifreentli on the islund, so 1 got a scliolursliip. 

My  parents newr puslied lis. brit it s e e m  rlzere was an e.rpecration. as yoii i m r  rlzroiigli 

scliooi froni one levei ru the ne-xt. an rxpectarion tlzat yoii ivoiild p~irszie fiinlier rdiicntion. When 

Ifitiished hi& scliool there ivere no ciniiwsities. rhere are now becazrse I have nieces and 
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rieplieir~s tlzere and tlzq go. biit tliere w r e  rione tlien. I probnbly woiild have stayed if the 

opporniriity Iiad been tliere. Biit as I said wlien Ifinished high scliool I iïas si-men. I iwsn 't siire 

r~hnr I rvanfecl ro do bitr I felr I iras roo yoiing to leaile home. I jiist ivanfed IO get oiit of scliool 

and rnake sorne rrioriey. So I iverit arid did secretanal. eping and slionliarid. becaiise I itas 

interested in thar. And I did a serïing coiirse. 

1 got u job iri a 1ibrur-y aiid i workud as, son of. an rrssirfu~tt for aboiit sir  ntoriths. Biit 1 

didri't iike it and a job carne iip at Singer und I irrrit to work in the office doirig accounririg. I \ras 

tliere abolit two years, tliongh ufter ri iviiile I coiild riot sre ni-rlf iri a job like tliut for the rrst of 

n- lijk 1 rierded to lenni more. to do more. iMaybe tkat iras tltr environ»irwt r r v  grew iip i~i.  

Leaniing i t m  irrtponarit, ir*e irwedt piished, biir it was iniponurit. M\. futlier did sevrrril tliirrgs. 

First of al1 Iie Iiud his oirw tnickirig bi<siness and then. lie died ciborit 5 y u r s  rigo aiid lie brus 

uctiially in llis ninetics. he got oiit of tltat arid boiiglit tr~ris urid rail Ais Oit71 tari biisirirss. Tizr~t 

Iir iverit mid nicoiaged (I yiia- Arld eirri ufrrr Ire wus rerirrd, rdien lie rras in Izis eiglitirs. hr 

rwrt into real estate, selling hoiises. so Iie jiist never stopped. 

M y  fatlier ir?as a very intelligenr man und cenairily qiiite niotivated and so icns rny Mom. 

niere ivere alivays book  in the horise und tliey ivere rip ivitli the lutrst fliings eveji tlioiigh lie ivcis 

born in 1898 rdten tire scliools oriiy went ro u cemin point. He werit ris far as he coiild artd rliat 

wonld have beert it. But tliey sarv that ive had opportrtnities. I did piano and ni? brotliers did 

other tlzings. We iïere not prislied, biit ive rvere e-rposed to tiiose tltings and LW rvere conriniioitsfy 

lrarnirig. If any of rny brotliers or sistrrs had problems in the scliool -stem ni? motlaer and 

fatlzer woiild liire a private tritor to hefp tliem tliroiigk. so rve had exposiire fo tliat too. The 
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interest was there in >riy pareitts. and it was asip to iis tu continiie. And we did. My oldest brotlier 

is a scliool principal ut home. Two otlier brothers are teachers aird one is a geologist. O~te  of ni? 

sisters is u riorse in Englaîid aîtd the nw yoiuigest are a clienzist and an accoiirztnnt. We al1 cawe 

away at some point and did oiir stridies in d f i ren t  iiniversities. 

M y  liu[rsister too brus stimdatirig and energetic. I kvas yiiite close tu lier und son of. 

lookrd rip to lier. Slle \rus veîy fusliionublr iuzd slie ivoiild help nie clioosr clorlies or make 

clothes for me or rnake siire I wus dressed i d .  Slie carne to New York jiist before I came iip to 

do rzitrsirig, to do dress design. Slw ntcirried a>z Americuiz i1ho liwd in Wusllington. Wheii slie 

nioved to Wasltitigfoti slze joiwd the enlbu- rhere and tlieîi slir developed leiikeniiu and die 

died. Slie rlird wlieti her duiigltter ireus two idiiclz is rrrdiy ironic Slre rws nw i t h i  kcr Mom 

died und flien slw died ivliert her cla~iglrrer iras hvo .... 

Tliut iras very dif;fic*iilt for me. I he iv  slie kod lriikrnria btit die newr did tell me lioir* bud 

it iws. I kad decided to visit lier. \r*e were iip ~ i o n h  ut tlzr rime. i ~ i  1967. und I decided to visit hrr 

at Easter becaiise I sensed that sometlling was ivrong. Tlien I goi a cal1 jiist ut tlie erid of 

Febniury froni lier hiisband to tell nie flint slie lrad died und that wus if .  Tliere were no plimes 

icfzere rra were. it irus radio commoticcitio~t. utid I A d  ru pick up aiid say over and o~i t  and so 

liere is someone sv ing tu y r i .  y t r  sister kas riid ... over and out. It really . . . kvas a shock. 

1 didn't feel I coiild haiidie flint. So riglzt away rve niade arrarrgenienfs tu come oiit. M y  dangltter 

rvas nvo at rlze time. So ivejlew oiit, liad ru stay in Toronto over nigltt. and we got tliere riglit in 

time. Her Iuisband came and picked ils iip and we walked riglzt into the mosqcie and it kvas jiist 

tirne for bicrial ut 12:UO and thaf wus it. So if \vas rlte ceremony and rve went to the cemete- and 



she wus briried and tfiut lins if. Aud tirat ivas bnd.. that itnr. ire- diflcclilt to take. Her 

daiigliter and husband, Ire didn 't remarry, have kept contact wiih nie. Her dairgliter calls >ne 

qiiite freqicently to talk. Slie arrd n- daiigliter are sir rveeks apun. 

Wlie~i I lefi Waslii~igtori. rny sister had a bearirificl home in Wusfringro~i. i tlrotcght ItZl 

never coule back to tliis place. I'll never go back and I have liever b r w  back. It's thirty years and 

it seenis Me yesterday. The sliock docsri't go ai*. My sister's iras the on- death in the fintily 

tliat 1 experiemed in yeurs crnd !cars. grundrnother clied. She livrd tu be in her ~iirieties so 1 

wns older ivhen die died. brit r>iy sirterts c h t h  ic*us rea- niore tmiiniaiic. Grrindpure~its are 

srcpposed to die. Even nty Dad's cieuth at clge 92. He iws  Iieulthy, iverit doicn to visif Iiis relatives, 

lznd sripper, la? doitn and iir died. Wheri iiVe iwre told Drid iws dead, and t l m  icus die jïrst ive 

kneir: Ire itasfirie before. it >vas u slrock. but iihut are yotl going to do? At 92, Iie'd lived (t good 

[ f i .  Ewn ivitfi mv Morn, she'll be 86 this y r r .  if's still. !oit kmnv, she's lived cr long rime. 

M y  Mon1 lives alone. biit lier menio- is staning to go. sizr's stunirig to give away 

everything, idlicli is not good. m a t  icv have done is Iiired someorie to stay irith lier at niglit 

becarise yoii never knoiv wlzut niiglit happe fi. Sorrreorie sees sortieoue alorie and t l q  take 

advantagr of tliern. but otlienvisr slie's uctive pliysically arid slie dors ewryliing. Slie lives at 

Ironie and it is a botlier, son of ivorrisonie. biit nty brother is tliere, and ive go home. M y  sister 

\vas jtm tlirre aboitt nvo montlis ago. We take trtrns going do im 

Su groiving up ivas en- It iws  nice and pleasarrt, a good faniiiy l$e. We lived in a home 

on nvo acres of land. Ir nvas in the ciiy considercd the ciiy, btit it was sri11 a fair amorint of 
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property. lire iiad a lot of freedom and riiere iveren'r any izardsiiips. M y  parents iwre able to izirr 

help. we iiad sonreone ivlio came and did rile itnslz atid (lie cleaning and helped ivirli rlir nlrals. 1 

didn? reaily have to look u . e r  my yoringer broriws arld sisrers biir I did. I \vas 15 ivlien nty 

youngesr sister wlas bom. Slie irns prertrarnre. abolir 3 poiinds aiid die wus boni ar iionie. A21 

deliveries were at Iioiw bi rime &S. Slie rtusii'f Bi hospiral in an i~lcirbaror or nnytiiing. die 

iras jiisr niirsed at h o w  alid I remwiber lielpi~tg wirii lier a d  feeding lier itirii a dropper. I ivas 

only 15 bit1 thut's rvliar I renieniber doing. Wr kept her i ~ i  n riruiver brcuiise sire kvas so sinuil. 

1 giiess ritur's rvly. it*iie,i niy sisters kid nroiiid, tliey cal1 me Mont. Brrr I did iielp ivitii Iier. 

ivirli niy nvo yowiger sisrers in paniciilnr. itho are 12 mid 15 yeurs yoiinger. I srcinecl lielpirrg oitr 

witeii I iras N i  1 1 1 ~  mid-reetis. I giiess iiitii the attitiide t iw .  iiere's sornroric. yoir iiuiv ro Iidp 

tlieni. I cuii still renlrniber ir. I ' i ~ i  pretn siire riiq look iip to nie. Nor riiut bdiar t su! goes. brtr 

rli- will itsiiu@ listeli us ive have ro raik aboitr j%r~iiiy niurrrrs or rnake rlrcisioris. 

M y  Morlier certuidy iras been qiiitr an irfliterrce on me. I suiv iter ititiz eiglit cliildrrn. 

ahvays cool and calni und sile a l i w y  iiud control. I irmt c r q  iiirh two, I don't k~ioiv lroiv die 

nianuged ivitli eiglir. Tizings rvere a h a y  iinder conrrol. never kids noi~tiiig al1 over the iroiisc oiit 

of control. tlirre \vus never anyrking l i k  thal. I ir*ori1dnrt say we ivere ~ t d l  beiiaved. I niean. boys 

itill be boys and tliey goi into troiible atld d$ficiil~ and riiere ivere rhose tliings, biit the \va? size 

handled it was uhr*ays. yoii talked aboiit it. jiisr calni and cool. This is iioic iw i d 1  deal with diis. 

As far as discipline, ive alimys ivere spoken 10. never pliyicai& prinisired. My parenfs ivere u 

pood e-raniple and thut was the type of home I grerv iip in. 
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I woiild su! mu attitiide toirards patients and eiVen toirards families as patients are sick. 

staned oitt ivay back, ir*lieri I ivas growirtg up bi rny teens aiid helping out, and it iias in u serise ci 

team effon at Iiorne. Even rliottgli ive had people ivlio came in. ive still had oiir chores, itDe still 

hnd responsibiiities. It gnve yoii a son of self-estee tliar yozc iwre responsible for o u r  ruont or 

o i i  were respomible for tlzis alid tliat. I sotnerir?ies rlii~ik nraybe being the oldest girl und Iiriving 

tliat respoiisibility. 1 didrl'r have tirrie to be n teericigcr. Maybr ut tlrat tirrie there ivas ~ i o  siicli 

rlzirig as teenagers bei~ig bad or ci~iyhing. I rfori't rerrteniber tltar. It see~~ierl rhat tliere iws ul i tay 

tliat faniily life and y011 hud responsibiliries and yolr kept biisy. 1 doiz't renzeniber beirig a 

reeriager like 11ow 1 giress tliirigs irVere [ / f i rent .  W h  LW ivent oiit. ro durices urtd sltcli. rriy oider 

brotliers rirre aliwys tIiere and so ni! rnotker let nie go. M y  niorlier r r m  ,lot strict, she's v e p  

eu- goirig. Biit slie iitii.s d s o  bitsiness-likr. y e n  intelligerit m d  rvec orguriired. From lier, 1 

learned to be patient und ii~iderstuding. l'ni able to ridk to Aer. 1 tulk ro lier ull tlie tinte. 

Nursing Up North 

Fdloiving mirsirig scliool, nzy girl/noid urid I tlioiiglit itrü go iip nonii. We itere jrrst fed 

~ i p  ivith the Iiospitul alid iritlt ~iirrsirig in tlie city su ive joiried Medical Services and wenr iip. CVr 

were finislied in Jiine. but Iiad to write oiir registration e.~anzs in October su th- piit iis in 

atiother Iiospital belongirig to Medical Services first. one closer 10 the  ci^. Ir rcas a small native 

liospitul and the torrn hospita1 iras riglir next ro it. Ir iras predonzinately pediatncs and obstetrics 

patients tlzat ive looked after tliere. It i i m  go04 bat it iras n y  first exposiim to really seeing 

... I tiioiight tlie care cotild lime been better. 1 got niore of tkat ivhe~i I we,it iip tu the 

reserve in November and 1 stuyed tliere for sir years. 



When ive got iip ro the srarion. irr irrre rhe nra neic nurses and tliere ivere aborit six 

wlio'd been tlzere four or /ive years und rliey gave irs a difficiilt tinte. We iwre intnrdirig ori rlieir 

r e r r i t o ~  and ivhen y i i  ir*ork iip nonh irt siicli a sniall enviroiirnent. rhe people yori w r k  wirli are 

tlir people y011 socia1i:e with ... rliere's no one else. Thnt riiirsing srarion rus on a11 island ivirli 

the reserve or1 [lie rnairiland. The liospiral was also or1 rlic islarid. rrhicli is abozitjive miles lorlg 

and nvo niiles wide. us iras r/ie RCMP office urid die Hitdsori B q  store and hydro und ilie 

tecichers wlio came iii ami rcliigltr in the Carholic scliools. So ritose iwre the people o t i  

socin1i:ed iiirli. biir ir i ~ ~ u s  ct cfiqiie ami ive cotild m gr1 iri. Foniiriureiy 1 irusri't by r~iyselJ i f  iias 

rny girlfl-ierid and 1. a d  ive coitld comend icirli ir. We ulso Iiad IO prow rhat ire i w e  iiiîrses. rliur 

we cociild do rvhut rliq coiild do. Ir ivas Ilor an eu- rime. it was not. Thur real- ~riude me a litrie 

bir sensirive ro di.liar ir iras like beirig o m i t *  niirse. und us a teaclirr. 1 rliiîik ir nicide nie sritsirive 

to idiut the\! itrre goi~ig rliroiigli, urid 1 e»ipïrtlii:rd widi rlienr becarise 1 rerwmbered rliar. 

Noiv i f1  Iiud sruyed N i  rite Iiospitul irhere ? rraineù, I woitld liavr jiisr blendrd iri because 

ï kneiv rlie place. I h e i v  rite peopfe and I woitld Izuve jitst n~oved fiont k i n g  a gradriare ritirse ru 

a registered nitrse. It ivoiild nor Iiave beeti dificiilt, biir ir wus ve- diJj5ciilt going ~ i p  nonli. 

Otlier niirses thar came didri't sr-. I knorv rhere iras one nurse s-1 one iwek and lefi. Th- do 

niake ir difficciilr for o i i .  not realizing rliut rliey're doing it. bltr t l i q  do a n y r q .  Iri ilie six y a r s  1 

greiv as a nurse. ï realiy developed niy clinical skills. it was a good place for thar. biir I canrioî 

sa? I developed niirclz un~l i ing  else. Oh. I nier my hsband und go1 marn'ed, rliar's rnie 

[laughing] biir as for os comntïinity and things like tliat. tlzere \t*usiitr unyrlzing for rliat. 
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Cliiiically, it irns ive? ilalilable e-rperience. I learned a [or, especially hoiv 10 organi,-e my 

ivork. Yoic corild be ivorkiiig evenings and the planes ivoiild c o w  in ivitli the patients from die 

rest of the niirsing stations a~zd tliey rrarilrl bring in aboiit 8 or 1 O patierits for admission. very 

sick babies. sick patieiits. I leanied sonze independence. I leanied to practice and I leamcd 

plysicium ir*eredt pe$ect becmise n.e had pkysiciaris tliere. idlo. renlly. any otlier place t l iq  

ivoiill nor have breti workirig becuitse rli- iwre rirgligeiii arid the ritirses hrid to do a lot of' 

cuvering ~ i p  for theni. Tliut borliered me a loi. the pliysiciaris. 1 rei~zember I ivorked orle iiiglit ari J 

rlir plysician or1 cal1 /rad been dri~iking. A baby crime in tlint hadjalleri froni die lianimock mid 

Iiad bruin danrage. Yori biorv rliings like tlmt. rliq weren't attended ru properly ut rliar tinte. I 

reniernber ciriorlier ei~erii~ig. Tliere irns u clelivery. u hrercli presriztarion riml the doctor i i m  

liuririg liis siipper. So I iremi doirn ru [lie c~rfereriu rznd sriid "SlieS aboiir reudy ro cldiver. if 's ri. 

breecli and uoii berter c o w  itp liere. yoii're the pliysician': He sciid l i rü  jtist e.rc<niirird lier ~uid  

it wam'r a breecli. So ir cornes c i m i  slir iras a breecli. Eve-thing irwt OK becaiise he did conie 

iip tlioiiglr ive had ro practicdly drug liirn tipji-om liis stipper bllr it niade rtie jkel good rlint I 

bieiv it iras a breeclz. The qstrnt lias climiged comiderubiy und noiv tliere are specialists goirig 

icp there. Brit at rhat tinie. it ivas au experirnce t l m  I ivisli I liaddt seen. 

Tliere iras good care /rom niirsing, especially us fur as cornmitnie cure. I remerriber LW 

itsed to do a 101 of obstetncs; obstetncs and pediitrics. We liud to become nzidwives in a nionili 

becaiise it \vas a tliirty-eigiit bed hospital arid tliey Iiad 350 deliveries in a year. So I leamed 

Iiorv to deliver a baby. The ivomen ivotrid conle in to deliver and it ivo~ild be the first time rliey 

ivere corning irito Iiospital. tliat iras tlieir 'pre-nutu!' visit. Renternber ut that time tlzere were no 

roads, so yori rtsed boats in the siimmer and Bombardiers in the ivinter. We Itad tu nin daim to 
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the dock becazise this wuman iras conzing N I  on the boat. abolit ro delii.er. mid yoli son of catch 

rite baby ivitliorrt being able to get gloves and dien. find out luter tliar rlie baby urid the motlier 

liad syphilis aiid tliings l i k  rliat. So yoil leanied a lot. The es-perience rea& impacted on nze arid 

at tliat tirne I didn't really recili-e lioiv it woitld impact on nie. 

M y  first dairgliter rvas boni ic.lte~i it*e were sri11 iip nonli. I canie in and st-d for the lust 

 nor ri th ivitli in-lmvs arid 1 delivered i ~ i  tlie city becaiise t lwe  rrasri f a11 obsterrician ou the 

sturiori. The11 we w f t t  back iip riorth and slie lived tliere thejïrst tltree yars.  My daiigliter ictus 

v r p  precioits IO >rie and I cocild~i'r iinderstanil lioicp sonie of rke cltildren ccrre so neglected. T h q  

rwre su neglecred. I /rad ber11 riwking i ~ t  the operuti~ig rooiti a d  tlirn ivhrn I Iiud nry darrglzter I 

aopped work, biit riz- ccsked nie to conir back. 1 suidJitir, biir I i r w i  't leaw ny duiighter ulorir. 1 

rcoiild nor lenve lier rvitlz bubysitters. Su I suid I'll c o m  Duck cind itark evenings, jiist evrrti~igs. 

and Ill1 jrist work Monday to Friday alid I'll have the iveekends of l  brcaitse I l m v  ci fumily. I f  

yoii dori't irant diar rkeri tliatS it. The Director saidfi~ie. 1t didn't go ovcr ive11 witli [lie rra of rlte 

stafl, rrho tlioiigltt I slioirldi't get itrrkeriïls ofl, biit tltat's tlieir probleni not mine. So I iwnt back 

evenings becaiisc niy Iiiisba~id, rdio iwu the udntinistrator in rl~r ltospital. codd look a jkr  oitr 

daugliter in tlir eveiiing tinie. 

The evening iras a very d$finilt rime to work. There itpus a lot ofalcohol abuse iip tltere 

and violence. We hud mi oirtporient section of die liospital that o>i evenings and nigllts became 

tlie emergency depanment. So as a nitrse working evenings in the hospital. yori were also 

responsible for emergencies. It »?as v e v  traitmatic. I reniember some of rlie tljings 1 sarv tliere 

ivere jttst nwfiil. I really picked rip a lot of nrirsing experience. but ir was ven, tratimatic. 1 
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remember this. There iras the big lake and tlien it narrowed doitn to the river and the hospital 

kvas right us it narrowed doim. Norv ?lie planes as the? [anded were siipposed to land on die lake 

and jiist slorvly tari iïito the river and tliis orle piatie jiist came nght i ~ i  ivliere the river really 

narrorvs and latided on the river instead of on the lake aiid Iie Iiit a boat. Aiid oh. it wus jiist 

arvfrcl. ûfcotirse the! had to bnng tliesr people i~ito the rniergency Oue other everzing nvo boats 

collided. they Iiud been d~tikirzg. su tliey broirglit in the people. Oiir. the propeller Iiit lrrr hmd 

and damuged lier. Those iwre s o m  of the i~icidents rliat ire had ro deal with iii the e»icrgency 

Tliere \ras fightirig and lots of sliootiiig traitma. I i  rrcis traiinza rlrar I fooioid qriite violent. I kerp 

tlzinkir~g to rnyself Iroiv clid I l iw rhroiigli al1 thrit. 

After being tliere for aboiit six ym-s  I staned to Set ri little bit fn ts tmtd  I dodt knuw ij' 

itS biinroirt, biit il's like !oit rectck alid teucli and teach. for e-ruiriple pre-wtul. m d  th- irait do 

if. Yoii talk about binli control und tliep irpori't do it. Tliere w r e  loo nianu cliildren. th- coiildn'f 

look after tliern. T l c q  ivoiild have the cliildren mid tlim go Iionie uïid yoii rvoitld knoiv irillii~i nvo 

months tkey'd be back in pediarrics. T k r e  i t m  u liigli ricatli rate ariong kids und it ivas so. so 

sud. I jd t  h t t  ujjer si-Y years I coiildn 't ... if was a suffering 1 didn 4 fike. I didn 't like to ser 

the kids coniing irt sick. There iws uZso lots of dn-nking and violence aiid o i i  just get so 

fnistrated y i î  feel tliat you really slioiild get oiir of there. becaiise yoii're no1 able to do yoiir job 

becaiise yoii're so a n g c  at tlieni. So I left there after six years and I tlioiiglit tlint I realiy didn't 

i w m  tu go back hro ntming. Muybe [ bras biirnt oirt. I don'! hxoiv. I jirst got fnistrated with the 

healtli care ?stem and tqing to deal with people wlio ivoiildn't look afrer tIiemselves or help 

themselves even tlioiigli yoii're trying to teach them. I came from rhat and I giiess I rvanted to get 

out of nit rsing. I just ~vunted to get ozrt of if. 



