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SUMMARY

This dissertation presents a feminist ethnography of working for improved patient care 

in a hospital in Ethiopia. Its principal focus is on caring (and the absence of it), and how 

social, cultural and historical issues relating to oppression, gender and power influence 

caring. It is a self-reflexive account of a white, Irish woman and nurse, and her 

relationships with “others” in a Third World context. The study is contextualised within 

a process of the dynamic of Western aid to Third World countries.

Data were obtained from ethnographic fieldwork “first hand” encounters, including 

participant observation and interviews, which occurred over a twelve-month period, 

from March 1996 to March 1997. Data from the field were recorded in fieldnotes and 

this study demonstrates how the dynamics of being in the field and recording fieldnotes 

have a synergistic property. Data analysis involved drawing on critical incidents, that is 

particular powerful episodes from the field, where I engaged in a narrow, microscopic 

focus on details to find meaning both from the larger frame of theoretical principles of 

gender, power, oppression and caring, and from a framework of understanding that is 

essentially my own biography.

My study advances the research on what it means to care, particularly in situations of 

oppression. I present a trajectory of oppression as a framework for understanding 

responses within a breakdown in caring, particularly that of self-protection, which can 

hinder caring as connectedness and militate against the potential for life-affirming 

humanisation within the caring act. This study develops understanding on what it 

means to engage in feminist ethnography. The thesis demonstrates the utility of using 

critical incidents as a methodology for ethnographic research. The study draws on an 

eclectic source of theoretical concepts and research methodologies and in so doing 

represents a post disciplinary research approach to illuminate a nursing and societal 

phenomenon.



INTRODUCTION TO THE STUDY

This thesis provides a feminist ethnographic account of my experience of working for 

improved patient care in an Ethiopian hospital. The Ethiopian experience took place 

between March 1996 and March 1997 when I worked as a nurse advisor in a post that 

was funded by a European aid agency.' I entered the field as an experienced nurse, 

influenced by Western^ values of care, where nurses experience some level of autonomy 

and where there is some value placed on the ethic of caring. The relative availability of 

resources here in the West also helps to support the level of care practised. My initial 

purpose in carrying out the research was to utilise the opportunity of working as a 

change agent to engage in a piece of action research, towards theorising the concepts of 

empowerment, participation and sustainability^ within an international aid programme 

between the Western World and the Third World.'* However, the reality of my lived 

experience towards working for improved patient care was one of oppression and a 

breakdown in caring.

An initial source of theoretical understanding for what I was experiencing was found 

within the literature on oppression, in particular the work of Paulo Freire (1972). While 

I found the theoretical debate on oppression illuminating, it was limiting. I needed to 

find understanding for the sensitising incidents of my experience in the field and in 

particular to make sense of how I constructed the experiences through the recording of

' The philosophical principles o f the aid programme included: placing poverty first; meeting basic needs; 
helping people to help themselves through education and training programmes; working in partnership; 
giving systematic attention to the role o f  women in development; respect for human rights and democracy; 
and efficient and effective use of resources. (Reference has been omitted to facilitate confidentiality and 
anonymity o f  the researched.) See also appendix one for an outline o f my duties as described by the aid 
agency.

 ̂ Throughout this study when Third or West are used to indicate place they are treated as proper nouns 
and capitalised. Similarly the adjective Western derived from West as a place is also capitalised. When 
citing quotations from other authors the terms Third, West and Western are transcribed as per original 
citation.

 ̂ Principles o f  primary health care (World Health Organization, 1978).

Mohanty, Russo and Torres (1991 ;x) use the term “Third World” rather than “Developing World” to 
indicate not just the hierarchical, cultural and economic relationship between “westem”/“first” world and 
“third” world countries but also, to acknowledge the reality o f  colonialisation and concurrent associations 
o f  ‘structural dominance’ that exists between both worlds. The term Third world, they suggest, is also a 
‘form o f  self-empowerment.’



my emotions in my fieldnotes. A critique o f the “why?” and the “whence?” of my 

experience stimulated a feminist analysis, which challenged all of my taken-for-granted 

assumptions about what, it means to care as a nurse. Through using gender as a unit of 

analysis, and supported by theoretical principles o f oppression, I was enabled to make 

sense o f a complex situation of a breakdown in caring. Specifically, a gender theoretical 

framework allowed me to legitimise “others” and my emotional responses as principal 

cognitive and analytical resources towards framing a deeper understanding of caring and 

oppression. The use of a feminist ethnography has ensured an author saturated or 

reflexive account of my experience, which reflects a synergism between emotion, 

observation and the development of new insights into what it means to care (and not to 

be able to care) for patients, particularly in circumstances o f oppression. In addition, 

this thesis will contextualise my ethnographic experience which is essentially a 

contemporary context of struggles and protests of the dynamic of Western aid to Third 

World countries.^

In writing this feminist ethnography I am aware that my attempts might be viewed as an 

exercise in what Amadiume (1997:13) calls ‘European-invented Africa’ or the 

colonisation o f the African mind and ‘the dangers of White words and Black people.’ 

This is not my intention; rather, I seek to provide the reader with an account o f the lived 

experience o f how “others” and I attempted to work for improved patient care in an 

Ethiopian hospital.