Home and Farnilv 

We lefr the reserve in 1968 arid nioved to anotiier r m r v e  riiar irasri't fly-in. Ive srayd 

tiiere ten years und dirririg tiiat tirrie 1 didri't work as a ïziirse. I lind nvo yoring cliildrm. my 

yoiiiigest darighter ims boni in 1969. and I chose riot to ivork, becarise I iwnted 10 be ut Iionze ro 

look after them. Tlie e.rpen'rrices I saw iip nonli nrude me tliink: riirse ure niy cliildreri. rliey're 

niy responsibility I dori 't itaiii a>iyom rlse bringi~tg rlien~ ~ i p  or curitig for tiieni. So 1 stuyed 

home for ten Kars and I iw i t  back to Uuiversity part-rime. At tiiut tinte t l i q  iwre offering 

coiirses becaiise tiiere ivere u lot of tecdzers UI the Irirlinn scliools idro needed ro iipgrurle. 1 took 

sorie tlirorigh corresporideîice niid I had act~inlly conipleted myfirst y a r  by tize tirne ive moved 

doim. 1 also got itivolved ivitli the coniniiiriity. in 4-H.  und 1 ruiig/ii seitfng crrid cookirrg. The girls 

joineriflgirrr skaring, yoii tend ro do u lot of rliosr tiiings in a sinul1 conin1iiriity. So l'd drive t lrm 

bac* aiid f ~ n l i  ro jïgiire skating lesso~is. And rize~i 1 a h  taiighr piano. 1 tuiigiir ir priwtely. biir 1 

ulso riperri to rlie scliools mid taiiglrr riwe to tlir sniderits. 1 k p t  tnyself biisy doiug conzinwiity 

activitirs alrd trncliing. 

m e n  I s ia~ed a l e  froni mirsing for tliose years 1 spent u great den1 of tirne ivitii my 

cliildreri to give tlinn niy t h e  us n niotlier. My  iiiuband ivas v e n  bu-, iti Iiis ivork, so 1 i r m  the 

muia pareiit ut tliat iinie. I developed as a rriotiier. as a parent. and devoted my tirne to thar arid 

to the commiinity. 1 deryoted niy tirrie to commiiriiy so tiiut 1 coiild help people in tiie comrnriniiy. 

I tllink I grerv as a person und then wizen I came back inio niming, N wns a different me. Not 

only did I have a fair anioiint of clinical ski11 titut I Itad developed rip nortlz. btit I liad developed 

my skills as a person. especiully in deuling rvirii otlier people. 



I found thar \rith m\. cliildren, I had to have ail ability to step back Having clrildreri 

renlly clia~iged me iri the sense rliar it ivas no lo~iger jiisr me I ivus rhinkirig of. I liad nvo o t l w  

people to rliink O/. little persons rliar 1 iras responsible for, ro niake siire tliut I woiild give rliern 

rlw skills 10 go oiit in rlie world and siinive. 1 Lnew 1 rvoiild rior be wirli tliem for tlir rrst of rlieir 

lives. tliut I coiild o11iy (10 so tniicli for rlirnz. biir rir rke scinie rime I didn't oim rlteui arid v e y  

ofien 1 hctd 10 srep bmk m d  let tlteni he rlreir owi persori a~id rlevrlop flieir oroi personoli~. tiot 

tny persoriality. biit rlieirs. I caiild orily guide tlier~i. Thar rrtrisi'r e u e  tu do. srep back. I f s  painfiil 

ro see cliildren grow iip because rliq have to sliffer rkiizgs as t l i v  go rlirocigii life. I I I  a srrise. ir 

lias Izelped nre qiiite a bit ir~ rlrivlopirig rny owi persortality. I ulicuys say, cis ni! owz cliildren 

grerv. I ulso greic 

Ir look iu uboitr nvo liocirs ro grt iriro the ci- front the rrseme urid i w  ivoiild conie irt 

pire frrqireritly becailse if's ivliere nty liiisha~id's parerirs lived. Su we rvoiild corrie urid sruy rlie 

icrrkends venr open. In 1 975 ivliert n- liusbarid >vus trnnsferrrd ru rh e rrgiorial office, iw rinovrd 

again, 10 a srwll cornmrinity jiist osrside rlie ci^. We decided ru 1ii.r oti ~l i r  easr side o f ~ l i e   ci^ 

becaiise drut's irhere Izis parents ivem. And ii 's jiist as well ive did becairse as th- gor older \w 

were drivi~tg back and fonli tu lielp rlierri. 1 clidn't wanr ro move right into rlir city becaiise itr 

were su iised ro lots of space. living oiir in [lie coi i t ir~,  and I riever did like crorvds. I didn't like 

diat aborit New York. ilze crowds. Thar's ivhy 1 live where 1 do. almusr by niyself: 

Su rvIirn my lziisband transferred und ive rnoved closer to rhe ci@ I regisreredfiill rinie in 

Lrniversiîy and/inished r4p tny Arîs degree. I didn'i w r k  for nvo more years and finislied my 

degree in 1980. 1 tlzought I'd M e  to do Social Work. but tlien 1 thoilglir I'd go back ro nursirig 
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jrist part-time and rwrk ivliile I went to sckool. 1 Iiad to do rke refresher cotrrse becairse I'd beeii 

arvay from nursiiig for reic years aiid I got assigiied ru the hospiral to do Q clinical practicrinr. 

m i l e  I iras tliere ( itîeiit to hri>riail resoiirces ro see rvliat opeilings tltey liad. ( itunted sornetltiiig 

iii social work, bbi rrhey siiggestrd iirirsirig. I askrd for p-chiarry becatise I had jtrsr finislied n,v 

pqchology degree aiid really liked it. There iras norliitig in psycliiarry becatise rhey were irl the 

process of niovi~ig ro u rieiv biiiidiiig. but rdieii the wonian looked at my resiiine urid saitv rhar ci 

coliple of corirses I Iiud takert had tu do it'ith dearh niid &ing die said "Wliy doit 'r yoii w r k  iîi 

palliariw care? Th- îteed ri riirrse over there ntid !oit X7iow ubotrt dying. yo~i've rakrii flint. Yuii 

coiild do rliat for a yeur m d  tlieii yori coitlri ruove to pgcliicitry aiid i f o i i  irnttted ro do sucial 

work vol1 still corild". Thut \tous 1980 urid Iiere I uni. sri11 in palliririvr care. 



CHAPTER FOUR 

Contemplating Life Expenence: Patty's Practice 

The PaIiiative Care Unit 

Patty works on a palliative care unit: not a few beds. designated as palliative care and 

stuck at the end of a hall. but on a unit expressly designed for palliative care. The first thing 1 saw 

as I came out of the stairwell was the sign on the door ... Palliative Care Unit. 1 had an instant of 

npprehension as a picture formed in my mind's eye of what was behind the door. Thüt picture 

evaporated as my eyes took in the unit. The overall impression wüs of Iight and space: my gaze 

drawn straight ahead. the length of the center hall. to a south-facing wall of windows. I had to 

back up my visual scan to take in the stretch between me and the windows: the nurses' station. 

offices and the patients' rooms. 

At one time the unit had 28 beds. Fiscal restraint and program changes have decreased the 

number of beds to 10. Soon there will be beds for only 15 patients. As the number of patients has 

decreased. offices, stonge spiices and lounges have k e n  interspersed throughour. in what were 

patient roorns. There is ü cluttered. crowded feeling. Intravenous poles and wheelchairs are stored 

in office closets and hallways and Patty is looking fonvard to the day when she will be able to sit 

quietly and talk with a family without someone corning into her office after a piece of equiprnent. 

The apparent lack of organization of the physical space has. however. achieved an unintended 

goal. There is no clear physical demarcation between the people who receive care and those who 

provide it. 
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The walls are covered with paintings, pictures and wall hangings. Most have ken  donated 

by families and bear plaques honounng their family members. There is an abundance of plants. a 

chape1 and family lounge. classical music playing in the background. and coffee twenty-four hours 

a day, because, as Patty says. there is no day and night on palliative care. And it is quiet. If you 

know hospitals, the peace and quiet strikes you right away. The unit doesn't sound frenetic, even 

telephone noise seems somehow muted and distant. 

Becomins ;i Palliative Care Nurse 

Patty came to the unit in 1980. Her king there was intended as a one year trial. but 

... Patty picks up her story. 1 riever rhoiiglir of leuvirzg und rlieti. I really likrd doing if .  I 

dloiighf I wus able fo  Iielp people. Tlie ivuy I smv people si$feririg iri n1y srridrtir niirsitig und rlp 

iionlr. uncl nlaybe becaiise of i y  iotriergrurlirare coiirses. ir sernied easier for nie tu rulk ro 

people. 1 irnsn'f scured or unytliing c o ~ ~ i i ~ i g  Iiere. Some o f  tlrr riiirsrs are renlly rerrijied. biu it 

riidn'r botlier nie. I irus able ro rvalk riglir Nt and do ir ii*irlz rase. nwl tlioirgli I I i d  berri uimy 

frorn niirsing for so long. I irus not iernfed like die r i m  I linci fo ralk to fliutjuniiiy in rny srcorid 

year of niirsitig. 

Coming back to work ufier being awiyfrom niirsing for 12 yenrs wasfi'r di/ficiilr fo 

adjilsr. bitt it ivas difieren[. I came backfitll rime urid back tu sliifr work. I worked everiings and 

my cliildren forînd rhot dij)7ciîlf because I irasn't Iionie when the? came frum sclrool. My older 

daiigiifer once said kow liard if ,vas un tlienz wiwn I itent back ro ivork. even riioiigh die was 16 

and niy otlier daiigliter iras I I .  Ir's not tltnt tliey neecied tliings done for rhern. I meun. the? werr 
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very independelit a long rinie before 1 ivent to itark. But therets fliat enrotional sirppon. coming 

home from school arid yoii Lxow. talking about things. 

Mv ivork was irzterestiug and tlie first year seenzed so ea-. 1 tholrglit I »ziglit us well stoy 

Iiere. The head nrrrse prit nie in charge u jkr  si-v iiteeks. My cli~iicd knoivledge rvas good. birt tiie 

niai11 fact ivas k i n g  able to nia>iuge tki~tgs: tu assess. to rake coritrol. ami to deal easib idth the 

roles tlrat had more respomibilin. Witliirt a y u r  1 iras Iielpiîig ou the teani. represeîlririg the 

perspective of the nitrse on the ward. doirig itarksliops urid givircg ralks. I staned goirrg oitt 

priblic speaking and ircicliing urtd I dso dicl smze nia>iagenze>rf. AI1 h x e  thirigs give y u  sonre 

self-esteee mld a sense of accoînplislinieîit. It helped nie rvork beiter ivitli the nirrses on the floor 

and be. son of, u leuder. Ifrlt I iins cieidopiizg ~~vprnise iit the tlii~igs 1 icus doirig. ltls rrot jiist 

yortr cliiticul skills. For instmce i)i pulliutiw cure yoii wed  to kiioir how io assess ciml keep 

people comjbrtable a d  rdrur dnigs to rtse. but if's niore tiin~i thrit. ItS how yoii deal icitli patients 

arid]ùniilies. tliat's orle of rlie rriorr iniportaîtt parts of if. Becartse rdieiz -ou keep furnilies 

conijbnable ilien the parierlis i d 1  be confortcible. 

Afirr hvo y-rrs 1 decided 1 2  go back to itniversi~ and do 11- Muster's degree and I writ 

to the dayhiglit shifi. i diddt rvunt to go back to niirsing. 1 jiist ivcinred to stay away froni mrsing 

becairse I Iiad tned to get inio the baccaluiirente progruni when it Jrst srarted on. 1 had been rip 

nonli and cume back aiid the? told nie I ivould have to do the rvilole foiir years. i said. "Forget it 

... there's no way I'm going tu do four years and do something over that I've done. I 

have a lot of nursing experience and I wanf tu do surnethg new and different that I will 

learn fiom ". nzal k partly idiy I wenr into the Arts progrm. 
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Patty's hstration with lack of acknow ledgment of what she brought to the baccalaureate 

program is evident in her words. And yet. her experience is representative of fairly common 

pract ice in baccalaureate programs at t hat time. Experienced nurses were expected to undenake 

virtually the entire four years. with minimal credit for their previous education and practice. When 

I was in the program from 197 1 to 1975. nurses my mother's age. with 15 to 10 years of 

experience joined us in second year. proceeding through remaining courses and clinical rotations 

with those of us fresh out of high school. 1 am unaware how they felt. but 1 know that 1 felt 

intimated by their presence. 

Rather ( 1994) reports that retuming registered nurses are often displeased with boring and 

repetitious cumcula. that there is a discrepancy between how they view thernselves and how they 

are viewed by faculty. and that at the same time. there is much theoretic discussion encouraginp 

allocation of credit for previous experience. Today. many baccalaureate programs offer 

=rams. considerably more credit for education and pnor leaminz, or offer post-diploma pro, 

specially designed for registered nurses. The post-diploma program in which 1 teach requires 

registered nurses to complete a minimum of two. and a maximum of four t e m .  to obtain a 

Bachelor of Science in Nursing degree. But. even though post-diploma prograrns are theoretically 

designed for retuming registered nurses. students still relate lack of recognition of knowledge and 

experience, and redundancy of courses. as prevailing concems (Hébert & Durnais. 1993). There 

continues, as well, to be considerable debate among faculty about the necessq scope of post- 

orams. basic pro, 





like Iiaving nvo honies. Tlint coiitiniied qiiite intensely for abozit nro or tliree Fears and it iras 

qiiite nislied. We rvorild drop by tliere i>i the nioniing, soinetirries at 06:30 and drop onsotne 

nienls. rlien go to work and then after work. go. check iip on Iibn and tlien go Iiorrie. 

He never really had aiiy home cnre. he didn't really lierd rhat. He erided iip in hospitnl. 

stayed there aborit a nionth utid clied. Ir iras n son of a siidderi collapse and rhen hr iwit inro 

Iiospital. So Iie never hud u ~ p  niirsitig or honie ccire or aptlting. We ivere the orles ivho 

scipponed hiin. So idieu ï ger phow ccills from patients and furnilies suyiiig the! can't cope 

anynzore. tliat ir is getting too d$ficiilt. I irnderstarid witut theyrre going tiiroiiyll. I gor to tliat 

point roo. I recogiiize that there corws u point in rime wliere t l i q  Iiuve to be cidruitted to 

liospitul, e i m  rliougli tkere (irrri't a~iy  pressirzg syrtpto»w IO brirzg theriz iuto hospitnl. like pui~i 

or naiiseu. Ofteri. tliey cire ahiitted for tliirigs like ic*eukness and Ninbility ro cope ut home. 

Thar e-rperimcr in »v liJe reully ~riude r w  iiriclersrciïid und be syniparlietic. I i c i i ~  sonie 

enipatliy. for people idio are goi~ig tlzroiiglr rlik I nerer ivmciered ~rhy cini I doing tliis or 

begnidged it. It \vas somctliirtg rhat iiDe Iiad tu do. I giiess o w  tciniS cornirig und somrotie i d 1  be 

doiiig tliat for lis. It iras reully f r i r z i y  sonrurinies ni? daiiglirer, becatise rny fatlier-in-luiv coiild 

grr qiiite set in his ivuys. and niy dmgliters woiild s q  ...if? oti get like tltnt w r r e  going to piir yoii 

on an icef7orv. Biit it iws  also an e-rperience tkut t l tq  had 10 see and t l iq  hrlped out a lor. Wlien 

Iie ivasfirsr diagnosed ii-ith the caiicer Iie iias sruned on sume treatrrwit and Iie iras na~iseated 

and vomiting. so Iie was in Iiospital for about a montli. He ended iip ivirii a srroke in hospital and 

it took abolir sir weeks and Iie recovered from tltat. LW! yomgest datigliter went alid stayed rhere 

for aborit nvo or tliree iveeh and lived with liiïn mti l  ire adjilsted. Thar was d$fficft fur lier, she 
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rvas aboict 19, because he I M S  difficdt IO deal ivitk. Bict size coped ivitli it and we helped lier and 

riorv I see fmily meinbers do the sanie tizing. 

The PalIiative Care Program 

The Palliative Care program consists of Home Care. Outreach. and In-patient Services 

delivered by an interdisciplinary team. The pnmary objective is provision of symptomatic, 

emotional. and spiritual support. Patty is the liaison between the three aspects of the program. She 

is the first person from the team whorn newly referred patients rneet. On referral. she rnakes initial 

contact. and begins the often slow process of describing the program and explaining what patients 

can expect. 

The clinicd nurse specialist position began in January 1988 as a pilot project. and Patty 

took it on. At first. her primary responsibility was to. in her words. keep o doser qve on people 

conzing otito the program. Control of syrnptoms. which rnight have k e n  manageable. given 

suppon and community-based resources, was a primary reason for patients seeking admission 

from home. Frequently. patients and their caregivers did not know what to do or who to call. 

Within the institution. physician referrals were often premature. coming too early in the person's 

treatment plan. Early referrals seerned to be a function of lack of knowledge about the program. 

attempts to assure a place for the patient. or to free medical and surgical beds with transfers to the 

unit. Al1 in dl, it seemed that patients were not king adequately assessed for palliative care 

services. 



Eligibility criteria were developed and. rather than admissions coming from different 

sources. al1 applications to the program began to corne through Patty. She describes how 

decisions were (and are) made. We take people diugnosed and treated Ni tliis hospital first birr iir 

don 't Iiold fast to that ntle. T h e  rnlist also be in [lie terminal phase of a disrase. Before tliey 

rwre coniing onro the program e u f i  jitst su the pliysiciaris coitld get u bed. iVow ir is sr-nitinired. 

The putients and far~iilies are iritrrvirrced m d  rhr progrmi is exp/airied. 11, order ru be udmirred 

ro the unit. diey plto~ie me, midfirst. I r n  to ser ivlirrt gtriptonis tliey're hdving und if it cal1 br 

nianaged ut Iiurrie rt-ith Iiotnr care. 

The program changes reveal a great deal about Patty's and other team members' beliefs 

about palliative ciue. We stopped rukirig pcrrirrits rdzo itrrr very earb iti the ilhess. Sunie patieiit.~ 

stilî Iiud tu see the nredical oricologist. still Iiud tu sre rlie radiutiori oricologist. Wh! iwiild orr 

register tliern mi a pullicuiw care prograr,i iïlie~i riz- ma!? livr for several years? Those putienrs 

were screened out. Oirr patients noiv are itz the terniinal stage of diverise. Eiglity percent die iri 

theirfirst adrnissio>i. so t l iq  conie in, iri the ten~linal plinsr. und th- die. This is diur the ir.nrdr.s 

uboiit. We don7 have the nroriey or the fi~cilities to jilst keep bringing purieiits in, realizing d i 9  

slioitlddt be here und tlie~t letting theni go back home ... i f s  1101 fuir ro the patient. Patients still 

within the treatrnent phase of their illness are therefore expected to be assessed in emergency 

when they are in cnsis. As Patty explains, iftliqv fa11 and break rlieir leg or if t l i q  have 

pneitmonia or rheir diabetes is oirt of control. the? go to a medicul floor. th- need symptoni 

control. fur pain. nairsea and vorriiring, or slionness of breatli, ihey conie Iiere. Patients in the 

later phase, when it is known death is imminent, have direct admission from home to the unit. 



Patty's initiatives were extremely successful. Within a few months, the average daily 

census dropped to 15 or 16, but the saine overdl number of patients on the prograrn was 

maintained with no waiting list. A.er  a year the pilot project slroived tliat ive redttced the ririniber 

of adnzissions. tlioitgk ive still liad the sarne nionber of people on the program. We also rediiced 

the lerigtli of stay ori tlie ward. Patirrits srqed a s h o ~ e r  tiirie. In 1989, the position became 

permanent and Patty npplied. A cotrple ofpeople applied niid I got it. I wus cpalified. I Iiad ni- 

Master's degrer urid I wus terrclting. ithicli is i t h t  oit trred. as ive11 us the exprierice i ~ i  

palliutive care. She was the successful applicant and retains the position to this day. 

In 10 years there have been many changes. How and why these changes came about and 

what Patty's contribution has been. grounded much of Our discussion about Pütty's work. 

palliative care, and health care in general. Again. we hear directly from Patty. This job Iius reulfy 

eidved. It starred off with strict- assrssing uppli~utior~s by goirig rliroti~h tliern urid rrieetiriy 

far~iilies. I foimd ussessiiig applicutior~s look 60% of nly iinir. I rvasti'r getring ?irirclz irfunnution 

or1 the application. jiist the cliugriosis arid symptonis of the ill~less. so I Iiod to really do u 

tkorotigli assessnlerit: talk to the anerzdi~ig. the rrirdicul oncologirt. go dorvn to rhe ivard, talk to 

the stafland rrad thrir notes, nrld h m .  nzeet with tlie patierits and fantilies. î7mt's pan of the 

prograrn clinrige. We irsrd to jtrst get people oiito the prograrn. registcr theni und tlicit ivus if. 

riobu& surv tliern before tliey ivere admitteci. Wloi the progrnrn changeci. ive chariged tlint. to get 

a picttire aliead of tirne. It rriukes it a lot easier for the mirses. but also for the patients. Wlien 

they corne in kere f l i q  k m m  whur ive do. Th- hnow what palliative care dors und doesn '1 do. 

rvhat to e.\pecr and not to eexpect. and the staff also knows. The? have a picttire of that person 

rt'IzicIi realb Iielps the ntirses. Occasionally. when patients do jrist corne right t p  front 
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emergency, come rip and die. tliat's diffictilt for flic staff becmise tliey're caring for people tlie>i 

donit kioiv. 

I tlzirik because of n y  past e.rperietice ~Jrrranaging arid ivorking Nzdependenzly, l'ire been 

able ro change the job as I've gorie dong. \Vint it is rioio is idzar I've made it. I do a lof of 

reaching arid keep u lot of srurisrics. I hcii~e u record for eucii parient wifh itfoonncifiori ji-oni ull 

my contïicrs so rvizeti tiiey cul1 in riie evrrii~igs or «.t riigiit. the rilirses Iime sonie backgrorirzd und 

knorv ivliat iias been huppcrtiug ar iiorrie. I knoiv souieone else doirig rlie job niiglit do it 

differently. biit for nie this is the besr thing. 

Muizy rliirigs cuitsed this job tu be srtirrd ro me. I ur~i busic*u& i 8 e n  or.gmii;ed alid I rlzink 

fhat goes itvuy brzck in ni? ive. being die older one ivitli u lot of siblirigs ufrer nie aird son UJ 

orgn~i icing tlicir lirees atici iielping rlieni air. I uni biisirtess-like ut id orguriiced irc r y  IV>. I f  

so»ietiiirig's to be done. I do if. Ewn taki~zg correspondence colirsrs. I Iiud IO organi:e my rinie. 

Wlicrz I did the niirsing unit nluriagenient coiirsr by correspotidence [in 19671, 1 hrid to be 

orguiiired becaiise rliose assigtirtte>irs Iiud ro grt i~i .  Ir rrlude me disciplined. Bltr also. rhir job 

didn't e-risr before I carne inro if .  1 developecf ir and I clevrloped ir in rlie i t y  thar I do rliings. for 

me to rmiember. ~ s o m e o n c  clse ivere tu come in20 rliir diey ivo~tld probabiy do tliings 

dvferenrly. I wrote this job description al1 the i v q  ulong. 1 knoiv iviiar is happening and 1 Xnow 

the people I h  wrking rvirli. al1 rlie dijjferent ivards. and the niirses. arid rlw VON [Victorian 

Order o f  Nurses] und I nnderstanding d i o  rltey are and Iiow ro deal rvith rliem, but it does ruke u 

fair amoiint of ski21 and organication to keep ir on truck. 



80 

As it is currently construed. the position enables Patty to rlo ivltat I feel confortable in. 

whiclz is teach and assess. and [to be involved in] clinicd assessnrent and symptom mariagentent. 

She is enormously proud of the extent that the position has grown over the past several yem. 

I've beeri able ro change the job as I've gone ulong. Wliai it is w i v  ir what I've r~lude ir ... nobody 

has ivritte?i it doitn jbr me. I have do~ze it artcl drivloped if accordirlg ro the rzreds of the patierits. 

the progrmi and [lie Iiospiral. The hierarchy established wit h her words is very nütural. When 

Patty talks about her practice. the patient is always fint. She is not consciously thinking ... well. 

now 1 have to put the patient first: she just does, with no hesitation as she orders her 

responsibilities in her mind. It  is a philosophy deeply embedded in the rnanner in which she 

understands nursing . 

In the time Patty and 1 spent together, 1 had the opponunity to spend several hours 

observing how she conducts the düy-to-day of her practicc. What stood out for me was how 

complex her role is and the multiplicity of responsibilities that she cames. As the CO-ordinating 

link between patient. family. the unit's staff, and frequently, community nurses and home cûre 

providers, she is privy to. and keeps track of an enormous amount of information. She knows 

various physicians and what to expect from them with respect to their involvement with the 

prograrn. S he has developed effective relationships with the nursing staff on many of the 

hospital's units and in the community. They are after d l ,  the people best positioned to share 

information about patients. their wishes and needs. And she knows the patients on the program 

like members of her family. She has to be aware at all tirnes who is out in the community and 

rnight need to corne in, and who's in hospital and might need to be moved over, and in general. 

what people rnight need and accept to support their care. Essentially she pulls al1 the strings 



together into a cohesive and coherent package. There is no one else undenaking this degree of 

CO-ordination on behalf of patients, and in fact in some cases, other people constrain her ability to 

do her job effectively. because there is a lack of clarity about the program or a different agenda at 

work. 

Pattv's Dav 

When the number of beds on the unit was reduced Patty got a srnall office space. The 

office is not far rernoved, however. from its days as a patient room. Intravenous poles are stored 

in the closet and there is a stretcher at one end covered with books and posters from old 

presentations. There is a large window: the si11 home to flourishing plants. and on the opposite 

side of the room. Patty's niche: desk. file cabinet. book shelf, and a comfortable chair for visitors 

with a small table and more plants beside it. A yet to be assembled computer sits in pieces. Patty 

wants to start using a computer. especially to write her patient notes and manage the statistical 

record-keeping, but she has roughly a hundred and forty patients and farnilies on her list and an 

effective strategy already in place. Making time to reorganize her system is not a prionty. 

The phone seldom stops nnging. Co-ordination of the 140 people on the palliative care list 

means Patty is in frequent contact with the patients and their family members. As well. if the 

patient is in hospital, rhere are various members of the health care team to collaborate with: 

nurses, physicians, and physio and occupational therapists on at least seven wards. If the person is 

at home, then the family physicians, visiting nurses and therapists and. occasionally. staff from 

different hospitals may be in contact. 



1 walked with Patty through portions of her day on three occasions. When patients are 

referred to the unit from other areas of the hospital. Patty sees them almost irnmediately. usually 

iater in the same day. or early the next. Mondays. she reviews everyone's status, looking for 

changes in their health suggesting transfer to the unit may have to be sooner rather than later. 

Every Friday, she goes around to all the units again. stopping in to check up on anyone who is 

waiting for transfer and rnight need to be moved over the weekend. 1 was privileged to spend 

mosi of one Friday with Patty as she walked her week-end route. 

When 1 arrive Patty is on the phone with a nurse from one of the city's hospices. Their 

discussion revolves around an individual's prognosis and whether personal care home placement 

might be more effective than hospice or palliative care. It seems frorn my end that the nurse with 

whorn Patty is speaking is unclear as to the role of the palliative care unit and the process for 

refernl, because Patty is describing how patients corne ont0 the program. Shortly after. she 

receives a cal1 from one of the hospitais wards and a sirnilar conversation takes place. Patty is 

asked to speak with a patient about transfer to palliative care. even though the patient has just had 

surgery. Patty agnin explains her role and shares her perception that presenting a palliative care 

option less than twenty-four hours after surgery is too soon. 

I asked her about the repeated clarification of her own and the unit's role in a patient's 

plan of care. She needs to constantly, it seems. build and rebuild rapport with staff and educate 

them about her role, and the role of the palliative care program. The biggest challenge seerns to be 

with medical students and residents who are often the ones referring patients. Patty describes how 

they rotate through various units for three months and don't make time to leam about various 



prograrns and what they might offer to different patients. Ir's tlie plyicians, she explains. If's 

pliyicians wlio tliink tliat orice th- pltt in an application. we i d  jiut take over the care and 

tlieir respoi~sibility is elinzinated. Thar's not what ive're tu do. That patient jiist Iiad siirge- slie's 

sick. Ihz not going to talk to Iier. I can keep iip on Iicr and wlien slie's reudy to be discliarged or 

ifslw deteriorates. tlten that's the rinie to npproach. Bztt I ' I ~  riot going i ~ l  tliere too soon brcaiise 

it tiirorm patients oSJ: 

I am more penurbed by this dilemma than Patty. She understands the physicians to be 

abrogating their responsibility for patients. and perceives this to be due. in part. to rapid turnover. 

resulting in lack of clanty regarding her role. While I agree. to some extent, with Patty's 

assessrnent of physiciün practice. 1 am not convinced that longer rotations and more information 

about the palliative care service are necessarily seing to change the situation she describes. I 

understand her experiences to be a function of more systemic problems within health care. 

including: a predorninately cure-oriented paradigm that encourages refera1 to palliative care 

services as soon as cure is no longer possible. a historical tendency to isolate and "hide" dying 

persons (Byock. 1997). and, particuIuly. a fundamental disregard by some physicians for others' 

know ledge contributions to patient care. 

This latter phenornenon. while disturbing, is not surprising. The development of a unique 

body of knowledge, available oniy to members of the profession. has alreüdy k e n  shown to be 

one of the sought afier attributes of the medical profession. Inherent in the concept of a unique 

body of knowledge is a positivist assumption that one discipline's knowledge is not only different 

from, but superior to another's. As Maeve (1998a) points out, "histoncally the medical prokssion 
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derived its power and authority from the ruling class through legitimization of medical knowledge, 

which effectively de-legitimized the knowledge of wornen healers and midwives" 

(p. 26). It is beyond the scope and intent of this thesis to fùnher examine physicians' expenences 

of knowledge development and professional socialization. it is critical, however, to reveal 

contextual features. beyond those of Patty's immediate and particular practke setting, that I 

understand may inform her experiences within that setting. 

At this point in her day. Patty is annious to get up to the wards. Before we get away. the 

medical director comes in to advise her of an unexpected admission. A woman living at home is 

coming into hospital on the advice of a visiting nurse. This is a concem for Patty. She wonders 

what has happened since their last conversation. when the woman. and her husband and daughter, 

were clear that they did not want hospitalization. She tries to contact the daughter at work. is 

unable to reach her. and then is interrupted by a cal1 from one of the nurses on the unit. They have 

k e n  advised of the pending admission and need Patty's file and notes of what has been happening 

at home. Patty spends several minutes filling in the staff on what she knows about this woman and 

her farnily. 

We retum to the office and Patty shares some hstration with this situation. The visiting 

nurse had called the previous week wanting the unit's medical director to prescribe medications 

for the woman. When patients are at home. however. their family physicians CO-ordinate the plan 

of care, not the unit's medical director. Unfortunately, as was the case with this woman, some 

patients do not have family physicians, and there is no one to CO-ordinate. The visiting nurse is 

hstrated because the woman "falls between the cracks" and Patty is fnistrated because it 



85 

frequently falls to the unit to deal with this breakdown in the health care system. She wonders if 

the nurse may be trying to circumvent the system by encouraging the woman to seek admission. 

thereby compensating for lack of access to a physician in the community. Compounding the 

dilemma is awareness that the woman will occupy the rernaining available bed. and a planned 

admission may have to be canceled. 

Patty shares why she thinks the nurse might have chosen tliis route. I mlkd »itli hm [the 

family] mzd ofleered hrr udrnissio~r. Slie rloesn't want to corne i ~ i .  Slir says slie's confincible <rtitl 

rlie daliglirer. who [ives rhere. s q  slze's cornfonuble. The nitrse warits tu selid hrr irz brcuitse her 

ubiiormr~ S disterzded. Weil. she's gor reully riiivuriced disease mid tiothi~zg c m  be dorie. ij'slte 's 

corrrfonable wliv are irVe widirtg lzer i)l kere? You ciui br qirire sick and sri11 bc ur iiorrw. Despite 

her reservations, Patty is aware thiit something might have changed in the woman's condition. so 

arrangements are made and we proceed to see patients in the other areas of the hospital. 

Our first stop is gynecology. The patient. a 55 year old woman, is very il! and sleeping. 

Her status has not changed and Pütty decides to return later in the day when she knows the family 

might be in. The next person to see is an elderly man on the medical ward. His wife cannot cope 

with his care at home and wants him transferred to palliative care. but his needs are not those 

which can be met on the unit. On a different medical ward. we stop to talk with a woman who has 

a brain tumour. After a few moments of conversation we both recognize that she is unable to 

converse and make decisions about her care. Again Patty decides to defer until she can meet with 

the woman and her daughter. A man on the same unit is wandering about independently, very 
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conhsed. His needs. too, will likely be more effectively met in a persona1 care home settin; than 

on the palliative care unit. 

At the desk. Patty. the hospice nurse with whom she was talkins earlier, a classrnate that 1 

have not seen since graduation, and the unit nurse talk about patients who "fall through the 

cracks". They have only questions: about the two year wait for persona1 care home. about the 

lack of resources to support people at home. about the lack of intermediate care settings. no 

answers. only questions. and frustration with politics and the health care system. 1 share their 

frustration and am amazed at the number of referrals which do not really fit with the palliative 

care program's objective of end-of-life care. While the people re ferred do no t need to remain on 

active medical or surgical units. their care needs are often rehabilitative. rather than palliative in 

nature. As I listen to Patty explain her role. and that of the unit. over and over. I wonder if anyone 

is listening. or if they just want to move dying and longer stay patients out of their units so badly 

that any setting will do. Later Patty and I talk about this and I shue my perception that the 

palliative care unit is seen as the place that can soive al1 problems. We c a n f i  everything. says 

Patty. The? can 't seeni tu tliitzk for tliemselivs. I lzad oiie nppiication sent bec<rl<sr tlir ntori cun't 

sruy on the imrci btit lie refirses to appiy for persona1 care home. i said, liold on. rliis is rior 

appropriate. And rlien. the? acknoidedged tliar. but askrd nze to cal1 the daiigkter to talk witli lier 

abolit piaceinent and i liad to SV. yoli're looking nt the upplicution process. yoli plione the 

dazïglirer alid ralk ivirli her. 

We move on to another floor and see the woman who was referred earlier, the one just 

out of surgery. She has in fact, had a procedure which may change her prognosis. It is too early to 
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tell. and cenainly, too early to talk about transfer. Now. back downstairs to the Home Care office. 

People who are admitted to the palliative care program are referred by Patty to Home Care. That 

way they can move from hospital. home, to the unit as necessary, and home again if possible. in a 

seamless fashion. The appropriate refends and connections are made before they are discharged 

from hospital. Patty and the Home Care CO-ordinator touch base. compare notes, and we head 

back to the unit. 

At the entrance Patty stops to chat with a woman and her son. It is a friendly. how are 

you. conversation. The woman sent in by the visking nurse hus a ~ v e d  and Patty sees her. the 

husband, and her daughter next. Hcr feus are confirmed. The farnily is distraught. Neither the 

woman nor her husband. both of whom speak little English. understand why she has k e n  

admitted. The daughter has k e n  pulled away from work by a distressed cal1 from the father. She 

is angry and confused given the previous conversation in which hospitalization was discussed and 

rejected. Patty is discouraged and speaks very quietly when we are in private again. Tlinr's not 

flitid (refemng to the swelling in the woman's abdomen) rlrur's tiimoiir. ..tlierefs norliing wr can 

do ... if reciliy ari~iqvs nie. bitt l'tri tiot sure tve can do anyrliing about it. 

This situation is an enormous dilemma for Patty. She must rely on the on-site assessrnent 

of the visiting nurse, yet she knows that this particular nurse has a tendency to expect treatrnent 

options which the unit cannot provide. She also has to make arrangements to change an expected 

admission. as this unexpected patient will occupy the only remaining bed. And, she is acutely 

aware of the disruption in the farnily's life, the daughter trying to support her anxious parents 

while dealing with the constraints of her own workplace. the father possibly not understanding 



and panicking, and the patient herself, il1 and fatigued, wondering what this new hospital 

admission rnight bring. 

Unfortunately, this is not an unusual scenario. Patty says, ivliar wefind liere is that niost of 

oiir parients are 65 aïid orver. so oftm rliq liuve clzilrlren in rlieir fonies utid /iftirs and rlieit 

tliose cliildren i d 1  have rlieir oinz cltildrrn and so t l i q  \vil1 liave to deal wirh rliar. Aiid rtr have 

foirnd very ofren. nvo tliings. Firsr. rke cliildreti are uwuy from home. so tlteir parerits have no 

help m d  emi iip liavi~ig ro gel a lot of lior?ie care and rhings like rliar. Second, if [lie kids are 

hem. tliey ca?mr give help niairi@ bacmise rh- probably botli work. are tving to establisli 

tlierriselves iri (i crireer or lime a career utid r h q  liuve ro keep on witk if. T h e  also liave cliifdre~i 

of tlieir vrwt ivho thq're rryirig to look uftrr. so it's qiiire a scpieece. I cuit rindersrarid ir becaiise 

rte had tiw sir?iilar experierice wirli ni! liirsband's pureuts. 

For Patty. the prima. issue in this situation is not whether or not the patients should be 

admitted. It is the continuing failure of othen to familixize themselves with the program's 

parameters. and to follow established processes. A single cal1 to Patty could have sirnplified the 

patient's transition from home to hospital, through the establishment of a CO-ordinated plan for 

admission. It means a great deal to her to have the independence and autonomy to structure her 

work in a meaningful way, and in a way that is respected, and honored, by others. She recognizes, 

=e extent on however. that her capacity to counsel individuals and their families depends to a lx, 

the practice of the other members of the team. 



89 

The pace of Patty's day is rapid and hectic. but 1 never see her lose her composure. She is 

calrn and straightforward in al1 her conversations. wheiher it is with someone with whom she has 

a close working relationship, or someone to whom she is explaining the objectives of the unit for 

what seerns Iike the tenth time. I am irnpressed by knowledge she holds with respect to the 

program and the workings of the hospital and its myriad staff. She knows a great deal about 

various diseases. their symptoms. the current treatments. and what combinations of symptoms and 

treatment plans tell us about a person's progosis and needs. She has to. She has to know what it 

might mean for symptom management if a person has a certain type of tumour or what side 

effects different medications might brins on. She could not respond to the calls from patients and 

caregivers in a rneaningful way if she did not. 

The day continues. Patty steps out of the room for ü few minutes to photocopy some 

information I have shared. The phone rings the whoie time she is out. We take time to talk about 

some of the hospital protocols that have an impact on her work and are talking about 'no 

resuscitation orders' when she is papd. It is yet another discussion about a patient's suitability for 

the program. This time there is a discrepancy between Patty and the caller with respect to 

diagnostic in format ion. When she hangs up she says This is u 92 y u r  old man iritlz curtcer of [lie 

prostate but Iir's well. The problent is Iie lives alone ut Iionie and the dartgliter lives in Toronto 

ivhrre lier dairglrter is expecting a baby. Slze dorsn't irant to leavr to corne and attend tu Dad. 

The? ivanr me to cul1 tlte daiigliter to tdk  about persomd cure home [because he is not a 

candidate for the palliative care unit]. 



90 

The conversations reveal something deeply troubling about the health care system. People, 

especially elderly people and those diagnosed with cancer, are often referred to palliative care 

virtually without consideration of other alternatives. This, despite the fact that many have types of 

cancer which will likeiy not result in their deaths for sorne time. if at all. As Patty says, ar 92 tliere 

are lots of tlii?igs yoii r~tiglit die fronz. Often, they have multiple diagnoses and the predominate 

one might benefit from more active intervention. such as a program of rehabilitation. My 

observations of Patty's conversations lead me to think that alternatives are not sought because 

there really are not any that are viable. Waiting lists for placement in personal care homes are up 

to two years long. extended stay units are full. and the system is bücked up into emergency roorns. 

Patty and 1 started this day in fact. talking about a news report on stress experienced by 

emergency room nurses. Patty expressed her anger iit the numbers of nursing positions deleted in 

the 1st few F u s .  a downsizing strategy she believes to be responsible for the current state of 

affairs. 

The next call brings out another aspect of Patty's role. one 1 haven't yet observed. She 

spends several minutes organizing a home death. She advises the nune in the home of what needs 

to take place and shares the narnes of participating funeral homes and the requirements of the 

medical examiner's office. One more piece of the vast jigsaw that is Patty's role as clinical nurse 

specialist. At this point, after about three and a half hours together. things quiet down. Patty and 1 

are able to talk about a variety of topics for about half an hour until the phone intenupis again: 

o r m .  someone calling for information about how to get a person onto the pro, 
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Of the three other half days i spent observing Patty's practice, two involved sitiing in on 

the case conferences and death reviews that are integral to the worhngs of the unit. The third day 

of observation was similar to this one. with one exception. a more satisfying outcome. On that 

day, Patty saw a newly referred patient for the first time. This woman understood her recent 

diagnosis to mean she would die in the next few days. There was no reason for her to move. Patty 

recognized her fear. but also knew that the care received on gynecological surgery. would be 

fundamentally different from what the woman would receive on the palliative care unit. She 

decided not to press and to come back us o j h i  as it takes to talk with the woman and her family. 

In a subsequent interview 1 itsked her about that woman. 

1 f i i c r i f y  coït viwed lier ro ~*or~ir. I I  tuok ... orir visit is nor rrioiigii. Ir tukrs nvo or 

tliree ... and she went home. We gor lier s y p t o n u  iinrlrr coritrol und die rws comjÙrtable 

ettougli ru ask ru go lionie. Slie's been honw some rime. 1 rlririk wliur il wus iriîlt rliat lady ivns d ie  

rvus >rot cornfortable and shr thoiiglir shr mi& a s  »rll br dead Biit itheti slie got confurtuble. 

rizen N rvas di/ferent. theri site warited to go home. We set ir iip. and nier ivitii her ond hud Home 

Cure and slie's bcen iiorne since Aicgiisf 31 [this day is October 2 lst]. Wiiert people have 

syriptoms like tiinr. tiiey tlririk tiiey're dying. If yoti're in a lot of pai~i ... bitr once yoit get the 

synproms iinder conrrol. the? tlzink ... / i q .  rnuybe I'm not dying and things change. 

The pride in Patty's voice is unmistaküble. This is whar it is al1 about for her: managing 

symptorns. controlling pain, offering options. supporting choices. When patients move through 

the unit and beyond, whether to their homes or in death. as part of a peaceful joumey, then Patty 

is tmly fulfilled. 



The Palliative Care Team 

To embrace, to grow attached, to lose. to suffer and to transform before the 

expenence of repeated deaths. consecutive beK!ave~ents. multiple losses - such is 

the challenge of an interdisciplinary tearn within a palliative care unit. 

(deMontigny. 1993. p. 12) 

As the first member of the team to corne into contact with patients. Patty often encounters 

the brunt of fear and misgivings. Her role. through explanation of the program and its philosophy. 

is to ease transition from acute to palliative care. from cure to care, and. frequently. to challenge a 

cornmon perspective that the focus also shifts from living to dying. To do so. she describes to 

patients a plan of care that focuses on syrnptom management and return to their homes. She 

acknowledges that she would not be able to do this 3s effectively if she did not believe in the 

ornes easil 

tearn's commitment to that objective. 

Patty believes working in a team c se i ~ i  rtiy farnily, i gtiess, ive were like 

a f e ~ m .  Seven brorlzers und sisrers kelped niy ribiliîy fo  get dong itirli people alid work rogether. 

ifyoii're orily one and you cloiz't Iiuve ro sharr with unyone, yoil rniglit not recognirr that y011 

Iiave to tliink aboirf people, tliat y i i  haie  fo take other people's feelirigs into consideration. It 

can be diflcidt as yoii get older und go oit? Nito the world and Izave ro work in a trani. Bin. ny 

motlter ivotdd sa? ... voii ivill do tliis (id o i i  ivill do rilis. We did rvork in a puni in that seme 

... she did that for us. Here wiien ive iivork in a team, ive Iinve to recognize thar often 

people are different and yoir Iiave tu iinderstand rvhere tlzq're coming front, work with tliem, und 

do the brst yoii can. 
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The core disciplines of the in-patient team are nursing, rnedicinc, social work, and pastoral 

a r e .  These members seem to be involved with virtually al1 patients in one way or another. Other 

members, like physio and occupational therapists, and the Home Care CO-ordinator, move in and 

out depending on the needs of each patient. This team approach to patient care is integral to the 

unit, and to palliative care onits in gneral. Patty does not identify a hierarchical division. with 

physician as leader, so common when I first worked in palliative care in the late 1970s. As she 

recounts. the pliysician is thrre. !es. [refemng particululy to case conferences] brit listeriing to 

what the orlirr niernbers of the teuni s e  ... recognicing the need to get i)r/onrinrio>l j k m  the 

nitrses. ji-orn pustord care, ji-mi the social worker. becuiise thnr rnakes iip the rdiole persori. 