 ̂ The issue o f Western aid to the Third world is not unproblematic. Ifi Amadiume (1997:194-197) in her 
book Reinventing Africa: Matriarchy, Religion and Culture is critical o f Western aid which she terms as 
‘neo-missionaiy imperialism’ and ‘expert imperialism’ which allows Western women who, she claims 
‘used to see themselves as oppressed’, to feel empowered and to dispense funds to African women. In so 
doing, Western women leave their problems at home, and travel long distances to ‘dictate strategies o f 
struggle and paths of development to Africans, as highly paid consultants and well-funded researchers.’ 
This she believes is abusive; it erodes all the positive aspects of Africa’s historical gains towards their 
further impoverishment and makes them ‘objects of pity to Western aid rescue missions.’ On the other 
hand, Mohanty (1991a:4) whilst recognising the need to foreground the struggles o f ‘third world’ women 
against ‘racism, sexism, colonialism, imperialism and monopoly capitalism’ offers the concept of 
‘imagined community’ which she suggests leads us away from ‘essentialist notions of third world feminist 
struggles’ and is accommodating of ‘women with divergent histories and social locations, woven together 
by the political [original italics] threads of opposition to forms of domination that are not only pervasive 
but also systemic.’ (Forms of domination exist within healthcare; for example, nursing as caring is 
professionalised but within a subordinate role in health care to that of the medical profession (Davies, 
1995).) Mohanty’s (1991a) concept of ‘imagined communities’ is more inclusive and less judgemental 
than Amadiume’s essentialist idea of ‘expert imperialism’ and ‘neo-missionary imperialism,’ and in 
particular her generalisation of Western women’s involvement in it. Furthermore, M ohanty’s view 
acknowledges, or at least allows for a potential reality of the existence of, forms of domination towards



This thesis begins with an exploratory and critical analysis of the background issues, 

which frame the political, cultural, social and gender landscape of Ethiopia before 

presenting a brief overview of my early arrival in the field, and a description of the 

hospital where the study took place. In Chapter Two I situate a theoretical framework 

for this study by critically appraising the concepts of care and gender. An extensive 

reading of the literature, framed against the background of a critical incident, takes the 

reader into the ethnographic experience from the outset o f reading the text and debates 

the concept of caring, and in particular professional caring within the boundaries of a 

gendered world.

Chapter Three provides a feminist theoretical debate on epistemological issues and the 

notion of truth, and it introduces the concept of reflexivity and its relevance to feminist 

research documentation. This is followed in Chapter Four by an in-depth analysis of 

methodological issues, specifically in relation to ethnography, ethnographic 

understanding and the complexities of fieldwork in ethnographic research.

The complexities of my fieldwork strategy and experience, including an extensive 

exploration of the concept of reflexivity, are presented in Chapter Five. This chapter 

outlines my own biography and traces the joumey of finding a home for my research 

activities, both critical elements that influence the authorship of this thesis. It presents 

an argument to support the “fittingness” of emotion as a framework for epistemic 

endeavours. Finally, it provides an overview of the process of data analysis used in this 

study. Chapter Six builds on Chapter Five; specifically, it explores the relationships and 

ethical dilemmas experienced in this feminist ethnographic study. Both chapters draw 

on data from the field, as part of the debate on the meaning of fieldwork.

Chapters Seven and Eight present an extensive analysis of the findings of this study in 

relation to the substantive issues of caring and oppression. Chapter Seven presents data 

from a critical incident to situate an experience of oppression within the hospital where 

the study took place. This situation of oppression is used as a framework towards

white Western women in what can be termed Third World struggles, i.e. struggles o f power and 
powerlessness.



understanding a breakdown in caring. It will be argued in Chapter Seven that agency, 

power, conflict and resistance are present within the experience of oppression. How 

these dynamics are enacted within a number of ontological experiences where medical 

discourse is dominant will be explored.

In Chapter Eight, I present a trajectory of oppression to describe how “others” and I 

responded to situations of oppression. It will be argued that inherent within the dynamic 

process of the trajectory of oppression is an attempt at self-protection, demonstrated in 

an attempt to distance the self from the patients. The debate will explore how attempts 

at distancing can militate against the potential for life-affirming humanisation within the 

caring act.

In the concluding chapter. Chapter Nine, I re-examine the ethnographic experience of 

this study and in particular the synergism between method and experience. I present an 

argument to demonstrate how the use of emotion as a way of knowing facilitated the 

visibility of both my own voice and the voice of “others” towards a greater 

understanding of the serious social issues around what it means to care (or not to care) 

in situations of perceived oppression. Specifically, I argue that individual experience is 

simultaneously a social experience, and our understanding of how emotion functions for 

both the individual and society is central to our understanding of care. Examples from 

Ireland are used to illustrate this point, and to demonstrate how knowledge I gained “out 

there” can be brought “back here.”

In th'is final chapter I bring together themes from within the study to problematise the 

notion of presence in caring and I argue for the need to understand how the complexity 

of both the personal and the structural can facilitate or militate against an ability to care. 

The concluding analysis includes a further exploration of the influence of gendered 

codes and a gendered world and their meaning in caring. Finally, I present some of the 

challenges that confront us in nursing education and practice resulting from the findings 

of this study, in particular the need to appreciate the value of caring, both comfort caring 

and technical caring, and to avoid the potential of creating a hierarchy of caring along 

the lines of gendered cultural codes.



CHAPTER ONE

SETTING THE SCENE: BACKGROUND ISSUES 

Introduction

This chapter will present a brief outline of background issues in order to frame this 

feminist ethnographic experience and to establish the historical and intellectual context 

of the study. Initially, it will sketch recent Ethiopian political, cultural and social 

history, before providing an examination of gender issues. Finally, it will provide a 

background to my initial arrival in the field and a brief description of the hospital where 

the study took place. My own biography is presented in Chapter Five.'

History and politics In Ethiopia^

The Ethiopian State emerged in the late 19*’’ and early 20*'’ centuries in response to 

political subjugation and economic exploitation by the Christian highland rulers. 

Attempts to colonise Ethiopia by European powers, most notably the British, French and 

Italians, were unsuccessful, with the exception of a brief period of Italian influence from 

1936 to 1941, when it was decontrolled from Italian rule by the British. However, 

Britain followed this by imposing restrictions on the Ethiopian government ‘which 

amounted to reducing the country to the status of a British de facto protectorate.’ 