Unfonunateiy. the saine cannot be said for refemn; physicians from other pans of the hospital. or 

in other institutions. 

I envy Patty the team relationships she describes. When I worked in palliative care. nurses 

were expected to give up their chairs and find sornething to do when physicians came on the unit. 

Only the Head Nurse. or in her absence. the Assistant Head Nune, could make rounds wirh them. 

The legacy of ihat environment remains with me today. I always experience uneasiness uound 

physicians. and I ftnd myself behaving, though much less so as yean of practice xcumulate. in the 

deferent, and manipulative. rnanner that has k e n  descnbed as the "doctor-nurse game" (Stein, 

1967: Stein. Watts. & Howell, 1990). Baker and Diekelmann (1994) describe the game in the 

context of nursing practice. It arises in "dual hierarchies imposed by sexism and by traditional 

beliefs about professional-occupational accountabilities [and] causes nurses to cloak advice and 

recommendations to physicians about patient care in indirect and deferential language" (p. 65). I 

have, over the years, developed some expertise in this "'game" and am aware that 1. and my 
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colleagues in the diploma program in which I taught in the late 1980s. facilitated student leaming 

of the same behaviors. 1 am also aware that 1, and my female nuning colleagues. have used the 

same strategy with male colleagues in the Faculty of Science. 

Physical care and syrnptom management. emotional and spirituai care. bereavement 

planning and counselling. education and training to perfom tasks at home, referral for legal 

support and advice. and planning for home death are just some of the elements of the care needed 

and provided by the team. Patt y speoks of the team as an entity. This teuni hus beeri aro~ind a 

lorig rime. It doesti'r jusr happeri. Ir's u lot of irark io keep N goittg. Ir has been devrloped. so 

tliat ivlieri sottteorie ttew corttes on Iiere. they Izave ru fil ii,ro if. us opposed fo  eve>~onefitri>zg inio 

theni. but rhat doesri ' r  nieun i r r  're >,or goirtg to listeri to idlut th- sav. I ,rieun ir is a leclniing 

Procas. 

I was pnvileged to observe two building blocks of the interdisciplinary palliative care 

team: a case conference and death reviews. The most striking aspect of both was how openly al1 

rnembers of the team shared when a stranger was present. Patty relates their level of comfon to 

longstanding experience with students and trust that others will honour confidences. The other 

aspect that stood out for me wns how fluid the team is. Each person's area of expertise 1s clearly 

defined and understood by the other rnembers. yet there is explicit and implicit acceptance that 

roles and responsibilities can and wi11 shift with different patients. As Pat ty says. it 's n marrer of 

doing whar is besr for die parierir and ivorking togetlzer and sqing. OK ...if 1 stan ihe fantiiy 

ivitli home care [because] I Iiove more connections and t l i q  cal1 nie. rlien I pass i f  orito [the 
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Home Care Co-ordinator] arid vice versa. So i f  does work. No one person can be everytliing to 

[lie patient. 

Case conferences demonstrate the collaborative nature of planning and organization of 

care. They are attended by al1 available members of the team and discussion centers around new 

patients adrnitted. t heir diagnosis and plan of care. as well as review of patients already on the 

wxd and what changes rnight have occurred in their care plans. Relationships honounng each 

member's contribution are evident. Consensus about the plan is the nom but differences of 

opinion do arise. Patty says while differences are raised. aired. and advice is frequently sought 

from the team member whose particular area of expertise is indicated. the final decision is stricfly 

w l d s  hesrfor rlie patient. Patients' and families' wishes set the stage for decisions regarding 

treatrnent and care. Collaboration means collaboration with patient and farnily. as well as within 

the team. though interestingly. no patients or hrnily members attended the case conference on the 

driy I did. 

While case con ferences provide for day-to-day planning and organization of care. deat h 

reviews reveal the philosophy of prictice on the unit. M a l  cornes olîf of dearli revieivs is rlir 

practice. N I  a sense. [lie practicr of pulliutivr care on the itnrd. Death reviews are exactly what 

the name suggests. a review of each patient's death. attended by the physician, Patty. the nurses 

from the Boor. the social worker. and the pastor. and. on this occasion. myself. After a patient 

dies. the nurse who is prknarily responsible for the person's care has the option of taping a 

description of the death. Alternatively she can corne to the next death review and talk about the 



death with the other members of the team. At the death reviews 1 sat in on, two of the reviews 

were taped and two were presented by nurses in attendance. 

It appeared that the two nurses who chose to present did so because the particular deaths 

had a profound impact on them. Their stories had a profound impact on me. The first nurse 

described the death of a patient who had been on the unit less than twenty-four hours. The patient 

was a young woman with teenage children. The entire family was devastated by the experience. 

The nurse spoke of frustration and a sense of helplessness arising from the tàct that she did not 

know, had not had time to corne to know. the family. She struggled to make a connection. to 

support the husband and children. and was not able to do so. 

The second nurse presented a very different picture. She spoke with greiit passion and 

emotion about the death of a patient who had been on the unit two months. and to whom many of 

the staff had become quite attached. She talked of how difticult it was for the patient's husband to 

leave the unit and the people who had k e n  so rnuch a part of his life for so long. She shared how 

much the staff wanted to spend time with him and how they were restricted by other 

responsibilities. They too would miss him. She and several others shared "remember when" stones 

about the patient and her family. and there was much laughter and many tears. 

The stories that are so much a part of death reviews afford each participant the 

opponunity to create meaning of the expenence. Some aspects are cornmon to all. aggravation 

with change-of-shift duties that prevented more time k ing  spent with the grieving husband. or 

empathy for the nurse who could not connect with the other family in a manner she betieved was 



meaningful. When the nurses share what happened, and how they felt, others are nodding in 

support. Their agreement ûuthenticates the namator's knowledge. 

The practice environment deeply contextualizes the construction of know ledp. The death 

is understood in a particular way, in part. because of the philosophy and practices of the unit. I 

had an ovenvhelming sense that if 1 were to go elsewhere the feeling in the room would. by 

necessity, given different participants and institutional structures. be different. Perhaps it would be 

equally effective, but death reviews impressed upon me that it would be different. and. as such. 

the context of practice has a significant impact. 

Other aspects of the experience of deüth are deeply personal and different for each 

participant. Patty's story reveals events of her life that inform how she will undentand eüch death. 

and each death review. Every person in the room hiis a different story and. as such. creates 

meaning in a different way. While the nurses did not explicitly make connections to life expericnce 

in their narratives. sharing of stories is more likely to enable the expression of knowledge arising 

in life expenence. There is room to manoeuver. to be reminded of other stories of life. and to 

reflect on how they might illuminate this story. 

There are over 400 deaths a year on the unit. sometimes occumng in clusrers of as many 

as five on a weekend. Death could become cornmonplace. each aggregated with the othen. And 

yet, every person who attended the death reviews that day was touched by each person's story as 

it was recounted. It wüs as profound and deeply moving as the next. though, as illustrated. for 

very different reasons. 



CHAE'TER FIVE 

Contemplating Life Experience: The Landscape Of Palliative Care 

O b i t u q  Language 

Obituary Language is constructed of deliberately chosen words and phrases nppearing in 

a number of obituaries over a penod of several weeks. Obituaries are part of society's "'deatli 

systum [ital. in original] ... a multi-faceted. multi-level attempt to mediate Our relationship with 

monality" (Kastenbaum. 1993. p. 76). Like symbols and motifs on tornbstones. they "profile 

individual lives ... [and] convey information regarding a society's order. values. religious practices. 

and realities at the time of the individual's death" (Cochenour & Rezabek, 1995, p. 1). The 

language of obituary reveals much about our perceptions of death and dying. A fiequent image. as 

reflected in the poem, is of a good or peaceful death, often at home, and often in the Company of 

friends and family. An altemate image predominates, death as enemy, the "grim reaper", and 

dying as battle fought and lost. 



Histoncal Perce~tions of Death and Dying 

Sitting with the dying used to be sornething people knew how to do. Tending to 

their needs, comforting their body and soul was a part of Me. something children 

lemed growing up. (Sankar. 199 1, p. 16) 

Death. in the penod up to and including the middle ages. was accepted as an integral part 

of life. It was "a ntual. organized and presided over by the dying ... a public ceremony shared with 

parents. friends. neighbours. and children" (Bacigalupi. 1992. p. 186). Sanctification, prominent 

display of bones and relics. and foci of worship suggests that Europeans of the fourteenth century 

lived comfortably with the dead. In the sixteenth and seventeenth centuries changes in (i scientific 

world view initiated changes in attitudes toward deat h (Krakauer, 1996, 

p. 28). Conceptualization of the human body as machine brought about a belief that its parts could 

be measured, manipulated and mûnaged. Descartes postulated that "scientific. experirnental 

medicine [could] not only cure "an infinitude of maladies both of body and mind" but ülso 

possibly even free us from the "infirmities of age" " (as cited in Krakauer. p. 28). Death began to 

be seen as enemy to be defeated. 

The notion of death as enemy persisted into Victorian times when death was viewed as a 

grievous wrenching of iife from man [sic] (Bacigalupi. 1992). Stewart ( 1984) suggests there was 

"an escalating fascination with death [beginning] in the novels of Dickens" (p. 8). in which 

fictional identity was "founded on deûth or figured by its extrernity" (p. 10). Society began to tum 

away from death as a part of life and to seek ways to challenge its inevitability. Advances in 

medical care heightened perceptions that death could be contested and as early as the eighteenth 
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century. "the ability to defer death was attributed to physicians. [giving] them new economic and 

social status" (Krakauer. 1996. p. 39). By the end of the nineteenth century, fear of death 

necessitated hiding its reality from the dying person. Death was no longer discussed. 

An unprecedented rate of medical and technological change in the early twentieth century 

further removed death from our lives and increased society's faith in medicine and physicians. 

Care of the very sick and dying shifted to hospitals. 

This step was not only intended to zive the dying the best clire. but to spare the 

living. those surrounding the sick. from having to cope with a dying person. This 

removal of the dying from the presence of the living further enacerbated the trend 

to remove death from life. (Bacigalupi. 1997. p. 188) 

This trend is illustrated by my own experience. As û child. I was fascinated &y a picture in my 

grandmother's possession. It was of a childhood fnend. circa 19 17. The girl. perhaps twelve or 

thineen years old. had died of tuberculosis and lay in her coffin. Clearly death was a part of my 

grandmother's adolescent reality. 1. pro bably seven or eight y e m  old, was altemately horrified 

and intrigued by the picture. Death was something completely unknown to me. I had no 

expetience of it and did not undentand it. Unfonunately, when it touched me. I had litt le 

forewaming of the impact. 

The mid-twentiet h century brought other changes which further alienaied us from 

expenences of death and dying. From 19 14 to 1945. epidernics. wm, mass deaths in concentration 

camps, and the bombings of Hiroshima and Nagasaki caused death on such a massive scale that it 

allowed people, as Kublër-Ross (1969) stated "to conceive of the death of others and not their 
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own" (p. 10). Victor Frankl's ( 1959) description of his concentration camp experiences echoes 

Kublër-Ross's words. 'The sufferers, the dying and the dead. became such commonplace sights 

to him [sic] after a few weeks of camp life that they could not move hirn any more" (p. 20). 

Eventually, in the face of ovenvhelrning death. the word itself came to be no longer used. 

Kramer (1988) says we have turned our backs on death, a fact made evident by our 

frequent use of euphemisrns. His list includes sixty-eight words and phrases that have become 

part of our lexicon. including; "passed on. kicked the bucket. lost. cdled home. six feet under. and 

called to rest" (p. 14). Kastenbaum ( 1993). citing Umberson and Henderson's 1993 study of the 

social construction of death in the Gulf War, describes how the media have exacerbated this 

phenornenon. "Perhaps the most striking finding ... is the absence of direct references to death or 

killing and the pattemed use of indirect references .... The most common euphemisms for dead and 

death include 'casualty and loss' .... "Smash". "bring down". "take out" ... were frequent 

euphemisms for "kill". The killing of Iraqi civilians was presented as bbcollüterül damage" 

(p. 86). Umberson and Henderson concluded that the "psychological consequence is to 

dehumanize the hurnan victirns of war" (as cited in Kastenbaurn, p. 86). 

And so we corne to the twenty-first century. the tirne and place of Patty's practice in 

palliative care, a society w hic h rnany suggest is death-denying (Bacigalupi, 1992; Byock, 1997; 

Callahan, 1996; Hotson, Macdonald. & Martin, 1999; Krakauer, 1996: Kramer. 1988; Maeve, 

L995: Wylie, 1997) and in which prolonged death has become the way we know the experience. 

Advances in dmgs therapies and technological interventions have depenonalized hurnan 

experience. keeping people alive beyond all expectations, including their own. 



The Palliative Care Movement 

In the mid- 1960s. palliative care began to be recognized as an alternative to anonymous 

death on whatever hospital unit the penon happened to be located. It was, in large part. a 

response to a widening gap between medical advances and the inevitability of death. between 

cure. and care. This cure/care dichotomy is challenged by a statement in the Dying Persods Bill 

of Riglits: 1 have the right to expect continuing medical and nursing attention even though "cure" 

eoals must be changed to "cornfort" goals (Barbus. 1975). 
C 

The first hospices ori~inated in Great Britain. the best known of which is St. Christopher's 

in London. started in 1967 by Cicely Saunders. With her ernphasis on care of patient and family, 

syrnptom control. a multi-disciplinary team approüch. and a continuum of care from hospital to 

home. Saunders. trained as a nurse and physician. is widely acknowledged as the founder of the 

oround and palliative and hospice movement. She had a vision of "patient and family in the fore, 

treatment in the background and conviction that listening was an essential art" (Wald, 1996. p. 

82). In 1963, she brought the vision to North Amenca. and io Yale University where Wald was 

Dean of Nursing. 

Wald was, at that time. hearing nurses describe experiences of king at cross-purposes 

with physicians when patients asked questions about their illnesses. Secrecy and denial of 

impending death was still the nom. but nurses. face-to-face with patients. could not evade the 

questions. LVaId was captivated by Saunden's ides  of how care for the terminally il1 could be 

different. In 1968. she left her position as Dean, to enter into a study of caring for the terminally 

ill. Her work resulted in the founding of the first American hospice in 1974. Saunders's travels 
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brought her to Canada around the sarne tirne. and the fust Canadian palliative care unit was also 

founded in 1974. 

Patty has traveled to England. toured the hospices. and had the great honour of hearing 

Dame Saunden speak about her vision. " When I ivns in Englartd uird Dr. Cice- Sniolders spoke, 

she talked ro iis for n coiiple oflzoiirs ut Sr. Clzristopher's Hospice. die said she set iip the 

hospices for people becairse of ririwcessary niedicd ir~renwrtions mid becaitse medicirre iws  

prolougirig the &inp." Patty echoes this belief. Yoir allow them to die. Why ore yoli doiug al1 

these tests. for idtut. i.rhen yoii can't do a>rytiiiïig aboirt if ... so rvhy are yoii doing theni? Sonrr 

parienrs are really pirt tlzroiigh roo niiicli. 

The Current State of Affairs 

[t hath been often said, that it is not death. 

but dying which is terrible 

Henry Fielding ( 175 1 ) 

A lengthy discussion took place in the case conference I observed, about blood 

transfusions for a woman whose disease process was causing frequent haemorrhage. Knowledge 

that the blood would be lost as fast as it was poured in was. for one physician, apparently 

outweighed by a need to "do" sornething. The other physician. the unit's director. spok  quietly. 

"You don't want to make her die longer''. ending the debate. 



Fear of prolonged dying may be a legacy of the twentieth century. "Prolonged dying is 

what has united us d l .  not death itself. That is why people sign wills and durable powers of 

attorney with instructions about the ways in which they want to be kept alive or die. How we die 

worries us the most" (Spiro. 1996, p. xvii). Chochinov ( 1998) decries Canadian society's 

approach to end-of-life care. Fewer than 10% of Canadians have access to home-based palliative 

care services. despite research data that reveal a rnajority of people in favour of a home death. 

Worse still. according to Chochinov. is the abysmal record of medical schools to educate 

physicians in a meaningful way about care of the dying. "At the time of licensure. Canadian 

physicians will have had. on average. eight to 10 hours of training in pcilliative care and syrnptom 

management" (p. A l j ) .  Krakauer (1996). writinp of his experiences as a resident. suggests that 

medical students and residents are trained to diagnose and treat acute illness. In their zeal to do 

so. t hey frequently intervene to postpone death. subjecting patients to "considerable violence and 

... significant suffenng" (p. 33). Nurses do not fare much better. Some undergraduate prograrns 

include a required course in palliative care. but it is generally not viewed as significant enough to 

warrant extensive preparation. The palliative care course in the program in which 1 teach is an 

elective. 

Patty agrees and speaks frequently of her frustration with physicians and nurses who are 

not educated about palliation. particularly about pharmacological control of pain. Ir rnakrs you 

very~nistrnted and qltire angry at tinies, becartse the patients are slgfering and the families are 

sit$fering.. . hoiv sunieone dies. flrey 'Il remenzber for the resr of tlieir lives. S he believes p hysicians 

are afraid, compromised by their Iack of education in paiiiation and by media representation of 

high profile trials involving ph ysicians. Whatever the reason. palliative care out side of specially 
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designed units is a "bit or miss" proposition. As Cole (1998) States, "we know how to extend Our 

lives and increase the quality of time we have. It's the end, the weeks or rnonths spent dying. that 

we need to dedicate rnoney and efforts to improve. Reluctant to admit its inevitability we are not 

prepared to accept death as a part of the cycle of life" (p. 84). 

Educarion of other health professionals and the public is a responsibility of the palliative 

care team mernbers. Patty describes that responsibility and how she came to be involved. LV'ieri 1 

Brst canie Iiere. rhey ivoitkd go out und give t d k  aiid t l i q  ivent as u reanr. So it itasdt h g  

before I iras ulso on rlre team. Now. rach tinte if's dqferent drpending on the uridieiice ive Iiaw. 

itr go orit und tulk to wrsing stiidem nbortt syiptorii niaiiugente~it. I i d 1  itrtrod~ice crnd 

riiiplrasi:r ussessmeiit skills aizd rlie physiciaii ici11 rulk aborit sortie of rlie pc~tliophyiology mcl 

rlre dnigs tised. We also presrnt ur Iiospice confererices. Pcdliclrive care Ilus u itutioriul 

corlference eveq  nïo Fears. The first orie iws  Iield kere iii 1985 arid r w  presented ur thnt. as u 

r e m .  There's still ci picriire sorneivliere of the iirh.de reum presenting ubortr rleath reviews. 

Team memben are also actively involved in education and supervision of student 

physicians. nurses, and social and pastoral care workers. We do Iiair nredical strideirrs but iliere'r 

not niiich attention being paid to palliative care. ln the prst year t lrq have u thtee Iioiir session. 

The next finle irv see tkeni is in the second year und rfiey have a two or ~liree Iioitr session on 

yvmptorn management mid tlint's it for palliative care. Patty is optimistic, however. as she has 

seen changes over the course of her career. A rotation to the palliative care unit. once an option, 

is now mandatory in the Family Practice specialization at the local medical school. 
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The notion of not wanting to prolong death might suggest that palliative care units do not 

intervene in any way. Nothing could be further from the truth. To begin. Patty's unit's staff accept 

the World Health Organization definition of palliative care which is "the active total care [italics 

mine] of patients whose disease is not responsive to curative treatment" (World Health 

Organization, 1990). There are numerous other definitions of palliative care. but they al1 have a 

"bcommon underlying emphasis on holistic care airned at achieving the best possible quality of life 

for patients and their families and friends. including support during bereavement" (Bircumshaw. 

1993, p. 1665). As Patty says. the niuiri foats is acrrmlly >lot a plricc to &. the focics is yrptoni 

coritrol and titat's rdiat we airii crt. 

True to this objective. the average length of stay on the program. from the time people rire 

registered until they die. is four months. Patients come to the program in ü. terminal phase and 

their actual stay on the ward is only about two weeks. Death frequently occurs quickly. Patty is 

proud that most people stay in the cornmunity. at home and comfortable. coming into hospital 

when symptom management cannot be achieved. 

M a t  the Future Holds for Palliative Care 

The impact on nurses of institutionai closure. increasing patient acuit y. technological 

complexity. and fiscal restraint, is widely reponed (Erickson, Rodney, & Starzornski, 1995: 

McWilliarn, Burdock. & Warnsley. 1993: Sibbald. 1998). In fact. Sibbald States that nurses are 

"increasingly finding themselves in an impossible position: they are bound to uphold their 

professional and ethical responsibilities according to legislat ion, standards of practice, and po lic y 
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statements, but their ability to do so is hindered by budget cuts resulting in RN [registered nurse] 

lay-offs and delegation of [their] duties to other health care workers" (p. 23). 

Patty describes how nurses on her unit have been affected. The? ciit back Iiere a lot or1 

nltrses. lnstead of havirig tliree patierits. tliey crit bock to irhere mirses rtill have six or seireri or 

eight parirnts. At tlint point yoii cari 't rtash a putient and give medications and do treatnrents. so 

care is fragniented. Yoii dodt have that direct contact rvitli patients. or ivitli thefi1niilies. Yoil're 

,lot i ~ i  tlzere long enoiigli to really niake tliut c o m c t  rvitli u putirrit und sir duwi wliile yort giive 

tlieni a rnedicatiori. becaicse o u  have to nul off to the rie-rt patierit. And rlie mtrses dodt like it. 1 

don't tliirik tlir patieiits do. They coniplain rlw o d y  rinie t l iq  see a mirse is irllie>i they conie Ni to 

givr tliern sortiediin,y. 