(Tiruneh, 1993:6). These restrictions began to be relaxed as of 1942.

' In considering the “correct” location of a description of my own background, I have encountered some 
dilemmas. Initially, I deliberated about an early introduction of my “self,” given the central role o f  the 
fieldworker-as-author in feminist ethnography. However, its situation in Chapter Five seemed appropriate 
given the focus o f that chapter: “Situating Identities: Self and Others.” But is the lens o f the researcher’s 
biography not necessary to view the entire text? The answer, I suggest, lies within the reality o f  producing 
a “messy text” (to borrow a term from Marcus, 1998:390), since even in the final decision about the 
sequencing o f  the written word, there is a process of reflection. Thus, I invite the reader to move forward 
to read my biography (if she or he so wishes) in order to move back, to begin again.

 ̂Principal source for this brief historical overview is The Economist Intelligence Unit, Country Profile on 
Ethiopia (1998-1999).



Prior to 1974, Ethiopia was a feudal society, ruled by the imperial crown prince Haile 

Selassie, who had gone to Europe in self-imposed exile during the Italian occupation of 

the country. The autocratic rule of Haile Selassie, who held supreme powers in the 

legislative, executive and judicial spheres of government, came to an end when he was 

overthrown by a popular uprising whose main actors included the armed forces, the 

teachers, the students, the trade unions and the civil servants^ (Tiruneh, 1993:37, 200). 

This saw the beginning of seventeen years of military rule when a Marxist-Leninist 

government, which became known as the Derg'  ̂ regime, headed by Colonel Mengistu, 

ruled the country. According to Tiruneh (1993:80,81), the Derg ‘asserted its will 

against anyone who cared to oppose it’ including the civilian population; it became ‘a 

law unto itself and a dictatorship that was to rule by ‘considerations of expediency.’

The regime of Colonel Mengistu held power in Ethiopia until 1991. During that time 

the country experienced violence, famine, the brutal eradication of all opposition, 

extended government control over the population, particularly in the form of the 

nationalisation of land, and the establishment of a hierarchical network of peasant and 

urban dweller associations. A consequence of agrarian reforms was insecurity of tenure 

since farmers no longer had the security of a fixed contract and were obliged to return 

the land when the peasant association^ of the state so required (Tiruneh, 1993:121).

The style of autocratic government of Haile Selassie was perpetuated by the Derg 

regime under Mengistu. Tiruneh (1993:200) suggests, ‘the emergence of Mengistu as 

an absolute ruler can be seen as a continuation of Ethiopia’s political culture.’ 

However, the deliberate adoption of a foreign, twentieth-century, totalitarian political

 ̂ Andargachew Tiruneh (1993) in his account o f the popular uprising o f  1974, and his reference to civil 
servants, refers to teachers and airline workers but makes no mention o f  health care workers. At the time, 
there existed the Ethiopian Teachers’ Association; also, airline workers were allowed to form trade 
unions. However, most civil service employees were not allowed to form trade unions.

Derg is the Amharic term for Provisional Military Administration Council (PMAC).

 ̂ The Peasant Association was set up as part o f the agrarian reforms under the Derg regime. The new  
agrarian system concurred with the abolition o f landlordism, the restructuring o f  agricultural production 
and settlement patterns, and a re-defmition o f  peasant’s access to land. In reality, it resulted in the demise 
o f  private agriculture, discrimination against individual endeavour, the promotion o f group cultivation, 
state requisitioning and distribution policies. Since membership o f  the Peasants Association was through 
the household, and men were, in the main, registered as household heads, it was predominantly men who 
represented the family in the General Assembly o f the Peasants Association (Rahmato, 1991:34).



model meant a transfer from a paternalistic traditional aristocratic autocracy to a 

totalitarian autocracy (Tiruneh, 1993:302). An example of how totalitarianism was 

operationalised was evident in the move towards the formation of The Commission for 

the Organization of the Ethiopian Workers’ Party (COPWE) towards a mission of 

‘COWPE Shall Triumph.’ Colonel Mengistu as ‘sole leader’ of the state of Ethiopia 

became COWPE. Non-govemment organisations including the Peasant Association, 

The Revolutionary Ethiopian Women’s Association, Trade Unions and Professional 

Associations like doctors, nurses and teachers had a duty to co-operate with COPWE. 

According to Tiruneh (1993: 262), these organisations were, generally speaking, used 

for two purposes: ‘to help the central authority control society and to help the 

implementation of its policies.’ He argues that involvement by people in this process 

did not represent democratic participation, but rather ‘the participation of the masses in 

controlling themselves can only be taken as evidence of the emergence of 

totalitarianism’ (Tiruneh, 1993:263). Tiruneh’s (1993) observation is noteworthy given 

the implications of a regime of totalitarianism for the principles of individualism, 

freedom, social justice and equality.

In 1991 the Ethiopian People’s Revolutionary Democratic Front (EPRDF) and the 

Eritrean People’s Liberation Front forces defeated the Derg regime. Today, Ethiopia 

stands at a crossroads of violent dictatorship and a fledging and uncertain democracy. 

The formation of a new federal constitution, which came into effect in 1995, created 

what is now known as the Federal Democratic Republic of Ethiopia. It consists o f nine 

autonomous regional states -  distinguished primarily along linguistic lines -  and a 

municipal council for the capital, Addis Ababa. However, none of the regions are 

ethnically homogenous and the population of the whole country is divided fairly evenly 

between Christians and Muslims.

The Ethiopian cabinet comprises sixteen ministers chosen by the Prime Minister; it 

consists of both EPRDF members and technocrats. However, core decisions, principally 

over economic policy and security, continue to be made by EPRDF staff, outside the 

formal cabinet. EPRDF members dominate all formal institutions in Ethiopia.



Ethiopia has a population of 58 million people. It is Sub-Saharan Africa’s second most 

populous nation, with 60.8% of its total population aged less than 19 years. Life 

expectancy at birth is 49 years. The Ethiopian economy is highly dependent upon 

agriculture, which accounts for 55% of gross domestic product, while industry accounts 

for less than 12% of economic activity. Expenditure on health and education accounts 

for 20% of total government spending (1996/97). According to government statistics 

(1996/97), only 28% of children attend primary school and only 15% attend secondary 

school.

The principal structural problem for Ethiopia is persistent food insecurity. Until 1992 

the primary focus of international aid to Ethiopia was in the form of emergency food 

aid. More recently aid fi:om the international community, mainly the United States and 

European Union has involved substantial medium-term investment and collaborative 

activity with government agencies towards internal development. Individual countries 

of the European Union have developed bilateral links with Ethiopia. Here in Ireland, it 

is argued that a key feature of bilateral aid programmes is partnership with governments 

and communities of the Third World (Department of Foreign Affairs, 1997) ‘towards 

the overall goal of international peace, security, and a just and stable economic system’ 

(Department of Foreign Affairs, 1998).

From a historical perspective, evidence suggests that since the creation of the Ethiopian 

State by its Christian highland rulers to the current situation of an uncertain democracy, 

the dynamic process of state formation has been one of power and control. Post

liberation Ethiopian society has been described as ‘patriarchal, hierarchical, paternalistic 

and avowedly religious (Tegegn, 1992:40). Fatton (1989:63) views the African State as 

one of ‘limited organic autonomy because the ruling class is the ruling class in so far as 

it is capable of occupying directly the main offices of the state.’ This, he believes, is 

reflected in oppression and repression where ‘coercion rather than persuasion, 

domination rather than leadership, and corruption rather than legitimacy constitute the 

stuff of African politics,’ though, these situations in themselves have ‘always generated 

opposition and challenge’ (Fatton, 1989:63). It is noteworthy that the autocracy of Haile 

Selassie provoked opposition and challenge, which in turn led to a situation of 

oppression and repression under the Mengistu regime, where violence was perpetrated



against the old ruling class, the contenders of power and the regionalist movements 

(Tiruneh, 1995:347).

According to Lovett (1989), state formation in Africa is a ‘gendered process,’ and the 

formation of a state’s institutions and agencies is ‘marked by their male complexion’ 

(Chazan 1989). Parpart and Staudt (1989:6) support the notion of the state and its 

institutions as gendered. In their book, Women and the State in Africa, they state:

States are sourced by gender struggle; they carry distinctive gender ideologies through time 
which guide resource-allocation decisions in ways that mould material realities. Through their 
ideological, legal, and material efforts, states foster the mobilization o f  certain groups and issues. 
This mobilization usually benefits men rather than women. W hile over the long haul, state action 
may submerge and obscure gender conflict, over the short term, the obviousness with which male 
privileges are fostered may actually aggravate that conflict.

The notion of gender inequality at the level of the state is supported by Mama (1992: 

75) who argues in favour of an extension of gender analysis to include exploration of the 

terrain of social relations. She believes: ‘All major socio-economic questions require 

gender analysis if we are to be at all realistic’ (Mama, 1992:77). In opposition to the 

notion of the patriarchal state in Africa, Amadiume (1997:21, 24) presents the idea of 

‘the matricentric structure of matriarchy’̂  -  the smallest kinship unit -  which she views 

as a unifying African moral code and culture. While acknowledging that the 

ideological structure of patriarchy -  a result of the militarisation and gradual 

masculinisation of the African continent, which was essentially Indo-European in origin 

and characteristic of systems of the northern hemisphere -  has been reproduced in all 

current forms of social organisation in Africa, she argues in favour of placing the notion 

of matriarchy centre stage in analysis and social enquiry (Amadiume, 1997:23,161). 

She proposes giving ‘gender a central place in social enquiry and critical analysis’ 

(Amadiume, 1997:24). This suggests engaging a gender perspective which 

problematises the concept of patriarchy while simultaneously exploring culturally 

shaped attributes and behaviours, given to women, in a socio-historically specific time

® Both Maggie Humm (1989:165) and Sylvia Walby (1990:71) present a counter argument to the 
existence, ever, o f  matriarchal societies. Sophie Oluwele (1998:105) is o f the opinion that success by 
some women in ‘traditional Africa’ must not be allowed to overshadow ‘the oppression o f  m illions o f  
other women, and the need o f  African women for liberation and empowerment programmes.’



and place. The next section of this chapter will provide a perspective on Ethiopian 

gender issues.

Ethiopian gender issues

Gender and identity

In her preface to the book Gender Issues in Ethiopia, which records the proceedings of 

the First University Seminar on Gender Issues in Ethiopia, held in December, 1989, 

Berhane-Selassie (1991a: i) outlines her understanding of gender as:

An ecology, culture and period specific concept pertaining to the relations o f  power between men 
and women. In many instances it has been articulated with regard to the division o f labour, the 
share o f  private and public space and other resources, and women’s visibility. In other words, its 
importance has been rooted in the recognition that work, and thereby men’s and women’s health, 
status, roles and their sharing of economic resources, depends on a society’s cherished norms and 
sense o f propriety.’