Patty sees the impact extending beyond the nurses. to the orderlies (male and fernale) hired 

to replace them. Th- citt Bclck on niirsing sraflurid Iiired these helpers tu be idtli nurses. And 

the niirses lime comineïited that everi i f t l i q  wanted to do the basic care for pcztients. the? don'/ 

have rime ... utid tli- dori't like tliut setiip becaiise tliey don't get to mert tlir patient aiid see 

tlie patient utid talk to the patierit. Ir's a big resporisibility for the heaftli care aides. They're 

direct- giving cure. tliey 're directiy Iiavi~ig to listen to iviiar patients Say. TI iq  Ircive to Iiave tliat 

knoivledge rhat t l iq  can 't bnisk ai- little tkings. The? have to Iiave tliar bioivledge tliat ivlien a 

patient suys it Ii~ins in my cliest or iviiatever. tliat's a serioiis tliing and rliq liuve to pass it on. 11 

is a big responsibilitv for them. Thar's rdiy -I-t1-r t y  as niacli us possible to iriclzide them in the 

change of sliifi reports, direct conimrinication ivitii tlie nurse tl~ey're assigned to, rhe charge 

riiirse and tliings like tiiat. niey are a pan of the deatli reviews. They don? make the tapes biit 
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they conle and listen and give tlzeir inplit as to how tlzat patient and the family ivas. They llave a 

lot of contact with the families. Participation is izot an option for tiiem beca~ise th- have 10 

knorv ivltnt's going ori. And they're part of the team. an important pan of the terni. 

As Patty's unit is located within a large tertiary-care institution. the team expects that 

systemic changes in health care will have a broad impact. The unit will likely become an "acute" 

palliative service. focusing on symptom control and management because of the availability of 

technology. New palliative care beds at other institutions will have ii longer tenn focus. Several 

times Patty and I talked about my concem that dying penons. similar to what now happens with 

some patients receiving surgery or treatrnents. would be transfened back and fonh between 

institutions. Patty doesn'r share my concem. believing thnt the intense focus on patient and family 

needs will preclude the problems that acute care patients face. We wo~i ' t  s e d  people elseivltere 

. ..ji<st get rlieir .~mptoms iinrler coiltrol aiid [send t hem] elsewherr. that 's fiut it. Patty 

envisions a much more collaborative structure in which those who are able to, remain home. 

moving in and out of the unit as necessary, while those unable ro be cared for in the home, have 

access to palliative care beds which can provide for long stays. She does share the belief, 

however. that education of al1 staff who will be working in these units is paramount. 

Concludino Thouehts 

Twenty years. Four hundred deaths a year. Patty has met, supported, counseled. and 

consoled virtually al1 of these people and members of their families. Despite tremendous potential 

to become emotionally ovenvhelmed, Patty remains committed to the unit, and to palliative care. 1 

asked her what keeps her in palliative care. Laughing, she repiied. the rnoney, and then I iike the 
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type of n~irsing ivhere o i i  really care for a patient. In training it \vas fiinctional care. Yori ivorild 

do treamenrs. or dressings, or medicarions. Ir rras the sanie irp nortli. Here il is liolistic care 

... I like tlzat. I like talkbig to people and problem-solving, and rvorking tlzings out. and 

Itelpirig. I look ar the little tltirigs. not tlie ivliole big pictiire. I look ut beNig able tu solve little 

rhirigs, and little rliings. c d  gobtg 011 tliat rvq. 

deMontigny ( 1993) poses an interesting question. "Does a penon choose a career in 

teminal care because of a personal experience connected with loss or is it the hÿzards of life thnt 

push one in such a direction" (p. 1 I )?  Patty's and my experiences represent both perspectives of 

this question. 1 am convinced that the experience of my grandfather's deüth remained with me 

o, term over the course of my nursing education. Coupled with positive student experiences in Ion_- 

care facilities it was the impetus for me to seek out employment in a setting with a palliative care 

unit. 1 would have accepted a position anywhere within the institution but once was on the 

"unit" 1 knew 1 had found a place in nursing where 1 could make a difference. 

Patty does not recount a single, pivotal experience which brought her to palliative care. 

The notion of "hazards of life" may more aptly describe her expenence. After yars of witnessing 

profound suffering in nonhem nursing stations. she was ready, and perhaps needed, to shift her 

practice to an environment in which she could connect with people on a more intimate and 

penonal level. She too would have gone to a different unit, she was interested in psychiatry. but 

once on the "unit'' knew she had found a place in nursing where she could make a difference. 

I said, okuy . .. I '11 t p  tltat [palliative care]. And that irlas 1980 and liere I am. 

sri12 in palliative care. I never tlioiiglit of leaving. I don 't hxow wlty I senled su 
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nice. into palliative care. but 1 did. Maybe il's becaiise in r y  nilrsiiig experience 

I'd gone througli al1 t h  ... to nie l 'd  seen eve-tliblg tliat needed ro be 

seen. .. 



CHAPTER SIX 

Contemplating Life Experience: Lessons From Patty's Life 

In the nine months we talked together. Patty told me many stones of her life. Some stories 

have a beginning and an end: they are concluded. One of these is the story of a child and an 

adolescent Patty. growing up in a busy household. nurtured by her mother, of whom she speaks 

with heartfelt love and respect. Another tells of a young woman who leaves home and country. 

setting out for a nrw adventure as a nurse, only to realize that nursing is a profoundiy painful 

experience. for her. as well as t'or the people for whom she cares. 

There are also continuing stories. woven through Patty's life. She is a wife and mother. 

Her experiences of raising two daughters forge For her a deeper understanding of human 

relationships and impress on her the painfui lesson of "letting go". letting them make and live by 

their own decisions. Another continuing story is of a wise and experienced nurse. Patty has 

dedicated twenty years to the palliative care unit and to the care of hundreds of persons at the end 

of life. Her contribution to the development of palliative care nursing has k e n  recognized with a 

clinical excellence award and the admiration of her peers. Finally. some stories are king lived and 

others are yet to corne. Patty's newest story is of a grandmot her. Her first grandchild. a boy. was 

born a year afier we began our conversations. 

My representation of Patty's life story is faithful to the münner in which it was told. not 

chronoiogically, but moving From point to point on the map of her life. one story reminding her of' 

another and yet another. Patty's voice is predorninate, yet my voice is clearly audible, the voice of 



the witness (Lawrence-Lightfoot & Davis. 1997); Listening, observing, recording. and 

representing. Decisions about what aspects of Patty's life to include. which of her words to use. 

are mine. Patty and I spoke together for more than thiny hours. of necessity not every word of 

our conversations is repeated. Throughout. I was mindhl of Davis's (1997) question: "How (to 

what extent) does the disposition of my voice infonn (give shape to but not diston) the product" 

(p. 106)? To be contident that 1 had authentically represented her life I asked Patty. afier she read 

her story. if it sounded like her. Her reply was "Who else could it be?" 

Patty's voice as storyteller and mine as witness are not the only voices we need to hear. 

"Ponraitists seek to record crird inrerpret [ital. mine] the perspectives and expenence of the 

people t hey are studying. documenting t heir voices and t heir visions-t heir authority. know ledge. 

and wisdom" (Lawrence-Lightfoot. 1997b p. xv). As suggested. we must also hear my 

interpretive voice. Patty's life is a life lived in context. lived in the ebb and flow of the 

community/ties in w hich she lives and works. as is mine. How does she understand her life within 

its contextual frame and how might her. and my. understandings help us to reveal the objective of 

our time together. the explication and understanding of Patty's nursing know ledge. its genesis and 

expression. 

Achievins Understandina, 

Thirty hours of conversation with Patty and observation of her practice revealed two 

predorninate themes. suffering and responsibility. I determined these themes through an analytic 

process that evolved over the course of several monrhs, and eventudly synthesized three 

strategies. To begin. I was inforrned by Wolcott's (1994) notion of three levels of analysis: 



description, analysis, and interpretation. Patty's story is the descriptive piece; a rich. thick. 

depiction of her life that reveals 'what is going on'. I made explicit decisions to include some 

passages and to exclude others. but throughout 1 remained consistent to the chronology Patty set 

in the telling. 1 was also faithful to her use of language. There is very little editorial revision of 

Patty's phraseology. except the substitution of ellipses and spaces to reveal where she paused, 

searched for a word. or for an effective way to describe a particular event. 

The second level of analysis. identification of resonant themes. began as 1 transcribed the 

audiotapes. From the outset. Patty made repeated reference to certain details of her story. in 

pxticular, painful experiences in nursing. her sister's death. her relütionship with her mother. and 

with her daughters. The repetition caught my attention. as it suggested these were pivotal 

expenences. or nch points (Agar. 1999). The concept of nch points wüs very helpful in the 

process of analysis. Rich points were aspects of Patty's s top that had an emotional impact. for 

Patty. and for me. They were apparent contradictions. and repetitive refrains (Lawrence-Lightfoot 

& Davis, 1997). They were also the seemingly incomprehensible. when I could not understand. 

from my perspective. how and why. Patty understood events as she did. In ail cases, Patty's 

words were triggers for me. They prompted me to ask questions. and sometimes. to think 

differently. Occasionally, we agreed to disagree. and different epistemological perspectives were 

revealed. Incornprehensible points. particularly. became the source of ongoing debate and, more 

than O thers. provided insight into the significmce of context for the expression of kno wledge. 

Some passages stood out for me because they were a point of connection with my own 

expenences or ideas. Othen generated questions about the structure and function of the unit, and 
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about the nature of the relationship between the unit. the institution, and the broader health care 

context. The highlighted passages provided direction for following interviews, and fomed the 

basis of emergent themes. Later in the process. I needed a means to organize these outstanding 

passages. In an effort to explore the juxtaposition of Patty's life and practice. 1 created a gnd in 

which highlighted rich points were grouped together. and contextual features were identified as 

motivating factors, changes Patty was involved in, or institutional supports or barriers (Cole. 

personal communication. October. 1997). These clusters of data were eventually integrated and 

two overarching themes emerged. 

In Patty's story the two themes that stand out for me are suffering and responsibility. They 

reveal to me. in a vivid and passionate way. how she knows nursing. I am. however. clearly 

in f~med by my own experience as a palliative care nurse. and as a teacher of nurses. I am familiar 

with the Ianguage and nuance of nursing care. and have experienced. in similar and dissimilar 

ways. some of the events Patty describes. Readers who are not nurses. and nurses whose practice 

is grounded in different contexts. bring different perspectives. different contextual frames to 

Patty's story. As such. different themes might stand out. 1 am, therefore, obliged to clearly 

articulate my growing awareness and understanding. not only how the overarchinp themes of 

suffering and responsibility illuminate Pritty's knowledge. but of how I corne to view them as 

overarching themes. But. as stated earlier. I am also mindful that readers are active participants in 

the process of knowledge construction, and so, I am hopeful that different ways of knowing will 

prevail and al1 readers will find points of resonance within Patty's story and rny interpretation of 

it. 
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In the process of articulating how 1 came to understand suffering and responsibility as 

overarching themes, 1 have imrnened myself not only in Patty's refiections. but those of other 

authors. In the next section, 1 share. in the form of a reflexive conversation. Patty's stories, 

contributions from others working in palliative care whose thinking informed my own. and my 

musings and questions as I struggle to understand how life experiences inforrn nuning knowledge. 

1 also illuminate my attempt to understand more fully how the context of a nurse's practice 

delimits the explication of her nursinz knowledge. 

Patty's voice is again the first voice you hear. The conversation opens with a comment 

Patty made early in our time topther that immediately caught my attention and remained with me 

throughout. As before. her words are ita1ici:ed. My response. intended to reveal how i 

understünd Patty's words. follows in regular font. Later. when it is helpful to include the voices of 

others. to clarify and extend our discussion. t hese voices are underlinrd. 

Nurses in Conversation: Revealing Thernes 

1 d i h ' r  realize nitrsirig rradd 6e so paiilfitl. lt ic*as paijf~d for the patient. &lit ir iws also painfd 

for me. seeing sonieone sigfer. 

Patty's comment came not five minutes into our first conversation and it caught me totally 

off guard. I rernember thinking. of course nuning's painful. as if it were self-evident. and then 1 

realized that in twenty-five years 1 had never really talked with another nurse about how painful 

nuning is. about how we suffer. in the end, we spoke frequently of suffering. It was a repetitive 

refrain in our time together. patients' suRering, family members' suffering, staff suffering. No one 
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is spared. But as 1 pored over and over Patty's words something else became clear. Expenences 

of suffering inform, in a fundamental way. how Patty nurses. 

Suffeting: How CVe Suffer with Patients 

We liad a lady here. witli breast cancer and bone inerasrasis, in agoiiiring pain. Slie ivas 

admitteci liere froni rlie o~icology iinir atid ive got Iier coniforrable arid slw wenr home. Yrsterduy 

I gof a cal1 Jrom lier danghter and slzc needs more niedicarion bilr the doctor ivo?l't iiicrease ir. I 

tkink aboiil [lie patients. aboitr tlieir pain. The docrors do$r reulize rhat yoii liave ro give u big 

erioiigli dose. W h  yoii dor2'r do rkcir. rlien o l i  are clinsirig the pain and the patieiirs are 

si$feri>ig ... [lie potieuts are si$feeri>i,q and the jùmilies are siflfrring. Oiir fociis is syiptoni 

co~irrol. tliat ' s  rvliut rrr uiiu or. bit! it ' s  niore ilim controlling synpto»is. It 's also dealiiig wifh the 

persou and rvliur t l i q  ic.urit. lielpi~lg rhem to work rliroiiglt il. Patients ctrr sit$frring pltysically. 

rlieir breathing is dijflciilr or rliey c m  in pain. biir tliq're ulso slgferir~g rniorionully becaiise 

rliq know rhey are &iilg. And eveti wlwi the parierits are plzysicully cor~ifortublr or ir>icoitscioiis. 

the faniil! is siflering becaiise tlzar person is &hg. Thefre  sirfferiq rile griej. of separurion. 

And on a lesser platie. the srciff is sifleri~ig rvlten t l i q  go into a rooni. Thqv c m  feel ir 

rliernselves, so rliey act ori if. I giicss il's how we siiffer with patients tkur makes us acr. and 

rliat 's palliative care. 

How we sufler with patients. How do we suffer with patients? At first. it was not clear to 

me how this came about, how expenences of suffering were transfonned as knowledge, into 

nursing actions. into palliative care. Patty, on the other hand, is quite clear how it cornes about, 



descnbing to me situations that revealed how suffering experiences were relcreated as nursing 

kno w ledge. 

Well. it makes me angry and fnrsrrated ivlierl patieilts aren ' t  co~nfunablr. becairse hoiv sonieoiie 

dies. the famil! will renienzber for the rest of th-ir lives. I blame the niedicul systerrr u lof for 

pntients rwnting assisied siricide and eirtharinsia becaitse I fhirrk it is prolongiiig the dyirig. As 

lo~ig as we have iolriecessaty t~iedicril i)iterventioit.s m d  pcitients' jeelitig tliat ~ I i q  have no 

co~ltrol. tlieri ~ o i r  'il have tliose kind of reqiiests. And I'Il say ... rvly are yoii h i n g  al1 tiiese lests. 

for what. ivhen o i r  cari 't do myliirig abolit it ... so idiy are yoii cloing tliem? I qiiestioned o w  

olir pllysiciaris uji Friday. I ~irnntrd ro rrniisfer (I pntierir lrere froni observciiion riiid the doctor 

rvanted to do tliis und thut. I suid. "urll, I sre this putirtit us Iiuriiig udvcuicetl diseuse. d i !  is it 

even bei~ig offered to liiiu. .+1d yoii biorv. this nimi ivent irp to uri ucirie medical icwd und he 

dird on Satrr rduy. " 

Patty has seen this happen before. In our time together. she frequently described her 

frustration with similar decisions; admitting patients for acute intervention rather than palliation, 

not refemng to palliative care. or refemng io palliative care and transfemng patients between 

units, and between institutions, at the last minute. when death is imminent. She has aIso seen 

decisions of this nature cause patient suffering, prirnuily as a result of invasive diagnostic tests 

and procedures that cannot alter an inevitable outcome. And so. she acts on her knowledge that 

this dying patient will suffer because of admission to an acute service and she questions the 

physician's plan. 
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Patty's action. in this situation, is congruent with Benner's (1984) description of expert 

practice. Benner says that "expert nurses have "reco~gnitional abilitv". that is. the abilitv to 

recoenize possible consequences. on the basis of their years of experience and intensive studv of 

patients" (p. 33). My understanding of nursing knowledge has k e n  extensively infonned by 

Benner's thirty-year examination of clinical knowledge developrnent. 1 am concemed. however, 

that a focus on clinical knowledge alone does not suffciently describe the knowledge nurses use 

to nurse. We are still holding Our lives outside the clinical practice arena, at am's length. The 

cornpiex interplay of life and clinical practice revealed in Patty's words: "ir ' s  Irow ire sigfer wirk 

parieilrs". demands that conceptualization of "recognit ional ability" consider know ledge as ing in 

contexts other than cliniciil practice. Knowledge also anses in recognition of events of which we 

have intimate experience. 

Wheri I Ir/t ~ r i y  sister's lionre (@fer rlte fioierd I t/zorrgltt. 1'11 iiewr comr brick fo rhis place.. . ori 

btoiv, sornetfiirzg so pui?i/ttl io o i  L.. I'll liever go back. I Iiuve riever beefi buck. It ' s  tftirty yecirs 

und it feels like yesterduy I rliiiik or rke begirining 1 was very sensitive to people rvho eume in 

and were dying. becuirse I coiddfeel tlzeir pain. Noiv, niuybe siibconscioii~..  no it doesn't conze 

out ut all. becaitsr I ' iv dane rlzis for so long. ft jrtst cornes oitr md I do ir now becaitsr l've berfi 

cioing tais for a lorig rinie. 

1 do not agree that Patty's experience of her sister's death doesn't corne out üny more. 

although I do agree that it is not be expressed in an overt way, in the sense that Patty thinks of her 

sister in every engagement with patient and family. My experience of my gandfather's death is 

not expressed that way either. And yet, it is expressed. Neither of us can escape the fact that we 
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have a very powerful remembrance of how someone close to us died. As Cheek and Rudge 

(1994) state, "knowledoe ... cannot be seen a m r t  from either its historical or social context" 

(p. 17). Ira Byock, recently President of the American Academy of Hospice and Palliative 

Medicine, has wntten extensively in this area. describing at !ength his eaperience of his hther's 

death. His words echo my understanding of how experiences of suffering are relcreated as 

knowledge. When 1 t hink about suffetinc. while 1 am "informed bv the wisdom of cultural and 

religious traditions and bv scholarlv opinion, what knowing I have ... is fundamentallv  erso on ai. 1 

know sufferino primarilv throuoh life ex~erience" (Byock. 1991. p. 8). 

Patty's. and my. historical experiences of the deaths of family members. are part of the 

fabric of our contemporary nursing knowledge. And. although Patty's words in the previous 

passage suggest that she does not consider knowledge arising in the experience of her sister's 

denth as an aspect of her nursing knowledge. other recollections reveal she is. at least at times. 

mindful that how she knows events informs how she nurses. When we spoke of families in which 

adult children were caring for parents. for example. she exposed knowledge arising in the 

experience of caring for her father-in-law. He never Aud any nrrrsing or honre care or ariytlii~ig. 

We iwre the oues iiho siipponed Iiirn. So ivlien ! gel phone c d s  frorri purienu andfuniilies 

suying rite! cm't  cope a>zy,iore. tliur it is gelring roo dQjjciiit. 1 irnderstmd what rliq're going 

th roiigh. 

"I understand ivhut rhey ure going tliro~igk". Patty's knowledge of this Life event is not 

expressed as a specific nursing intervention. She does not expect the fiimily members to care for 

their parent precisely as she cared for hers. There is no prescriptive outcome of this knowledge. 
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And yet, how she knows the event is expressed in her care. As she says, I can understand alid be 

synpatlietic, have some enlpatiy, for people ivho are goi~ig thro~igh tliis. 

The knowledge revealed in this example is knowledge about what it means to be human. 

For Patty. it is to "suffer with" in meaningful ways. It is instrumental to her nursing knowledge, to 

how she acts as a nurse. I understand suiTering as an organizing principle for Patty's practice. and. 

as a foundational element of her unique ontology. her way of k ing  in the world. Suffering; her 

own, her children's. patients'. their families'. other nurses'. is an impetus for nursing care. 

lt's not easy. it's v e n  cli/licriit as  a iiiii>iail beiug. to set the sidferi~ig. Yoli t rp  to relieve it. yori 

bioiv, und i tS  iike voi<'re feerlli~ig it sontesinies. For muses. tlie niost disconl/oning t h i q  is wize~i 

tlzey see patients dying und si<ffering arid t i iq  can '1 do ariytlling abolit it. 

When patients suffer. nurses not only suffer. but sometimes understand that suffering as 

indicative of less than effective practice. Their jreatest dilemma is when patients suffer and "they 

can't do anything about it". Why? Suffering with the patient is part of this. Mlieve ( 1995) 

suggests nurses who are Dan a part of another's sufferino. feel that sufferino themselves and 

remember it forever. 

With suffering as the impetus for care. Patty could be continually responding in an 

emotionally-charged manner. In Patty's and my conversation, however. there is one other 

repetitive refrain that contnbutes to my understanding. Patty sees herself, and nurses in general. as 

responsible for patients. Responsibility. to and for patients and families, is, therefore. another 



salient feature of the way Patty knows nursing. It connects how she knows suffering to her 

nursing care. 

Responsibilitv: Responsible Relationships 

1 tliink i f ' s  becuiise rdie~i o i i  are assigned ceriait1 patierits, yoii are responsible for rhem ... for 

their treatrnents and rnedicutiorts idiuteiw conies ~ip .  

References to responsibility punctuate Patty's accounts of patients and families. stones of 

her childhood and relationships with her family. and descriptions of the cohesiveness of the 

palliative care team. Again. as with suffering, the repetition caught my attention and prompted my 

efforts to understand. how Patty understmds. her sense of responsibility. 

I Iiave nvo u k k r  brotliers. I ims [lie tliird and the o/rlesr girl. arld su jur rnr. tllai put sonir 

resporisibilin, on me. 1 did>i'r reully have to look ufrer my yoziriger brotiirrs nrid sisters. brit 1 did. 

1 remrniber Iielping wiilt t y  yoiirigrst sister. die itas preatatiire, and helping rtitli lier and 

feeding her. 1 did Itrlp wirh n y  nvo Foraiger sisters iri purticiilur mid I giiess rliar's ivhy ull my 

sisters cal1 nie Mom. Thar son of niiniiring. 1 giiess, stnrted iden I itos iri ni! mid-teens. I Iznd 

the attitude tlzat ... here's sonieone. yoii have tu Iielp tliem. 

rnorlier certainly Iias bcen qiiite un itifliience on me. especially in seeing tliat even ivitli eighr 

cliildren die was always able to be cool and calm und always Iiad conrrol. 11 rvas in a sense a 

teant effort at home. Even tkoiigli we had a servant tliar lived in. ive Iiad oirr cliores. Yoli w r e  
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still responsible for y i i r  room. for cenain tliings. So it gave n son  of self-esieeni tiiat yoii rwre 

resporisible. 