In Ethiopia, gender identity favours the condition and characteristics o f men. According 

to Helen Pankhurst (1992:2), two subordinate groups exist in Ethiopia: ‘women and the 

peasantry.’ Women are seen to have a secondary status within the family and within 

society, primarily as mothers and housewives, in both urban and rural areas, despite 

their critical participation in the household economy, particularly in rural areas (Kebede, 

1996). Kassa (1991:8) describes the Garri Society in Southern Ethiopia as a 

predominantly Muslim society where, men consider women to be both physically and 

mentally inferior to them; where women cannot become elders, take religious or 

political positions; and where women who decide to live in single-headed households 

are considered by men as ‘ill-behaved and vulgar because they feel independent due to 

their economic self-sufficiency and subsequent self-assertiveness.’ However, Kassa 

(1991) believes the move, by some women, to live in single headed households, 

represents some sense of “modern” emancipated woman.

In Christian societies, too, men have the greater power. For example, the predominant 

Christian Orthodox church gives power to men, yet appears more meaningful to women,

6



who find support in the Virgin Mary (Pankhurst, H. 1992). Also, the Ethiopian legal 

code was originally based on the text of the Ephesians 5, 22-24, which instructed 

women to be ‘subject to their husbands as to the lord’ (Pankhurst, Richard 1992:70). 

The explicit devaluating statements or proverbs such as attribution of defilement 

(menstruation and childbirth) are evidence of the subordination of women (Eshete, 

1991:2). Examples of proverbs are:

A woman and “tofa” (clay cooking pot) in the kitchen / pantry;
Female and asses become impossible unless whipped / beaten;
Better a feeble male than a strong female,
One woman is more than a thousand men. [Women are chatty talkative and make too much
noise.];
He who begets a female begets a strange being / a monster;
He who begets a male weighs like God (exalted or rises to God’s calibre).

(Hable, 1995)

The management of a woman [original italics] leaves the corral door closed for a whole day.

With a woman’s [original italics] rule, the gate remains unopened the whole day.

(Sumner, 1995:237)’

In the past, in some areas such as Wolyta, female infanticide was practised and 

nowadays the birth of females is not always a cause for celebration (Berhane-Selassie, 

1991b: 15). However, despite women’s secondary status within the family and society, 

there are conflicting ideas on how their ability to contribute to the family income 

influences their standing. For example, Kebede (1990:58) suggests that while women’s 

income is welcomed within the family, their ability to participate in community affairs 

and in their family’s economic life is limited by prevailing value systems of hierarchy, 

which view women as helpers to the male head of the household. On the other hand, 

Rahmato (1991:33) believes that the greater women’s contribution to the economy of 

the household, the greater their status within the family.

’ According to Claude Sumner (1995:237) the wording of these two proverbs is substantially the same, 
meaning women are unfit to rule. The door and gate referred to in the proverbs are part o f an enclosure 
{Karra) used for herd. If the gate/door is not opened animals are unable to graze in the fields.



The gendered roles associated with women outside the home essentially reflect the 

characteristic norms of hierarchical relationships within the home. Mekuria (1991:69) 

in her discourse on Ethiopian women in the media, commented:

No drama on television or radio portray women as engineers, managers or even as main 
characters. They normally portray them as subordinate to a man — a husband, a lover or a boss. 
In a job situation women are presented as secretaries, or nurses. All the interesting, dynamic, 
important things are shown being done by husbands, the brothers, the sons, etc.

While she acknowledges the subordination of women’s roles in society, Mekuria’s 

comment is interesting given its implied devaluation of women’s work, particularly as 

secretaries and nurses and, in the absence too, of any real attempt in her paper to explore 

this level of gender bias and what constitutes important work. Indeed her suggestion 

that nursing might be insignificant and unimportant in relation to the work men do is 

particularly noteworthy, given the subject of this study. This is not to suggest that 

Mekuria’s comment is unique within the discourse on work identities but rather to 

suggest that her failure to explore and realise the gender implications of her comment 

imply a further devaluing of caring work -  nursing -  which is essentially women’s 

work.

Similarly, Rita Pankhurst (1991) speaking at the same seminar as Mekuria — Gender 

Issues in Ethiopia -  seems to suggest the absence of critical debate on women’s identity 

outside the home, particularly in relation to their more “traditional” roles like nursing 

and secretarial work. In her paper ‘Senedu Gabru: A Role Model for Ethiopian 

Women?’ she describes Gabru, the first Ethiopian woman member of parliament and a 

successful educationalist:

Senedu did her best to prevent bright students from hiving off to become nurses or secretaries. 
Metasebia Demissie recalled that when she was in S* grade the students were asked to write 
down what profession they wished to pursue. Impressed by the pretty uniforms she had written 
her name down for nursing. Senedu, summoned the quaking girl to her office, berated her for 
daring to choose that profession, crossed her name off the list and entered her in the academic 
section. Metasebia completed high school, took a job, and, having brought up her children, 
joined the University as a fiili-time student and is now a gelologist [s/c], “all thanks to Wayzaro 
[original italics] Senedu”.’ (Pankhurst, Rita 1991:77,78)

This comment, like that of Mekuria (1991), implies a patriarchal theoretical framework 

for valuing both women’s work outside the home and women’s success. The fact that



women represent such theoretical frameworks implies, on the one hand, a reluctance or 

inability to lift the gender debate beyond seeking to value and indeed to view women’s 

success in terms of men’s work. It suggests, to borrow a term from Ifi Amadiume 

(1997:193), a process of becoming a ‘male-daughter’ or indeed a “male-sister” in order 

to explore women’s roles outside the home. On the other hand, it could be viewed as a 

difference of class between ‘elite women’* (Berhane-Selassie, 1991b) or women of 

privilege and “other” women. (Both women were engaged in work more traditionally 

associated with men -  the media and economics.)