And I d o i t  know vntaybe it carpie abolit iri Iravirig nvo ciiildren and beirig resporisible for tiimi. 

becaiise ai some poirii as t l q  becanir reeriugers I coiild not take on their problenis. I nieail 1 

cotild t- to iielp rliein. I tulked « lot arid reasorled a lot iviili rheni. biir 1 coiild riot solve al1 tiieir 

problenis. Also. groivirig iip ris a fumily with eiglit brothers m d  sisters. I recogrii:ed h o t  rliere 

are sonle ikirigs [in lifk] rhat yoci have to go throrigli pain. Witii rny daiigliters 1 krzorv. Bir! 1 will 

iiot be ititii riieni for the rest of rlieir lives. 1 cari orily do so ~riiich for theni. M y  di~iiglifers Iiad 10 

leam iiiat riiere are sonle ilii~igs in life tiiut linn. Yoti made rhar decision. it will Iiiirt yori. I've 

rold y011 idzut's tliere aiid I've esplairied tu uoil. biit i f o i i  go ullead this is brhat niigiit Iiapprn. 

Patty's responsibility narrative wüs spontaneously shared when she talked of her 

childhood. To understand. though. why doing for others is so important to her. it is "necessary to 

consider the cultural and historical context in which lher lifel unfolded" (MacRae. 1995. p. 161). 

Clearly, Patty's understanding. her knowledge of whai it means to be respoiisible is life-informed. 

and contextualized by experiences of childhood and motherhood. Nurses do not leam 

responsibility in nursing school. We learn we must be responsible. that we have professional 

responsibility. How we know responsibility, and consequently demonstrate it in oui- practice. is 

not explored. The inherent assumption is that everyone understands and dernonstrates the concept 

in a similar way, but Patty's life story illuminates how responsibility can be differently 

conceptualized. There is a matemal tone. for example, to Patty's description of responsibility for 
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patients, that echoes Jolley's ( 1993) notion of a physician-nurse-patient hierarchy grounded in a 

family hierarc hy. 

Certainly i f o r i  're a niorlier yori 'm respotuible for o l i r  kids. Witlt rr- dariglirers, it w s n  '1 jrisr 

ttte 1 was rltinkirig of I was resporisible to triake siire tliat I woiild give theni rlie skills to go out Ni 

rlie rvorld arid siirvivr rhoiigh ir's painfiil to see tliern groiv rip. becniise rli- liuve 10 si@r (111 rhe 

tliings as tliey go rliroiigli ive. 1 rltirik also. we are responsible for patierits. 

This connection. between patients and children. perplexed me at the time of our 

conversations, and still does. 1 find it difficult to reconcile Patty's commitment to patients with ü 

maternalistic stance that suggests a position and perspective of authority. In the following 

passage. Patty reveals how she consistently places patients first. 

Ir's ivliar's best for rlic parient. a nianer of iozdrrstunding wiiere tliey 're corning froni. Su ofien 

ive see oiir patierlts Iiere, rit- corw und we see eheni for nc.0 or rliree w e k s  of flieir l i fe .  Wiai 

lias gone on for ilie last six- or seivene years. rve have no ideu. rliotigli ive 're linving to deal iviirlli 

them in titis phase where tliefre eriding ii all. Pan  of rrhat I try ru get at as I niect patients. and 

fanlilies especially. is ro ger a picriire of rizut person. Yoii Iiave ro keep cisking qiiestions, not tu 

be no-. not in tliat serise. but il's a contiriitota asking of qiiesrioris. Yoii cannor do rhat in /ive 

minutes. Get rhat pictiire. 

1 watched Patty "get that picture", hours spent going back to patients again and again, 

talking with thern, telling them about the unit. and letting the idea of transfer percolate in their 
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minds. The process of "getting the picture" is illustrative of Patty's daim that it is "what's best for 

the patient" that is the principle context for her practice. Even her insistence that there is a "time 

and place" to talk about palliative care reflects this emphasis. If suffering might be intensified by 

conversation, Patty does not initiate one . If suffering might be alleviated by conversation, she 

does. She seeks to understand each person's experïence. and to present information in a manner 

that is meaningful and consistent with tha~ expenence. The patient and family are first and 

forernosr. each unique circurnstance at the heart of her nuning care. And yet. in the following 

passage Patty's words suggest the matemal viewpoint that perturbs me. 

1 don't like to see farnily nrenibers rmke rlecisions tlzar niighr hitn rlie»r. rkat 's wliy 1 go on and 

explain arzd explain. You cci>i~iot expecr dieal ro make some decisiorzs. Thq're jiisr srmidirig too 

close. And in a seuse. the nurses mnnor expecr. or t l iq  slioiild îlot expect. juniily merribers ro do 

rliat. Tlzq have ro watcli mit thar far~tily t~zer~rbers dod t  Ii~in patients iri u lovirzg imy. 

This description. and other similar statements. appears to be indicative of an hieruchical 

relationship between Patty and some patients and families. contradictory to her repeated c laims of 

"putting the patients first". It is as if she is suggesting that patients corne fint, but only to a point. 

and then her knowledge takes precedence. As I reviewed the transcripts, listened again to her 

voice. and pondered this apparent contradiction. 1 realized that the expression of Patty's 

knowledpe-in-practice was, again, congruent with her beliefs about suffering and responsibility. 

Well. I remember one rime ive Iiad a lady and lier Iziisbarid rvus rning 10 give Izerjliiids and make 

her dnnk. I wenf rlzroicgli [lie ivhole rlzing ... she cun'r sivalloiv, the reflex is gone. slze miglir 



choke, it's best not to ... I lefi the rooni and ten nlicrlttes later lie came nrnning ortt. 

screarning. and slie died right ufter tkat. And I feft badly about thai. and i tlioright liow mricli 

more codd I Iiave done to Iielp hbr, because I Lneiv tliat's wliat lie warired to do [provide her 

with fluids]. 

Bltt tliere ure sonre ilrings yoir c m  fi, arid sorrie -or[ cari 't. Yoci knoii: yori con feel budly uborit 

it. brrt ai the sanie time I had ru renlice r h t  ilris rmn ir0as going io do whar he Iiad ro do. Shon of 

ruking kini out of rlir room and suyirig yolr cari 't do tliis. tliut ,cas uboirt it. So. we lruve u 

respotisibili~ to tecicli, biir yorr cuii only do so rmcli. yoir luive ta redire that jàrnily nietnbers ure 

goirig to do idiat t l i q  lime ru do. 

It becomes clearer. in the enample. that rather than assurning a position of authority. Patty 

is expressing in her actions. different ways of knowing the expericnce. She knows the experience 

empincally and expresses particular knowledge a b u t  the dying process. about patients' 

nutritional needs. and about families' needs to provide sustenance. She knows the experience in 

profoundly persona1 ways. in remembrance of how someone dies. and in experiences of suffering. 

and so, she expresses life-informed knowledp. Her realization that hmilies are going to "do what 

they have to do". mirrors her realization that she could noi keep her daughters in a glass case. and 

in both examples. she alludes to suffeting and responsibility. Responsibility to and for patients. is 

the irnpetus for "protecting" them from suffering inadvertently caused by frimily members. And. 

recognition of the family rnernben' grief, tempers responsibility to patients with awareness that 

their loved ones have to undertake certain activities to alleviate their own suffering. Responsibility 

to protect her daughters is tempered by awareness that they will suffer in hfe, as she has. and will 
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be stronger for it, as she is. For Patty, suffering and responsibility intersect as a way of knowing 

and king in the world. nurtured over a Iifetime. 

This is a way of knowing that has ken.  and is being. constructed within a complex, 

contextual web. And so. Patty expresses contextual knowledge, from the imrnediate and particular 

context of palliative care, and from her unique and personal contexts of gender. race, history, and 

family. She bnngs forth, as well, knowledge arising in the many contexts within which the nursing 

profession is situated, though she may not even be aware of how her knowledge is informed by 

these, less imrnediate, contexts. They are. nevertheless. a part of how she knows nursing. 

These are contexts of philosophy and pedagogy that frarne cunicula and leaming and 

teaching. They are contexts of power. organizational structure and culture. and management style 

that frame nursing units. and the relationships between members of the health care team. They are 

contexts of multiple stakeholders: govemment. employers. professional associations. unions, 

educators. and patients. that inform. and constrain. nursing practice. They are contexts of sexism. 

paternalism. and parentalism that may, despite inclusive rhetoric that identifies patients and 

families as integral members of the health care team. enable a socially-sanctioned physician-nurse- 

patient hierarchy modeled after an historic family hierarchy. They are impossible to enurnerate. 

and their connectivity is difficult to conceptualize. Even though 1 have made reference to a web in 

order to facilitate understanding, it is a poor metaphor. Spiders construct webs on a single plane, 

and the myriad contexts that inform our lives, surely necessitate three-dimensional 

conceptualization. They are historic, current, and future-oriented. They are imrnediate and 

idiosyncratic, and they are global and generalizable. And, in nursing, we have for too long, failed 
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to expiicitly consider how they infom and delimit the construction and expression of nuning 

kno w ledge. 



CHAPTER SEVEN 

Contemplating Life Experience: In Nursing Knowledge 

Fundamental Patterns of Knowine in Nursin% 

In 1978. Carper advanced the thesis that knowing in nursing is comprised of four 

fundamental pattems: empirics. aesthetics. ethics. and persona1 knowing. Carper's work 

stimulated flourishing discussion in nursing Iiterature. about the pattems. and about broader 

onrologicül and epistemolo_gical questions (Antrobus. 1997: Bradley. 1996: Chinn. 1992: Chinn & 

Kramer, 1999; Schultz & Meleis. 1988: Silva. Sorrell. & Sorrell. 1995). Each pattern has ken. to 

a greater or lesser extent. elaborated upon (Agan, 1987: Benner. 1981: Benner & Tanner, 1987: 

Chinn. 1989; Chinn & Jacobs, 1987: Drew. 1997; Greenwood. 1993: Jenks. 1993: Meerabeau. 

1992; Meleis. 1987; Moch. 1990: Rew & Barrow. 1987: Smith. 1991: Sorrell. 1994: Sweeney. 

1992: White. 1995). and at least two additional pattems. unknowing and sociopolitical knowing. 

have been proposed (Munhall. 1993: White. 1995). 

White (1995) and Silva. Sorrell, and Sorrell(1995) note, however. that although Carper's 

( 1978) work is classic and much cited. it has never been critiqued or examined in light of 

ontological shifis in nursing. For me. a significant limitation of the work, and much of that which 

follows. is that the pattems of knowing as described and elaborated on. particularly the pattem of 

personal knowing, do not explicitly confront knowledge arising in life experience. Funher, we 

have not exarnined how nursing knowledge is contextualized, in its construction or its expression. 

There is unvoiced acceptance that knowledge is life-infomed and contextual. but this 
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acknowledgment does not appear in the form of direct references to nurses' life histories, only in 

reference to experiences which cannot possibly be limited to clinical practice. 

Reed ( 1996) States that "building knowledge entails observation of human processes ... 

and observation of human patterns" (p. 30). and Benner and Tanner ( 1987) suggcst that nurses 

are able to recognize subtle trends in patients' experiences by incorporÿting into their expert 

practice. in-depth knowledge of the human world. In fÿct. "two experts will not necessarily agree 

or even have the same possibilities in a particular situation". because of their different ways of 

king in the clinical world (Benner. Tanner. & Chesla. 1996. p. 77). Silva. Sorrell. and Sorrel: 

(1995) stûte that there are lived experiences "profoundly felt by its [sic] bearer but often 

inexplicable, and to those who have never experienced it. unknowable" (p. 10). They argue tk 

order to create meaning of that which is inexplicable and unknowable. we must shift from 

I 

iat in 

epistemological to ontological questions: from consideration of ways of knowing, to ways of 

king; from how do I know. to how do 1 find meaning in what I know? With respect to the 

personal pattern of knowing. the ontological question posed is "Who am I?'(p. 4). In these 

thought-provoking discussions. Silva. Sorrell and Sorrell. and others are clearly refemng to 

experiences outside the domain of clinical practice and understand kno wledge to be life-informed 

and contextual. 

Nowhere in the nursing literature. however. am I able to hear the voices of nurses. am I 

able to read the stories of nurses' lives. In the last ten years there has been a proliferation of 

research revealing clinical practice stories and the know ledge embedded in c iinical pnct ice 

(Benner, Tanner. & Chesla, 1996; Mûeve, 1994, 1995. 1998b; Moch, 1990: Perry, 1998), yet 1 
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continue to have little sense of who these nurses are. Maeve's (1998b) study. like my own with 

nurses who c m  for dying penons, provides another example of how Life-infonned knowledge is 

implicitly accepted. She States "we often note that maturity gained from life experience translates 

into maturity within nursing practice. therefore it is not surprising that nurses incorporate their 

professional expenences into their lives as a whole" (p. 1 1-1 1 ). It may not be surprising that nurses 

incorporate their professional expenences into their lives as a whole. but the first part of the 

sentence suggests the reverse is also true. life experience inforrns practice. So. what of 

incorporation of nurses' lives as a whole, into their professional expenence? How this cornes 

about is not revealed. 

The ontological question posed by Silva. Sorrell. and Sorrell (1995) is "Who am I"? 

Patty's life history hints at the complexities of her life that must be considered in response. She is 

a woman, wife. mother. daughter. sister. aunt. nurse. educator. student. and colleague. She is 

informed by culture, place of origin. expenences of joy and sadness. birth and loss. She has 

encountered prejudice. and she is recognized as expert in her chosen field. She has an intricate 

way of king in the world. a persona1 ontology. and its epistemological expression is the way she 

nurses. 

Life-inforrned Knowledoe 

One of the most significant challenges of this thesis is my awareness that many nurses will 

intellectually reject life-informed knowledge as an integal aspect of nursing knowledge. Benner 

(1994) echoes my fnistration when she says 



modern commodified health care highly values what can be made into scientific 

and technical procedures, and assumes that what has not yet yielded to means-end 

analysis. objectification and procedural accounts is underdeveloped and only 

awaits scientific and technical formalization. And until this scientific. procedural 

articulation occurs. al1 other aspects of our knowledge are considered private. 

inarticulate. and of lesser epistemic warrant. (p. 138) 

Kikuchi's ( 1992) arguments for philosophical inquiry, as a mode of inquiry for nursing. are a case 

in point. 

Having differentiated scientific and philosophical questions. Kikuchi ( 1992) turns to what 

kinds of questions constitute philosophical questions. Of particular importance to this inquiry are 

epistemological questions. Kikuchi argues t hat in exploration of questions of t his nature an 

important distinction has not k e n  made. that is. a distinction between '.the knowledge nurses use 

in order to nurse", and "the knowledge that comprises the body of nursing knowledge" (p. 33). 

She further suggests that the latter is pan of the former. Her words concede that the knowledge 

nurses use to nurse. is broader than an overt. recognizable "body" of knowledge. This belief is 

echoed by Chinn and Kramer's ( 1999) claim that "as nurses practice, they know more than they 

cm cornrnunicate symbolically or justify as knowledge" (p. 2). 

Kikuchi (1992) goes on to suggest that it is only the "body of nursing knowledge" that 

rnemben of the profession are responsible for developing. She dismisses what she calls preclinical 

knowledge. as taken on assumption and outside the discipline. And she dismisses persona1 

knowledge as subjective, incommunicable. and publiclv unverîfiable 
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[emphasis mine]. Here she parts Company with Chinn and Kramer ( 1999). who do believe that 

much of what nurses are unable to cornmunicate has potential to become formally expressed. 

Kikuchi's articulate argument. contesting knowledje arising outside the discipline. is a powerful 

bmier to attempts to explicitly articulate Iife-informed knowledge. It is also a paradox. 

Kikuchi ( 1992) argues that because a nurse's ontologicûl and epistemological perspectives 

are private. subjective. and exclusively her possession. they cannot be shared. and as such. 

educaiors are not responsible for them. This is the paradox. Members of the nursing profession 

lire responsible for its body of knowledge. but noi for the knowledge used by its practitioners to 

nurse. Philosophical inquiry. exploring ontological and episternological questions. is fundamental 

to creating and understanding the nature of that body of knowledge. Yet. inquiry that explores the 

very nature. scope. and object of any nurse's nursing knowledge. her own ontological and 

episternological perspectives. is not perceived as nursinz's responsibility. I assert that it is 

"impossible to understand [nursing] without understanding [nurses]: ... to understand practice 

apart from the practitioner; ... to understand knowledge apart from the knower" (Cole & 

Knowles. 2000, p. 9). 

Life-informed knowledge is precisely what Kikuchi ( 1997) argues against. It is intensely 

personal. private, and subjective. It is an implicit form of knowledge by Mayeroff s (197 1) 

definition, because it cannot be easily miculated. It is each nurse's way of k ing in the worid. and 

the manner in which thai way of k ing  finds expression in her practice. We cannot disregard it. It 

is naive to suggest we can. As Mayeroff states "restncting the meaning of knowledge in this way 
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[to that which can be verbalized] is as arbitra- as assurnine that only words can be communicated 

and restricting the rneaning of communication to what can be put into words" 

(p. 10). 

It is, admittedly. difficult to portray life-informed knowledge. But it is not impossible. 

Kvale (1999) States "human reality is understood as conversation and action. where knowledge 

becomes the ability to perform effective actions" (p. 101). Reflection on relationships and 

examination of actions are ways. therefore, to expose knowledge embedded in life experience. 

Through Patty's stories of life we gain access to her relationships with others: family. colleagues. 

and patients, and to her actions. her nursing practice. Through my interpretation of her life 

history, we see that her relationships are constructed within the context of her organizing 

principles of sufferin; and responsibility. and that she is consistent in expressing the kno w ledge 

uising in relationships, in her nursing actions. We see. also. how the expression of that knowledge 

is delimited by the multiple contexts within which her life has ken. and is. lived. We would not 

have this ponnit of Patty's life and nursing knowledge had a different research method k e n  used. 

The opportunity to examine a life-in-context through life history method affords us insight that 

could not othenvise have been gained. 

Patty's life history reveals wisdom. maturity, and acceptance of self. It reveals her 

undentanding of how experiences of iife inform her way of king in the world. and it reveals the 

rnanner in which this way of king finds expression in her practice. There are a multitude of 

exarnples in Patty's life and day that demonstrate her capacity to perform effective actions. I 

observed the high regard that many on different units have for her. She is repeatedly sought out to 
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resolve cornplea problems. even those outside her mandated scope. Recognition of her expertise 

extends beyond the unit. She is a frequent speaker at conferences and is a founding, and highly 

respected. member of a palliative care nurses' association. She is the recipient of a clinical 

excellence award. perhaps the most visible recognition of her expertise, and the regard with which 

she is held in the nursing community. Her credibility as a palliative care nurse is clear, and as such, 

we are able to look to her actions to illuminate Our understanding of her nursing knowledge. 

Our conceptualization of nursing know ledge is enriched by Patt y's portrait, because it 

reveals knowledge and practice in a different way than has previously k e n  available. But. as 1 

have shown. there is a preoccupation in the nursing profession with knowledge that is verifiable 

and publicaily communicable. This bamer of skepticisrn. in and of itself. serves to maintain the 

status quo. to ensure that life-informed and contextual knowledge are considered of lesser 

epistemic warrant. It also perpetuates an exclusive. rather t han inclusive. conceptualization of 

nursing knowledge. t hat does not serve nurses wel1 in light of challenges and changes in health. 

and nursing, care. Patty's story reveals that she is. to some extent, aware of how her nursing 

practice is informed by the immediate contexts of unit and institution. She expresses strong 

opinions about how the provincial health care system limits her. She seerns. however, to view 

broder societal complexities. as less material to her irnmediate dilemma. 1. on the other hmd. 

continue to hold the opinion that the frustrating aspects of Patty's practice. and those 1 experience 

in my practice. are related more to systemic issues that lirnit the expression of knowledge, than to 

immediate and particular issues of. for exmple. structure and Funding. 



Contextud Kno wledoe 

Context, as a mediating condition of pnctice, is recognized in nursing Merature. White 

(1995), identimng that the predominate ontological position of the tirne, realism, prevailed in 

Carper's 1978 work, urged that conceptualization of nursing knowledge needed to include 

"knowing that seeks not to genenlize, but nther through interpretation or description to put 

before the reader context-embedded stones whose purpose is to enrich understanding" (p. 75). 

This is consistent with Benner's (1984) premise that expertise is context-specific and not 

transferable. Bennsr argues that "any context-stripping approach runs the risk of overlooking or 

mistaking the quality of caring" (p. 217). or for the purposes of this inquiry. of overlooking and 

mistaking the nature and scope of nursing knowledge. 

White (1995) further argues that the patterns of knowing are missing consideration of the 

changin; context of nursing and health care. hence she advances a fifth pattern, sociopolitical 

knowing. In White's argument. revealing the context of nursing practice would lift "the gaze of 

the nurse hom the introspective nurse-patient relationship" (p. 83). situating it in the broader 

context in which nursing takes place and challenging "taken-for-granted assumptions about 

practice. the profession. and health policies" (p. 83). Consideration of content, White proposes. 

has to occur on two fronts: that of the persons, nurse and patient. and that of the broader context 

of nuning as a profession. 

Patty has had the rare privilege of creating her own immediate practice context. a pnvilege 

that has afforded her opportuniries for the expression of knowledge grounded in who she is. She 

is, of her own description, a business-like methodical penon, like her mother. And. she has had 



the autonomy to create an environment that honors her organizational style and suppons her 

notions of responsible practice. She is able to express her knowledp in a meaningful way as is 

evident in observation of her daily üctivities. In the picture of her day. however, there is also 

evidence of forces that limit the expression of her knowledge. 

1 envision Patty's practice context as a series of concentnc circles. like ripples when the 

smooth face of a body of water is disturbed. At the source of the water's disturbance, the ripples 

are well demarcated. The farther away f?om the source. the greater their distortion. The center of 

Patry's practice context is the palliative care unit. where there are well demarcated opportunities 

for the expression of particular kinds of nursing knowledge. Outside the unit. the environment has 

an increasingly distorting impact on Patty's capacity to purposefully express her knowledge. 

Patients dori't iwnt to hear about tliis plucr. I plrorle tlierri irp unci rliq pructicnliy piit the phone 

dorm on nie. It takes u lot of rime with pu~irnrs, tufking urid explninirig. Everr the rtiirsrs iri orir 

OWI hospital and iti the coniniirnic doil'? recog>ii:r what we do. Orir mirse NUS rellirig n purierit 

rkut if site came in tlzirigs ivodd b e j k d  itp. 1 say "Weil there's somr tliings ive cari do and 

some we car1 't, biit we'll see rvliat rw caJi do to n i d e  y011 more com/onable." 