Ifi Amadiume (1997:193) explores the contradiction that can arise when women find 

themselves in power positions in masculine systems -  ‘the construction of a lesser 

“other” which it seeks to control, and from which it appropriates.’ While not intimating 

that Mekuria (1991) or Rita Pankhurst (1991) are culpable of seeking to control or to 

appropriate, their comments do connote the construction of a ‘lesser “other”.’ Perhaps 

by seeking to define women’s struggle (or indeed, success) as a process towards 

achieving a place in a man’s world, they are drifting towards what Amadiume 

(1997:193) terms ‘demand[ing] to be males or to share masculine power,’ which she 

views as a ‘power [that] entails massive abuse of human rights, given the facts of the 

global imperialism of the West.’̂

In her study of the Amahara of Menz, in Ethiopia, Helen Pankhurst (1992) observed a 

tendency by both men and women to devalue and to belittle women’s work. She 

describes how one woman used the analogy of a chicken’s life to describe a woman’s
■dI life. Chickens have to scrounge around for food, they are considered smaller and ofI
flower value to other farm animals; women too are smaller and their contributions to the

ihousehold economy are not acknowledged by men and external agents who ‘laugh at the
I
■‘fs,-------------------------------------------------------------------------

,;f In her preface to the book Gender Issues in Ethiopia, Tsehai Berhani-Selassie (1989:ii) uses the term 
‘elite women’ to suggest difference from ‘their rural sisters and the use o f  time (for example by school 
children) for work, leisure or otherwise.’

® Ifi Amadiume (1997) draws on the work o f Diop (1987, 1989) to describe the existence o f a matriarchy 
or female rule in pre-colonial Africa, a situation that changed with the Arabo-Islamic invasions and 
European imperialism. She makes a case for viewing colonialism as male gendered and suggests, ‘In a 
colonial conquest, radical change derives essentially from forces external to a social structure. Colonial 
rules are violent impositions, and are maintained by violence.’ (Amadiume, 1997: 74)
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suggestion that they should be’ (Pankhurst, H. 1992:99-100). Despite their low 

esteemed value within the household, viewed within the broader context of women’s 

status in society, the position of single women, particularly those without independent 

means, is the least favoured and most vulnerable (Pankhurst, H. 1992:132). Non- 

marital alternatives for women essentially lie within the “traditional” model of women’s 

nurturing function, for example, domestic help, cooking, child rearing and household 

maintenance (Kebede, 1990:64).

Some question the notion of gender-based domains of activity as rigid and unchanging. 

Rahmato (1991: 31) believes, instead, that gender-based activity is often the outcome of 

technology as, for example, where a plough is available men plough, while in its 

absence women are the principal farmers. This suggests the notion of technical work as 

men’s work only and perhaps explains Wondimagegnehu’s (1991:117) observation of 

women’s complete absence from vital boards of scientific organisations, academic 

councils and other decision-making positions. According to Wondimagegnehu 

(1991:117) the absence of women from public life is ‘“explained” away’ by one or all of 

the following: as scientists and engineers, women are viewed as ‘“specialists,”’ rather 

than generalists and as such are rarely asked to participate in task forces, commissions 

or advisory bodies; family obligations, are culturally considered “‘the concern of 

women’” ; and finally, decision making committees are dominated almost exclusively by 

men, ‘who are perhaps biased or prejudiced against women.’

Outside the home, women have played a role in health care in the “traditional” health 

sector as traditional midwives, herbalists, divine healers and bone-setters, and in the 

“modern” or Western style of health care, as health assistants, laboratory and X-ray 

technicians, nurse midwives and physicians (Bishaw, 1991:55). However, it is worth 

noting the percentage of women in medicine, which is very low. For example, within 

the academic institutional setting of this study only 10.5% of medical students were 

female.^'’ It is noteworthy too, that women’s contributions in traditional health care are

These are academic institution statistics for 1996. Other figures of note within these statistics include 
the following: females accounted for 75% of student places on the basic nursing diploma programme 
while on the post basic degree programme they accounted for just 25% of students. Percentages are based



poorly documented, with the exception of the services of traditional birth attendants that 

have been ‘relatively better described’ (Bishaw, 1991:55).

In summary, gender and identity in Ethiopia appear to adhere to society’s values of 

traditional gender-segregated roles, ‘of which the most burdensome and routine are 

assigned to women (Kidanemariam and Tamirat, 1991:52). Kebede (1990:66) believes 

the situation lies in the power dynamics which ‘cuts deep into the way men perceive 

their status within the family and community’ and are the consequence of a reality 

where ‘men were conditioned for centuries to consider themselves superior to women 

because they made all major decisions while women followed.’ The next section will 

provide a brief overview of how the revolution and the Derg regime influenced gender 

and identity in Ethiopia.

Gender and the revolution

iT h e  1974 revolution heralded the notion of “equal rights” for women (Eshete, 1991:1). 

The programme for The National Democratic Revolution in Ethiopia stressed: ‘the 

equality of women, confirmed their rights and duties £ind rejected all social norms and 

practices that had subordinated women to manifold oppressive conditions’ (Eshete, 

1 1991:1). However, Berhane-Selassie (1991a:i) believes that while the relations of 

|power between men and women were addressed ‘seriously’ by the revolution, gender, at 

I least initially, was not central to its thinking. Helen Pankhurst (1992) takes this 

criticism a bit further by suggesting that the establishment of the Revolutionary 

Ethiopian Women’s Association whose ideological principle was to prepare women ‘to 

occupy their appropriate positions in society’ was operated at a level of rhetoric and it 

lacked real power. She asserts that by acting as a magnet for all issues relating to 

gender, it removed them from the central political domain where they ‘came to nothing 

once sidetracked in this way’ (Pankhurst, H. 1992:30). Eshete (1991:2) agrees, 

suggesting that women’s affairs units within government offices, including the Ministry 

of Health, resulted in minimal benefits to women and essentially left their status

on my calculations of figures (1996), and have been rounded to the nearest whole number. Full details o f  
the source have been omitted to facilitate anonymity for the setting o f  the study.
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‘fundamentally unchanged.’" This reality is, according to Helen Pankhurst (1992:52), 

rooted in the patriarchal structure in which men seize change whilst women embrace 

continuity, as a reaction against ‘androcentric development.’ However, she notes:

The state is active in maintaining gender inequality through its focus on male spheres of 
production, through ambiguous policies, e.g. on the issue o f  land-tenure rights, through the 
almost exclusively male political structure and through inaction in areas deemed to be 
“wom en’s,” e.g. in reproduction related issues. However, and ironically, since the state is 
essentially extractive, the costs borne by women are perhaps lower and more indirect than those 
shouldered by men. (Pankhurst, H. 1990:151,152)

I  Helen Pankhurst’s (1992) comment on the state’s extractive policies concurs with 

I  Tiruneh’s (1993) description of the military rule of the Derg regime. Her description of 

I  how people were scared, of women’s experiences of ‘being afraid to look into the 

|leadership’s eyes, not alone to speak a problem,’ and of their “‘why talk about it” type
■’I

•^of fatalism’ (Pankhurst, H. 1992:30,59), is analogous to Freire’s (1972:24) theory of 

oppression where:

The oppressed, who have adapted to the structure o f  domination in which they are immersed, and 
have become resigned to it, are inhibited from waging the struggle for freedom so long as they 
feel incapable o f  running the risks it requires.

Ifi Amadiume (1997:50) believes that conditions of oppression have the ability to divide 

and rule, corrupt and co-opt and to create divisions within the oppressed such as ‘more 

oppressed and less oppressed, and more ambitious aspirants.’ She states:

Class and gender work like that; they can create new categories o f  collaborators. . . .  It is my 
consistent argument that the matriarchal structure in the social systems o f  traditional African 
societies could only be suppressed if  there was rule by patriarchal violence -  structural or 
symbolic.

One area where the Derg regime was seen to have some success for women was in the 

provision of education, particularly in urban areas (Kebede, 1990:64). In Ethiopia, 

education is not compulsory. Prior to the revolution, church education was the only type 

of schooling traditionally available, and then mainly for boys more than girls. Thus,

" Amrita Basu (1995) locates influences on women’s movements and power within the extent o f  state 
control. She asserts that women’s movements tend to be weak in countries where state control is 
dominant in civil society (Basu, 1995:2).
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women were (and still are) for the most part illiterate. Article 36 of the 1987 

Government Constitution stipulated: ‘The State shall provide women with special 

I support, particularly in education, training and employment so that they may participate 

I in political, economic, social and cultural affairs on an equal basis with men.’ (Source:

i
Zewdie, 1991:90) However, even with the provision of more educational opportunities 

for women, patriarchal cultural norms militate against their achievements. Girls’ 

capacity to do well at school is influenced by their role and responsibility in household 

I  chores of minding children, cooking and fetching water and wood, while boys spend 

' 5 their time studying. Furthermore, they are not encouraged by their parents to continue 

i with their education and female involvement in education decreases as they move up the 

educational scale (Zewdie, 1991:127).

The overall conclusion of this brief review of gender and the revolution suggests that 

despite its avowed promises of equality for women, the Revolutionary Government of 

Ethiopia remained androcentric in its practices. Parpart and Staudt (1989:6) illuminate 

our understanding of these phenomena by suggesting that ‘states are not monolithic nor 

unchanging,’ rather, ‘constitutional equal rights coexist within institutional male 

privilege.’ Notwithstanding Parpart and Stuadt’s (1989) opinion, the inherent violence 

of the Derg regime appears to have increased the level of oppression. This according to 

Helen Pankhurst (1990), lead to a state of domestic fatalism where, for women in 

particular, the notion of dissent was not contemplated and where the extractive practices 

of military rule were borne more directly by men. More recent evidence from Ethiopia, 

 ̂where a fledgling and uncertain democracy exists, suggests that women’s needs 

continue to be ‘subjugated to the political, socio-economic and, cultural dominance of 

men.’ (Ministry of Health, 1998) The next section will provide a brief introductory 

background to situate this study.
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Health care'^

In Ethiopia the provision of hospital care is essentially a transfer of the Western culture 

of health care, though resources are far from adequate.*  ̂ The status o f health workers 

reflects the common hierarchical structures o f the Western World: men almost 

exclusively occupy positions in the higher echelons -  medicine -  and nursing positions 

and health assistant positions are essentially the preserve o f women/"^ Management 

positions in nursing are more likely to be occupied by men. There is a strong 

dependence on health assistants for the delivery of nursing/patient care. The educational 

and training preparation of nurses involves a two-year diploma programme facilitated 

through English (Ministry of Health, 1996).'^ In the past, health assistants received an 

eighteen-month programme of training facilitated through Amharic, though this 

programme is no longer provided. More recently, registered nurses in Ethiopia have the 

opportunity to pursue further studies (three year programme) towards the award o f a 

BSc (Nursing); however, places are limited. All qualified nurses, midwives, doctors and 

health assistants are registered with the Ministry o f Health in Ethiopia.

In setting out details o f the hospital and the wards 1 am aware o f the very negative poor image I am 
presenting at this early stage of the study. What follows in this study will illuminate an understanding o f 
poor nursing/patient care practice for “good” socio-historical and cultural reasons. Although recognition 
of the contextual reality o f poor practice is important, the acceptability or “otherness” o f the situation is 
one o f the central problems about the meaning of caring work in this context.

Ethiopia ranks amongst the lowest in the world within the global rankings of physicians and nurses -  
0.03 physicians and 0.07 nurses per 1000 population (Wharrad and Robinson, 1999:115).