Here is the distortion. vinually one step across the threshold of the unit. As Patty says. 

even the nurses in OLU owz hospital. In sorne ways it is mystifjmg. this lack of awareness. The 

propnm has, after al!, been in place for almost thirty yean. There is very Little turnover of staff. 

three medical directors in its history. and several of the nurses have been there longer than Patty. 

There is a tremendous amount of accumulated seniority mong staff and yet the unit is still 
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regarded with suspicion and wariness. Patty has described how she goes back to refemed persons 

again and again, explaining the unit's mission, focusing on symptom management. Repeated 

requests for support: human. material. and fiscal. seem to fall on deaf ears. Many people nearly 

hang up on her when she phones. The unit's reputation does not appear to precede it. Patty 

describes her perception of why this is the case. 

Palliutivr cnre is no[ rrcognized as a disciplirie tliafs ivortlz n~zytlzing. I f s  riot recognized 

because of ecorzor~iics and biireaiicraq and tliar nins ... the rvuy ive do tliiizgs. Th- rlii~ik 

anybody can do palliative care becaiise al1 ive do is sit and hold harzds. Yesterrlqv I plioned 14p 

[another agency] ro tell tlieni aboiit a serninar conririg iip alid I usked i/they l u i  mirses rvlio did 

palliative care. Shr said "\Ve a11 do palliutive care" and righr air- rliur's sendirlg nie sigrials. I f  

the? 're al1 doilzg il. ir meam tlicre's norhing rli/fererit aboiit i f .  

It is frustrating for me that you cannot hear Patty's voice. The inflection. nuances of tone. 

and expression of emotion ridd so much to my sense of who she is. In these words her 

exasperation is evident. Her dilemma. as she describes it. is that the unit provides high quality. 

specialized care to dying persons. and that care is not recognized because few people understand 

its complexity. 1 agree with Patty's assessment. but dso undentand her dilemma differently. She 

has, in 20 years, constructed a specialized body of knowledge. and the structure of the unit 

enables and honors its continued construction and expression. It is the knowledge she uses to 

nurse. and it includes, not only her knowledge of the care of dying persons. but knowledge arising 

from different sources. including from life expenences. As Patty says, on palliative care you use 
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yourself in a therapeutic way. She speaks frequently of nursing in a manner that is consistent with 

who she is. Thar's r v h  I am. rliar's me she says. Beyond the walls of the unit is a another story. 

Patty and 1 discussed this dilemma at length. Patty believes strongly that education and 

specialist recognition of palliative care is the route to validation, increased funding, and 

development of enhanced prograrns and services. I am not convinced that education and specialist 

status alone would result in the changes she desires. Images that pervade current literature and 

media suggest that societal and historical perspectives of dying and death have a profound impact 

on the way we know the experience. "In societv the disease cancer aopears to have become the 

rneta~hor for the deepest fears held about the inevitable disintevation - and decav of the bodv. 

Cancer is the disease which attacks the bodv oreans about which oreatest ambivalences are felt, 

those of sexualitv. reproduction. and excretion. The societv "battle" against cancer is then seen as 

the struggle to resist acceptance of the inevitabilitv in life of death" (Benner & Wrubel. 1989. p. 

8). Failure to acknowledge and consider these contextual features lirnits Our capacity to care for 

persons at the end of life. We are ûfter all. living in an age where. to use Patty's words. 

prolongation of death is causing people to live far beyond even their own expectations and often 

not in a comfonable way. How does f eu  of our own death inform our knowledge and practice? 

Patty's expenences, on and off, the palliative care unit. demonstrate the critical importance 

of context for the expression of knowledge. Based on this understanding of the expenences of one 

member of the nursing community. I theorize that other specialized areas of care, surgery for 

exarnple, sirnilarly support the expression of mernbers' knowledge. What happens then, when a 

palliative care nurse is "floated to a different area, or for that mûtter, when a nurse from surgery, 



a casual. cornes to assist on palliative care? This is an important question. as this workload 

management strategy is a daily occurrence in nuning. What does it mean for the expression of 

kno wledge? 

Nursing knowledge. the knowledge nurses use to nurse. is a rich. cornplex, sometimes 

inexpressible. fusion of life. clinical, educational. spiritual. cultural. and other rnultifaceted layers 

of experience. This incredible amalgam of who we are is contextualized by the setting in which it 

is constnicted and expressed. Palliative and surgical contexts are fundamentally different. The 

goals of care and the needs of patients are different. so panicular knowledge is consequent ly. and 

necessarily. different. The context is so critical to the expression of knowledge that outside the 

specialized environment knowledge is de-contextualized. It is less powerful. Certain aspects of it 

may fit, others do not, and the nurse is frequently frustrated by perceived roadblocks and 

gatekeepers. Patty's experience with other agencies and institutions reveals how her efforts to 

meaningfully express her knowledge c m  be frustrated. 

It is not unlikely that nurses on units other than palliative care feel sirnilx frustration. In 

one cntical respect. however, palliative care is very different fkom other units. As Patty says 

"traditionaliy they 're dying all over the place". People do die eveqwhere. not just on palliative 

care units. They die on medicai and suqical units. in labour suites and persona1 care homes, in 

emergency and on paediatric units, in their homes, and on the street. Each dying experience is 

different ly context ualized. unlike O ther illness experiences t hat have clearly ident ified "homes". It 

is no wonder that al1 service providen involved with dying persons. understand thernselves to be 

"doing" palliative care. 



" We al2 do palliative care ". This is not a perception held about surgical nursing or 

nuning in a dialysis unit. No nurse would clairn that we al1 "do" surgical care. It is clear when and 

where nursing knowledge about the care of surgical patients is k ing  expressed. It seems it is less 

clear about when and where nursing knowledge about the care of dying persons is k ing 

expressed. And so, Patty's dilemma is compounded even though her narratives reveal how 

specialized her knowledge of palliative care is. 

Discussion about this predicament is one of the most significant points of contradiction in 

Patty's and my conversations. Our perspectives reveal how differently two experienced nurses, 

albeit with sirnilar practice backgrounds. create meaning of a particular phenornenon. I am of the 

opinion that the frustrations that Patty hûs described exist. and will continue to exist. even if more 

substantial resources are allocated to palliative care programs. And. I believe this to be the case. 

because, between the unit and society, there exists an episternic firewall (Walker. 1998). 

Storv and Counterstory 

The epistemic firewall is a "lattice of law, custom, expectation. and the familiarity of what 

is pervasive and repeated" (Waiker, 1998, p. 173). The firewall works in several ways to 

perpetuate practices of exclusion and discrimination by making them appear normal. As Walker 

explains, "'prii>ati:ing" confines marginalized groups to private spaces. essentially hiding them 

from public view . "Natiirali,-ing" suggests an inevitabilit y about certain aspects of expenence, and 

inevitability precludes consideration of different possibilities. "Nornzali:ing" presumes certain 

aspects of the practice to be standard. as such. they are taken for granted. 
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The notion of an epistemic firewall provides a fiamework for understanding the context of 

Patty's practice and its implications for understanding nursing knowiedge. For patients, family 

members, and staff, the purpose of the palliative care unit is evident. Compassionate care of dying 

persons through the management of untenable symptoms is the primary goal. The staff are very 

good at what they do. They function as a cohesive team. acknowledging and drawing on one 

another's areas of expertise. Their efforts have been recognized in countless obituaries, in 

interviews on a CBC radio program about ordinary people doing extraordinary jobs. and in 

individual awards to its members. Unfortunately. notwithstanding the obvious expertise of the 

staff. there are only fifteen beds and reality is a significant lack of access ro the unit's resources. 

Beyond the unit. in a catchment area of greüter than half a million people. there is one 

other small unit and a variety of differently administered community-based services. Each attends 

to a unique population with tembly limited resources. relying heavily on volunteers and donations. 

Within the unit. a philosophy of compassionate ciire, of symptom management. of living while 

dying. Outside of the unit, many unanswered questions about living and dying, for the hundreds of 

persons who have no access to its resources. Socio-historical perceptions of dying and death 

comprise part of the fuewall. as does the lack of resources that keeps the number of palliative care 

beds few and far between. Palliative care units themselves. however. may privatize dying by 

confining the experience to a few beds, in a few institutions. effectively protecting the public. and 

decision-makers, From exposure to it. It may in fact be ûrgued that the unit is part of the epistemic 

fire w all, 
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A colleague's observation (Racher. persona1 communication. April. 3000). on reading an 

eariier version of Patty's story and my interpretation of it. supports this contention. In Racher's 

interpretation, the palliative care unit is a "closed shop". There has  been so little turnover in staff 

over thiny yean, that very few people have had the opportunity to experience palliative care. as 

Patty has, as a context for practice. There are, as well, comparatively few dedicated palliative 

units across the country. whereas virtually every acute care institution has a medical or a surgical 

unit. The meager number of beds allocated to palliative care further limits access to it as a 

specialized context of practice. What makes the unit strong may also be its greatest limitation. 

My interpretation of Patty's life history exposes how an episrernic firewall may operate to 

delimit her nuning knowledge. Within the palliative care community. Patty is clearly recognized 

as an expert, a leader in the field. Her knowledge is affirmed and honored. Outside of the 

community she is frequently fnistrated. Her expert knowledge is less well recognized becausc. as 

she herself has said. there is a perception that anyone can do palliative care since it consists only 

of "hand-holding". Lack of recognition of Patty's knowledge beyond the context of the palliative 

care comrnunity suggests it is not socially authorized. "For someone's knowledge ... to be 

recognized as knowledge, the knower must be socially aut horized. If one lacks epistemic 

authority. what one knows about oneself is the very thing one is presumptively disqualified from 

speaking about" (Nelson, 1999, p. 90). 

In my efforts to understand nursing knowledge, 1 am beginning to see an epistemic firewall 

that is much larger than that experienced by Patty and by nurses in palliative care. It is revealed in 

the predicarnent of nurses. When we attempt to articulate what and how we know, we encounter 
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a firewall of historical and societal expectations of nurses and of women. As Patty's knowledge of 

palliative care is less well recognized and accepted ouiside of the palliative care unit, nurses' 

knowledge is less well recognized and accepted outside of the specific clinical environments in 

which they work. 

1 draw your attention to events in Manitoba unfolding as 1 wnte these words. In 1988. 

members of the profession voted in favour of baccalaureate education as the standard for entry- 

to-practice. In 1998. the last diploma schools were closed and entry-to-practice education was 

centralized at one university. In March of 2000. in a unilateral decision that did not include 

consultation with the professional association or nurse educators. the Minister of Health 

announced a retum to a twenty-three month diploma program. ostensibly to provide a quicker 

route to entry-to-practice. in order to deal with a perceived shonage of nurses. 

In providing this example, 1 do not intend to funher debate the respective merits of 

baccalaureate or diploma preparation. 1 have already drawn attention to some of the limiting 

features of baccalaureate entry as a professional-status seeking initiative. It is the non-consultative 

process of decision-making on which 1 wish to focus, as it demonstrates the firewall that 

continually challenges nurses. The kno wledge held by teachers of nurses, about how new 

members of the profession are to be educated, is disregarded. The knowledge held by rnembers of 

the professional association, about practices and trends in other parts of the country. is 

disregarded. The knowledge held by experienced nurses, about what is necessary to know in 

today's health care environment, is disregarded. The naturalizing function of the firewall daims 

that if diploma preparation was "good enough" for thousands of practicing nurses, it should 
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certainly be "good enough" now. The accumulated years of those expenenced nurses' knowledge 

is thus. dishonored, and disregarded. The normalizing function of the firewall presumes a set of 

skills that can be trained into women in a reduced time thme. 1 make deliberate reference to 

women because this is another certainty of the firewall. It is women who are presumed to be 

willing to accept less education than any other health discipline, because we can al1 nurse. We are, 

afier ail, "innate carers". We need only to be trained in some specific skills and we will be able to 

undertake the role of a nurse; the care of other human beings at profoundly vulnerable times of 

their lives, at marginal wage. working under onerous and physically demanding conditions, 24 

hours a day. 365 days a year. As Walker (1998) points out. "disabling econornic and intellectual 

conditions" (p. 173) are less subtle elements of the firewall. 

The example demonstntes that nursing knowledge. in palliative care or elsewhere. is 

marginalized and made invisible by a multi-faceted epistemic firewall. And, nurses. unfonunately. 

have had a role in its construction. We adopted a linear and simplistic line of reasoning; 

medicine's knowledge is not rnarginalized, therefore. if we constmct ours in a similar fashion. it 

too will gain the recognition it deserves. This line of reasoning failed. however, to consider the 

historical and social context of the development of the medical profession, and implications of 

attempting to reproduce that development process in a different context. Further, many nurse 

academicians intellectually rejected aspects of nursing knowledge that did not fit assumptions of 

communicability and verifiability, that could not be understood, explained. or measured within the 

scientific paradigm. In doing so, we may have rejected precisely what makes nursing, and nursing 

kno w ledge, unique: Our capacity, and privilege, to consider multiple ways of kno wing in 

engagement with patients. We are not restricred, as physicians are, by diagnostic criteria and 
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prescribing protocols. We have the very great luxury of king able to authentically engage with 

patients, a luxury that provides us the capacity to individualize care, by acknowledging each 

patient as a human king that cornes to us with a different understanding of the expet-ience. We 

have not yet tmly capitalized on this rnarvelous opportunity. 

There is hope. Nelson (1999) suggests that countentories "told by someone whose 

knowledge is socially authorized. ... may take on sufficient weight to penetrate the prejudices of 

the biased auditor" (p. 92). This thesis is a counterstory. In the telling and interpretation of Patty's 

life history. t have revealed aspects of nursing knowledge not previously represented in nuning 

literature. In revealing the life-informed and contextual nature of Patty's nursing knowledge, 1 

challenge the status quo. and demand that conceptualization of nursing knowledge include 

consideration of the nurse in nursing, of nurses as knowers. 1 reach out to other nurses and 

suggest that each of us has an ontological and epistemological position. that we are al1 knowers 

and creaton of knowledge, and thai we must daim what, and how, we know before we cm 

expect the "biased auditor" to hear our voices. 

It mûy be easier to define nuning knowledge as objective. acontextual. and. therefore. 

readily transport able and applicable. This de finition seerns, almost certainly. to be the one applied 

by Manitoba's Health Minister in the recent decision regarding nursing education. This does not 

mean that nursing knowledg is. in reality. so narrowly defined. Acceptance of a broader 

definition. however, one that acknowledges the multidimensional, value and belief-laden, and Life- 

informed nature of nuning knowledge, demands a facilitative practice context, and precludes the 

notion that "a nurse is a nurse is a nurse". It demands reconsidewtion of stafing and workload 



strategies that move nurses throughout institutions wit h little or no regard for their specialized 

knowledge and expertise. It demands reconceptualization of programs of nursing education to 

acknowledge and honour the lives of students. It demands a fundamental shift in how we 

understand what it means to be a nurse. 



CHAPTER EIGHT 

Contemplating Life Experience: In Nursing Education 

Current conceptualizations of nursing knowledge, while providing a wealth of information 

about its character and scope. do not explicitly recognize and affirm the nurse as knower. The 

contribution of a nurse's way of k ing  in. and creating meaning of, the world. is fundamental to 

the creation of nursing knowledge. but is. unfortunateiy. not well represented in currenr nursing 

discourse. Failure to do so perpetuates a spurious distinction between nurses' persona1 and 

professional lives. It widens the chasm between knowledge that is verifiable and communicable. 

and the knowledge nurses use to nurse. I t  sustains ri division between an academic elite and 

thousands of bedside nurses. not encouraged or supponed. to "behold themselves as experts" 

(Maeve. 1994. p. 14). Its implicit ücceptance. and explicit absence frorn our discourse. serves to 

cloud Fuller undersianding of what it means to know and how that knowledge is expressed. 

Horv rlo I L7mv wlien zhat parient's goirlg ru die and whaf do I do and fhings like tlzat? And tlieri. 

[it develops] into really knowing. and siiting dowz a ~ i d  relarirtg, raiking to patients und fumilies 

and not feeling iutconfinable uboirt i f .  

What does it mean to really know? How has Patty corne to "mature and practiced 

understanding ... almost seamless performance" (Benner. Tanner, & Chesla. 1996, p. la)? Our 

conversation reveals Patty's practice to be informed by life, and organized around the principles 

of suffering and responsibility, principles that are impetus for, and limiter of, action. But life- 



infomed knowledge is not the sole source of Patty's nursing knowledge. To this knowledge 

arising in life experience, she adds her basic nurse's training. her further learning in administration 

and education, and the knowledge xising in clinical practice. Patty also makes frequent reference 

to her teaching knowledge. It is an aspect of her nursing knowledge which she recognizes 

facilitated her career development. and of which she is justifiably proud. I iras qualifed. I ivas 

teuclzi~ig. whicli is ivliat yoic rieed. Real knowing. then. is the knowledge Patty uses to nurse. and 

without consideration of al1 of these, and other, aspects of her knowledge. understanding is 

incomplete. 

Cntics of a conceptualizütion of nursing knowledge inclusive of life-informed knowledge. 

may argue that its unique and idiosyncratic nature will kad to its king invoked as an 

incontestable form of knowledge. This is a potential criticism that merits attention. but it is a 

criticism of any way of knowing exercised in the absence of others. Focus on empiric knowing 

alone could. for example. ground a preoccupation with cure and technological intervention. By 

the same token. focus on knowledge arising in life experience alone could create a situation of a 

nurse who believes that her experience. in and of itself, provides nursing knowledge and the 

capacity to act. Each could be perceived as an incontestable form of knowledge. 

Rubin's ( 1996) study of impediments to the developrnent of clinical kno wledge reveals 

this notion of "patterns gone wild (Chinn & Kramer. 1999), the dilemma of ways of knowing 

exercised in isolation of one another. In Rubin's study. a nurse. herself a recovering alcoholic, is 

described as leaving assigned responsibilities to care for a patient adrnitted for treatment of 

alcohotism. The nurse sees nothing wrong with what she did, perhaps believing that her life 
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expenences enable her to contribute something unique and important to the patient's care. Rubin 

interprets her actions as an indicator of a lack of clinical knowledge. My perspective is somewhat 

different. 1 see the nurse's life experience informing her nursinp knowledge in a manner that she 

views as acceptable. and others view as lacking. 1 also see. in this instance. evidence of "patterns 

Done wild". wherein the nurse acts on life-informed knowledge in a manner that is not responsible s 

or pxticularly mindful. 

This is not the case with Patty. and with other nurses who might be described as engaging 

in seamless performance. I have shown in my interpretation of Patty's life history. that she does 

not heedlessly act on any aspect of her knowledge in the absence of consideration of others. In her 

descriptions of practice expenences. and there were many more than 1 was able to relate. she 

repeatedly cornes back to her organizing principles of suffering and responsibility. They are the 

pnmary impetus for her nursing care. Further. no one experience of life stands out for her. She 

does not rationalize a particular nuning intervention on the basis of a particular experience. as the 

nurse in Rubin's (1996) example seem to do. And yet. on reflection in our conversations. Patty is 

clear that she is aware of how her experiences contributed to her human joumey, to who she is as 

a person. She repeatedly links who she is. to how she engages with patients. in innumerable 

phrases and comments: 

idzat is niore iniportunt [than clinical skills] is your arrirude and Jour insight and 

how y i r  beliave toivurds patients: 



I 'ive been tliroiiglz difficirft rimes but I tliirik at tliis point in n y  life now 1 clmi ' t  

beliave as if I can identify ivitli it. I behave becaiise I think it ' s  become a part of 

nie: 

o i r  con ' t  treat people al1 [lie sanle. Yoic deal rvitli t l ie~~i according tu ivho rliey 

are. Iiow the? rmct tu tliings. It ' s  a niatter of ri~~derstanding ivliere they 're conring 

froni: 

rdiat it [referring to having seven siblings] Ans lielped is the cibilip to ger dong 

wirli people n ~ i d  itvork togerlier. 

and ultimately. this. from Our fifth conversation. i biow idio I airi. irhat 1 uni. and rdzat I ' / r i  

doing. 

This is not pride or arrogance. This is not resolute insistence that her way of knowing is 

the "nght" way. This is a way of king in, and creating meaning of. the world. that anses over a 

lifetime, a lifetime that includes clinical, and non-dinical, life enperiences. It is a well established 

and articulated personal ontology, expressed as nursing knowledge. Patty's day demonstrates the 

consistency with which this happens. She is frequently observed explaining to others. how and 

why she engages with patients as she does. It causes her frustration to have to explain and 

reexplain why she does, as she does. It causes frustration to those who perceive her to be stalling 

or gaie-keeping access to the unit, witness the nurse who circumvents process and jumps directly 



to the physician for admission. But Patty perseveres and has for 20 years. It is after al1 hotv we 

sriffer rvith paîietzts. 

What does affirmation of Patty's way of bein;, as fundamental to the construction and 

expression of her nursing knowledge. mean for nursing in general. and for nursing education in 

particular? What can we l e m  from this exploration of a nurse's Life? When I set out on this 

endeavor I was deterrnined that my work would have pragmatic validity (Kvale. 1995). ihat there 

would be clem evidence of its usefulness for myself. for Patty. for other researchers. and for 

palliative care nurses. Sparkes (1994) says that life history goes beyond "giving voice", beyond 

examining expenence within existing perceptions. to opportunities for al1 to think differently 

about events of life. a concept similar to that which Lather ( 1986) calls catalytic validity. For 

Lather. catalytic validity refen to "the degree to which the research process re-orients. focuses 

[sic]. and energizes participants" (p. 67). 

A fundûmental premise of this thesis is that knowledge anses in human interaction. inrer 

the views of participant and researcher. and inrer the virits of author and reader. The thesis has 

pragmatic and catalytic validity if, in fact, this does happen; if knowledge that energizes, re- 

orients, and focuses. is created when someone reads my interpretation of Patty's life history. 

There are several ways in which this might corne about. To begin, readers of the thesis, are 

exposed to a portrait of nursing knowledge. unlike others currently available in nursing literature. 

Patty's iife history is similar to clinical portraits constructed by Benner (1984); Benner and Tanner 

(1987); Benner, Tanner, and Chesla (1997, 1996); Maeve (1994. 1995, 1998b); and Peny (1998), 

in that it reveals how Patty conducts her nuning practice. how she suffers and acts with patients. 
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Her Life history is different, in that it also reveals Patty as a human king, an individual beyond the 

domain of clinical practice and practice experiences. Contemplating Patty's life in this way 

illustrates that her nursing knowledge is an expression of who she is. an expression that includes 

an identifiable "body of knowledge". and much more. 

Further, the thesis identifies an element missing from clinical portraits. It is a portal into 

the life of a womrin who nurses on a particular palliative care unit, "an entryway. through which 

the author and reader might understand ü culture different from their own" (Tierney, 2000. 

p. 545). and through which they might differently understand their own culture. The examination 

of the context of Patty's practice, and how that context supports and constrains her capacity to 

express her knowledge. is ü. critical point of this inquiry. Nurses who read Patty's life hisiory may 

see something of themselves in it because aspects of the story resonate for them: relationships 

with patients. colleügues. or the health care system. Introspection and retlexivity rnight follow. a 

process of cntical consideration of "something not thought of before". These same nurses may 

also think. ho wever, that something is missing; t hat some critical, contextual feature. relevant to 

their practice. has not been fuully elabonted. This is to be expected. Patty's life history is 

illustrative. It is not intended to illuminate every possible contextual element that informs the 

nursing profession. It is intended. through description and analysis of contextual features relevant 

to Patty's and my experiences in, and out, of nursing, to penurb and provoke: to encourage 

othen to think critically about how their knowledge is Life-infomed, and about how expression 

of that knowledge is delimited by the context of practice. Every reader will undentand context 

differently, because every reader bnngs a different contextual lens. In this way. catalytic validity is 



assured. Knowledp is relcreated every time the thesis is read, or a conversation about it takes 

place. 

Nursing Know ledpe and Nursins Educat ion 

NursesT education provides multiple opportunities for consideration of life-infonned and 

contextual knowledge. Educators must support and encourage students to tell the stones of their 

lives. and to reveal. and critically reflect upon. the knowledge inherent in those stories. Clinical 

stories are alredy well accepied. "Our stories of experience can give others an inside-out view of 

the fires that have forgd our beliefs. our caring. and Our prüctices" (Baker & Diekelmann, 1994, 

p. 68). Rubin ( 1996) States, "within the narrative account lies the possibility of understanding in a 

new way the whole of a nurse's concems. practical knowledge. forms of engagement. and forms 

of reasoning in action within the practice" (p. 36 1). Stones of our lives. and the contribution of 

who we are to the development of nursing knowledge. cm. and should be. equally well accepted. 

"We are [after al1 J telling the story of who we rire. what are fears are. what our successes and 

failures are like, what we wish for, how we resolve conflicts. how we care, and how we creüte 

practice know ledge" (Maeve. 1994, p. 14). 

It is the story of Patty's life that is the window to her nuning knowledge. 1 would not 

have k e n  able to reveal the Me-informed and contextual nature of her knowledge withoui 

consiructing her portrait. Boykin and Schoenhofer ( 199 1) argue for storytelling as a Link between 

nursing practice. ontology, and episternology. For these authors, storytelling is intimacy and 

distance, "intimacy in that the self as person is involved. and distance in that the method 

encourages the use of altemating rhythm, moving from a personal view to a broader one of 
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putting the event into another or new perspective" (p. 246). This is, precisely, what life history 

method has enabled me to do. In my search to understand Patty's unique and particular 

ontological and epistemological perspectives. 1 have corne to different understanding of nursing 

knowledge. of its ongins within the knower. and its expression within a web of contexts that both 

support, and constrain. 

Patty's story demonstrates that stories of lives are not rnerely solipsism. "Unless nurses 

understand and cornprehend their own uniqueness. they cannot admit and respect the uniqueness 

of eüch individual. ... This kind of knowledge ... emerges through life and is addressed through 

inner enperience and self awareness" (Rutty. 1998. p. 246). Patty has engaged. on her own. and in 

conversation with me. in developing inner awareness. Ciinical stones alone cannot illuminate this 

awareness. Patty's clinical stories. as with those of the nurses in Maeve's ( L998b) study. are 

consistently intenvoven with stories of her own Me. It is, therefore. imperative to reveal stories of 

life, in order to authentically and honestly represent nursing knowledge. 

Stones of lives reveal one aspect of life-informed knowledge. its genesis. To challenge the 

inevitable critics. however. we must go beyond the sharing of stories to critical analysis of 

knowledge created in the telling. and of how that knowledge i n fom practice. Cole and Knowles 

(2000) refer to this as renexive inquiry. In my teaching 1 cal1 it reflexive practice, an ongoing and 

lifelong cornmitment to exarnining how expenences of life contnbute to and infonn, knowledge 

and practice. Reflexive practice is distinguished from renection-in-action or reflective practice. 

described in nursing literature and arising in the work of Schon ( 1983), by its broader 

cornmitment to examination of the context of life and practice. It is "reflective inquiry situated 
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within the context of penonal histones in order to make connections between persona1 lives and 

professional careen, and to understand penonal (including early) influences on professional 

practice" (Cole & Knowies, p. 7). It is interesting to speculate on how different Rubin's (1996) 

example might have ken. had the nurse in question k e n  enabled to refiect on her own 

expenences of alcoholism. Understanding how these life experiences informed her nursing 

knowledge in a particular way, might have re-framed how she expressed that knowledge in her 

nursing practice. 

Re flexive Prac t ice 

1 think that 1 have been engaged in a reflective process for approximately 10 years. 1 use 

the term "retlective" rather than "reflexivev' because 1 do not believe 1 have undertnken the depth 

of critical analysis of self and context. implicit in the latter term. Throughout the development of 

this thesis, however. and in rny conversations with those who have supported that joumey. and 

with Patty. 1 have begun to see how, and why, reflexivity might be incorporated into my teaching. 

I am now increasingly comrnitted to creating leming spaces in which students reflect on who 

they are. on how their ontological perspectives infom rheir nursing knowledge. and. on how the 

expression of knowledge is delimited by the situation of nursing. 

Consideration of self and context is now fundûmental to al1 aspects of my practice and 

teaching. I can no longer separate who 1 am and how 1 nurse, nor do 1 expect students to do so in 

the classes 1 am privileged to teach. The concept, and practice. of reflexivity is, therefore, part of 

the three undergraduate courses 1 teach on an annual basis: an introductory methods course. a 

nuning philosophy course, and prïnciples of palliative care. In the methods course, some 
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questions that direct our conversations, include: How does who 1 am. inform how 1 know nuning, 

and consequently, how I enter into the conduct of research? How are the questions 1 ask, and the 

methods I use, informed by the manner in which 1 know? Are my methodological choices 

consistent with my ontological and epistemological frames? Consideration of the centrality of self. 

in this case. in the conduct of a research inquiry. is facilitated by small group work, and an 

assignment in which students articulate their partiality for a research tradition. in the context of a 

topic of interest. 

In my own and other baccalaureate programs. the course that explores nursing philosophy 

and theory has historically focused on "formai" nursing theonsts. Students have studied e x h  

theorist's understanding of nursing and. usually in a seminar or written f o n .  have k e n  enpected 

to discuss how a given theory might organize their nursing practice. 1 have revised the course in a 

way that. as with the research methods course. provides students an opportunity to explore their 

own ways of king and knowing nursing. and subsequently. to examine how their theoretical 

perspectives might be inforrned by other theorists. in nursing. and in other disciplines. The focus is 

now on concepts of "micro and macro" theory (Cole & Knowles, 7000. p. 10). 

Micro theories are personal and contextual. Cole and Knowles (3000) cal1 them particular 

and idiosyncratic. Macro theories are formal, global theories, the "recognized t heories of the 

discipline. In the past. students have attempted to "fit" their ways of knowing nursing into those 

of others. By first focusing on personal conceptualizations of nursing, students are supponed to 

consider the centrality of self. The works of others, then, inforrn, rather than determine. students' 

knowledge of nursing and how it is expressed. 
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Reflexivity is front and center in the palliative care course. This is consistent not only with 

my ontological and epistemological perspectives, but with cun-ent thought regarding palliative 

care education (Bunicoa, 1993: Copp, 1994: Wylie, 1997). "Before health care workers can help 

others, they need to find answers for themselves. Only then can they walk the journey with fellow 

humans" (Wylie, p. 17). Repeated calls for understanding of the contribution of self to palliative 

care practice. in particular. and nursing practice. in general. estnblish a critical need to adopt a 

constructivist epistemology in nursing education. As Peters (2000) states "significant knowledge 

bases from Iife expenence should be tapped. used. and expanded (p. 17 1). 

My own efforts to understand who I am. and how experiences of my life inform rny 

nursing knowledge and practice. have ken  initiated late in rny nursing career. I recently 

celebrated the 25' reunion of my graduating class. These efforts have been undertaken. in pan. in 

a search for resolution to rny frustration with the nursing profession. I propose, herein. that if a 

reflexive process were introduced into nursing education. we might see less of the negative 

o nurses professional images described earlier. It is my sincere hope that as students. and practicin, 

in post-diploma prograrns, leam to claim what and how they know, they too, will write 

counterstories. It 1s my hope that those counterstones will challenge the status quo. both in 

nursing acadernia, and in the assurnptions about nurses and nursing that motivate decisions by 

"biased auditors". In this final section, 1 present an ouiline of how this journey might be 

undertaken. 



Knowledge Creation throuoh Self-directed Professional Development 

"Knowledge cannot start from nothing-from a tabda rasa-nor yet from 

observation. The advance of knowledge consists, mainly. in the modification of 

earlier knowledge" (Popper. 1965. p. 28). 

Nursing students. and nurses who are students in post-diploma progrrim. do not amve in 

classrooms without knowledge of what it is to be human. to interact with other human beings in 

times of joy and sorrow. in harmony and stress. or during expenences of crisis and recovery. They 

have encountered. in sirnilar and dissimilar ways. a multitude of expenences of life, that inforrn 

how they know. and will corne to know. nursing. This knowledge. by its very nature. demands 

that we attend to it. not once. but on an ongoing basis over the course of our nursing careers. 

What is necessary for this to take place. is assumption of a lifelong cornmitment to self-direcied 

professional development. responsive ro the overarc hing question."Who am 1 as nurse'?' 

Ongoing attention to knowledge arising in life experience. and how it informs our nursing 

practice. is supponed by reflexive practice: initiatives directed toward understanding self. and 

undentanding self in relation to context. Cole and Knowles (2000). in exploration of teacher 

development. propose a variety of approaches that can readily be adapted to nurse development. 

Understanding of self is facilitated through persona1 history, or autobiographical inquiry. journal 

writing, and artistic expression. Understanding of self, in relation to context. is facilitated ihrough 

critical examination of the setting of practice, and of the broader context within which it is 

located. 



Persona1 histories, "stones of life and experience thnt have influenced personal- 

professional understandings" (Cole & Knowles, 2000, p. 27), focus students on consideration of 

how their lives and practice are interrelated. The histories, dong with journals. rnay take a 

chronological approach. or be centered on significant events. Either way, the writing is labor 

intensive, and intensely personal. Heinrich ( L992) suggests, and it is my experience. that some 

students already have a certain levei of comfort with the notion of writing about their lives, for 

example, those who keep dianes. Others may feel overwhelmed. both by the magnitude of the 

task, and by concems about sharing intimate details of their lives with a reader. 

Student. and faculty. reservations about persona1 history wnting can be ricknowledged and 

honored in several ways. Class time rnust be set aside for writing. Heinrich (L992) advises 

students to become "ritualistic". to set aside a time of day and place for wriiing. I agree. but also 

believe that students may be less likely to accept any kind of retlexive writing process as 

fundamental to self-development, if faculty are not prepared to place it front and center in their 

classes. Students can also be directed, through pertinent questions that reflect course objectives. 

to focus on particular events of life. The following, adapted From Cole and Knowles (2000). are 

some of the questions chat direct students' autobiographical writing in the nursing philosophy 

course: 

1. Why did you become a nurse? 

2. What values and attitudes toward health and well-king were expressed in your family? 

How have these influenced your thinking and practice? 
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3. Recaii significant experiences or relationships you m y  have had (inside and outside health 

care contexts). What were the contexts? Why do these event stand out for you? How have 

these experiences or relationships influenced your thinking and practice? 

In response to these, and sirnilar, questions, students have shûred powerful and poignant 

stories. stories of life-threatening illness: of encounten with nurses that left indelible impressions: 

of overwhelming life tragedies: of significiint others. especially mothers, who were nurses: and. of 

lifelong aspirations to "care". In many cases. they are surprised when they recognize the extent to 

which their knowledge is life-informed. As is the case with Patty. students are not ovenly 

reflecting on life enperiences in each and every encounter with patients. yet the process of 

cntically considering the juxtaposition of life and practice, clearly reveals to them how their lives 

and practice are entwined. 

Students do not necessanly have to submit their wriiing in its entirety, or in the same 

format in which it is generated. In the nursing philosophy course. class wnting time is dedicated to 

private journal entries. Journal entries are then summaiized into a personal philosophy of nursing. 

Quotations from the joumals may. or may not. be incorporated, at the student's discretion. 1 also 

encourage students who stniggle with the writing process to consider altemate f o m  of 

representation. 1 await the day when a student will subrnit a personal theory of nursing articulated 

as a poem, or a painting. or in metaphor and story. As Gadow (1990) vividly writes "participation 

in vulnerability, one's own and another's. and attempts to alleviate it, are experiences. They are 

encountered in only one way, living in the country that is nursing. They are comrnunicated in only 



one way, in personal accounts of exploration, in narrative, poem. drearning, Song, - in other 

words, story" (p. 14). 

=e. are Practice contexts, and how they support and constrain the expression of knowled, 

the other aspect for consideration in ongoing professional development. Observation. 

conversations with colleagues. and review of "artifactual data" (Cole & Knowles, 2000. p. 9 1) lire 

opportunities for cntical reflection on the impact. extant and potential. of contexts of practice. 1 

have already noted White's ( 1995) critique of the lack of attention to context in Carper's (1 978) 

typology. In development of the sociopoliiical pattern of knowing. White draws attention to 

broad socio-political factors chat intluence. as seen in Patty's story, a nurse's capacity to express 

al1 aspects of her nursing knowledge in practice. Chopoorian ( 1986) challenges us to consider 

social. political and economic intluences on both nurses. and the people for whom they cüre. 

Issues of class. gender. racism, sexism. ageism. and power. among others. which affect health. and 

contribute to illness. are absent from t heoretical discourse and practical application. And Sc huster 

(1992), in a treatise on environmental ethics and nursing, States that "nursing theory does not 

describe adequately the concept of the environment and that almost al1 nursing research 

conducted in the domain of environment invoives only the immediate milieu of the patient, farnily, 

or the nurse" (p. 5). 

As with seeking undentanding of self. understanding of self in relation to context, 

necessitates lifelong comrnitrnent. Changes in a nurse's immediate practice environment cannot be 

fully understood unless examined in light of broader paradigrnatic and societal shifts. Palliative 

care. for example, as a specialized context for practice, may always be informed as much by Our 



beliefs about living and dying, as it is by access and availability of resources. As such. it is 

imperative to be as fully aware as possible of these varied beliefs. and how they rnight delimit 

nursing practice in a palliative care setting. 

Concludine Thouohts 

The women and men who seek to become nurses. and those who are nursing and pursuing 

post-basic education. hold vast. unarticulated. reservoirs of knowledge. that inform how they 

know nursing. and therefore. how they practice their art. It is no longer acceptable to assume that 

who they are can be held to one side. at am's  length. where it will have no impact on their 

nursing care. This thesis demonstrates that knowledge arising in nurses' lives c m  and does. 

inform nursing know ledge. Furthemore. the thesis demonstrates that the expression of nursing 

knowledge is delimited by cornplicated. yet essentililly unexamined. contextual forces. 

The thesis is a beginning. It draws Our attention. through representation of two nurses 

lives and prûctice-in-context, to life-inforrned and contextual knowledge as aspects of nursing 

knowledge. 1 do not. however. daim to have fully characterized either. Funher inquiry is 

necessary. 1 suggest this inquiry be. in part. directed toward two broad areas of exploration: 

(a) the infrastructure of nursing knowledge development; and (b) the gendered nature of 

relationships within the health care system. 

Several points regarding an infiastructure of nursing knowledge developrnent. other than 

the historical, professional-status seelung context discussed herein. ment further consideration. 

First, nursing knowledge development in Canada has followed, not only a medical model, but also 
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a predominately American model. Amencan nurses, in part due to their larger population, have 

had access to graduate education for approximately 20 years longer than Canadian nurses. Many 

of Canada's nursing pioneers undertook their gradduare education in the United States in the 1950s 

and early 1960s, and. given continued. limited access to doctoral programs. Canadian nurses still 

seek graduate opportunities there. The impact on knowledge creation. of a differentiy-oriented 

heaith care systern. has yet to be expiored. 

Second. Canadian nurses have, for many years. k e n  subject to differential access to 

research funding. Again. the bio-medical rnodel predominates. and nursing research designed to 

examine questions of knowledge development. of human relationship. and of concepts such as 

suffering and responsibility, have met with resistance. Nursing literature abounds. in fact. with 

discussion of how research grounded in a qualitative paradigm. might be differently articulated to 

meet requirements of scientifically-oriented funding ügencies. Limited access to research funding 

seriously undermines the capacity of the discipline's mernbers to explore their own questions, 

relevant to the development of nursing knowledge. 

Third. nurse educators, nor unlike educators in other disciplines. are embracing distance 

education modalities as opportunities to increase access to, and flexibili ty wit hin. nursing 

prograrns. The move toward "vinual universities" demands critical examination of the 

implications of these alternate leaming and teaching strategies for knowledge development. 

Understanding of. and comrnitment to. lifelong reflexivity in practice. is dificult enough to 

conceive of. How rnight it be represented to srudents who engage with teachers and classmates. in 

very diRerent ways than we have previously considered. 



The gendered nature of relationships within the health care system is introduced in this 

thesis. It is discussed. however. from a particular perspective. that of two female nurses. 

pnvileged by education. by class. and to some extent. by gender. Nursing is a predominately 

female profession. and while female nurses may expenence oppression within the health care 

system as a whole. within the nursing profession they are the majority. What is the experience of 

male nurses? How is it similar to. or different from. the experience of female nurses? Or. cm it 

even be conceptualized in t e m  of similarities and differences. Perhaps male nurses' experiences 

need to be examined. in and of thernselves. in order to enhünce our understanding of life-inforrnrd 

knowledge. Life history method. as a relatively new method of inquiry for nursing. could play a 

significant role in further developing our understanding. 

And so. the portraits of nursing knowledge revealed in this thesis are a ponal to the 

complex. multi-hceted milieu of nursing knowledge. Efforts to explicate just how complex have 

resulted in rnembers of the profession investing tirne and energy into aniculating the "core" of 

nursing. In doing so. we have focused on process. on the act of caring. We have failed to consider 

that it  is what we know that is the core of nursing, and we have failed to cntically examine how 

expression of our knowledge is contextually informed and delimited. As such. Our current portrait 

of nursing knowledge is one thnt does not reveal its nchness and depth. The "core" of nursing, is 

nurses. who we are and what we bring to each and every encounter with other hurnan beings. My 

challenge. then. to readers of this thesis is that you affirrn the centrality of the nurse in nursing. 

accept the position of nurse as knower, and re/construct leaming and practice environments that 

facilitate the expression of nurses' knowledge in a manner that will, ultimately. only benefit those 

to whom Our lives have k e n  committed. 
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Since we last met. 1 have undertaken a doctoral program in adult education at the Ontario 

Institute for Studies in Education of the University of Toronto. 1 am now in the thesis phase of my 

journey and invite you to participate with me in my study. The goal is to enhance understandinj of 

nursing knowledge by illuminating that knowledge which arises in life experiences outside the 

realm of clinical practice. 

I corne to this research as a nurse who believes that knowledge arising from cumulative 

expenences of life is a part of nuning knowledge. When we meet. and to $ive you a better sense 

of my interest. 1 can share with you some of my life expenences that 1 believe contnbute to how 1 

know nursing. 1 also corne to this research having spent the majonty of my 23 year career in 

palliative and long-term care nursing. From our conversations when you iicted as preceptor for 

one of the students in Our program, 1 consider you to be deeply committed to your practice as a 

palliative nurse clinician. I see Our common interest in palliative care as a point of connection from 

which our discussions can "take off '. 

Life history method will be used to stimulate discussion about your life and nursing 

practice. 1 would like to observe you in your practice and have opportunities to discuss these 

observations. The observations are intended to illuminate the significance of your practice 

environment for the expression of nursing knowledge and. as such. are non-evaluative. As weU, I 

hope to explore other materiais, such as, photos, joumals, or other documents you think might 

help me to gain insight into who you are as a nurse. 1 am mindful that while I have specific 
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objectives related to the research and thesis process. this is your life. 1 am cornmitted to this 

joumey king shared and collaborative. each of us respecting the other's concems. 

I expect this phase of the research to be lengthy, lasting, perhaps. six to eight months, 

during which time 1 will travel to meet with you. 1 would like to conduct three to five interviews 

of one. to one and a half hours. duration. and observe your practice as many times as we are able 

to negotiate. allowing time aftenvard to talk and share our thoughts. Life history interviews are 

directed toward developing a picture of meaningful events in your life. 1 suggest we might begin 

with a lifeline which you create before the first interview. 

If you are interested in further explorhg participation and want more information. 1 would 

be happy to send you a copy of the proposal for review. 1 expect we will talk funher and 1 will 

answer your questions as 1 am able. 

S incerel y 

Renee Will 



1, , agree to participate in a research study conducted by Renee Will. 

a doctoral student at the Ontario Institute for Studies in Education of the University of Toronto. 1 

understand that this study comprises Ms. Will's doctoral t hesis. 

1 agree to: 

0 participate in three to five life history interviews of one. to one and a half hours. in 

duration 

allow the interviews to be audio-taped and transcribed 

0 allow observations of my clinicül pnictice at times which are mutually agreed upon 

participate in interviews regrrrding rny clinical practice, the number of interviews to 

be determined by the number of observations 

0 contribute to the development of understanding of my life expenences and nursing 

knowledge by actively participatine in review of transcnpts and documents 

1 understand that: 

0 ongoing discussion about the process and content of the study will take place 

between Ms. WiIl. her thesis supervisor. Dr. A. L. Cole. and members of her 

cornmittee; Dr. J. G. Knowles, and Dr. H. Maclean. 

O participation in this research can benefit me by providing a venue for sharing about 

my nursing practice and through possibilities for learning which arise frorn this 

expenence 
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the anticipated completion date of Ms. Will's thesis process is December, 1999. 

and that it may be necessary to continue our contact for the duration of that time 

1 reserve the right to withdraw frorn this study at any tirne. 

Date =nature Si, 