More recently the number of male nurses and health assistants have been increasing; it was suggested to 
me that this is a reflection of the limited job opportunities and limited number of places in third level 
education in Ethiopia. During the course of my research and during my return visit to the field, concern 
was expressed by some that men chose nursing in order to “act like doctors.” Some male nurses openly 
stated to me that this was in fact their preferred behaviour as a nurse.

While nurses in Ethiopia complete a shortened programme of education and training in nursing, thus 
restricting opportunities to work outside their own country, doctors, on the other hand, complete an 
internationally recognised degree programme, which allows them greater freedom to travel. Furthermore, 
nurses play a critical role in bringing essential services -  both medical and nursing -  to poor rural 
communities. Stark et al (1999) are critical of the preparation nurses receive for this extended role and 
suggest that within an ethic of justice the provision of adequate nursing education is a priority. The level 
of educational opportunities and resources available to both doctors and nurses suggest a second-class 
education for nurses. This is not to question the standard o f commitment of nurse educators but rather to 
acknowledge a situation of limited opportunity for nurses compared to doctors.

While the Midwives Association has been in existence for a number of years, the Ethiopian N urses’ 
Association was only established recently, in June 2000. The ‘vision’ of the Ethiopian N urses’



Background detail o f the hospital

The hospital where the study took place is more than fifty years old and in a state of 

poor repair. Although grossly under-resourced, it provides services for a population of 4 

million people, with a bed complement of 220 beds. The hospital is the clinical learning 

laboratory for students of the schools of medicine and nursing of the associated 

academic institution. The academic institution, to which they are accountable for 

‘teaching, service and research,’ employ the majority of the medical staff of the hospital. 

The nursing and health assistant staff are employed by the hospital, and in theory are 

accountable to the hospital administrative staff -  medical director, director of nursing 

and administrator. However, in reality, job descriptions (at the time of the study) were 

vague with no clear line of accountability.

At the time of the study the medical staff were responsible for decisions on the 

admission and discharge of the patient/client. Qualified nurses and health assistants 

provided nursing/patient care.'^ No additional training or education was provided for 

the fourteen nurse ward managers, twelve of whom had not been formally appointed and 

did not receive extra payment for their role. Student nurses -  diploma and post

registration degree students from the academic institution -  visited the wards for four- 

hour periods during the day, usually in the morning and always on a weekday. They 

worked independently of the ward staff and were directed by a clinical nurse tutor. 

Equipment to support their activities was locked away at other times. They did not

Association is:

To have a competent professional nurse in a quality setting that will practice according to 
standards and engage in reflective practice and continued learning to provide appropriate, 
effective and ethical care that contributes to the best possible health outcomes for the client.

(The Voice o f  Nurses, 2001 :2)

For example, qualified nurses were rostered to work Monday to Friday; the majority worked the day 
shift and occasionally an evening shift. No qualified nursing staff worked a night shift. At other times, 
health assistants provided the care. This was allowed for in their job descriptions: ‘Takes responsibility 
for nursing care whenever there is a shortage of nurses in his/her ward.’ and ‘Performs extra duties related 
to his/her profession when the need arises.’ However, during the evenings, at night, at weekends and 
public holidays, when there was just one health assistant on duty on a ward (an exception was the 
maternity ward where a staff midwife or a staff nurse was also present), care was minimal. In other words, 
it was limited to the giving o f  medications and occasionally the taking o f  vital signs.
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engage in wound care. Medical staff kept patient records but nurses or health assistants 

did not. Directives for care were recorded in the medical records and this included care 

normally associated with nursing such as frequency and dose of medications, vital 

signs'* and wound care. Nursing records were not kept beyond recording in a ward 

book” some items of care relating to critical patients, identified by bed numbers, and 

recording information such as ‘Bed 3/7, ‘car accident,’ critical, medications given,’ or 

‘Bed 2/7 expired at 6.00.’ Information relating to the nursing needs of the patient such 

as physical needs, emotional needs, comfort needs, technical needs such as wound care, 

vital signs, and educational needs were not recorded. However, the absence of this type 

of information reflected the reality of nursing/patient care on the wards, where nursing 

was viewed principally as ‘bed making, giving medications and doing vital signs.’ 

Health assistants engaged in these activities too, as well as providing the wound care for 

those patients who required it. Families cared for the physical, emotional and comfort 

needs of their relatives. Where patients had no relatives, the relatives of other patients 

usually met these needs. Often, “recovering” ambulant patients provided this type of 

care to those who were more dependent or critical. In the absence of family or other 

patients who were willing to provide for physical, emotional and comfort needs, patients 

were (normally) left to their own devices and that often meant they “did without.” The 

situation is articulated in the following comment from research findings on the level of 

job satisfaction of 52 nurses working in the hospital and local health centre:

Nurses who work at X Hospital and X Health Centre are found to be dissatisfied in their job from 
practical point o f  observation such as they appear less motivated in their work, poor approach 
toward patient care, appear to be less devoted in their daily work, they do not dress their uniform 
as expected and more often nurses are available in office than interacting with their patient so 
these all factors reflect some sort o f  professional job dissatisfaction . . , most o f  their work is 
covered by health assistants. . . . [There is] poor time management o f  their work. (Workneh, 
1996:1)

Background detail o f the wards

Two wards -  surgical and matemity -  within the hospital were invited to participate in 

the change programme, with the purpose of involving practitioners in a collaborative

A record o f  a patient’s temperature, pulses, respiration and blood pressure.



activity, of seeking to strengthen their capacity to provide for the health care needs of 

patients/clients. The invitation to participate was based on the enthusiasm of the head 

nurses who participated in preliminary meetings in which I sought to develop a 

relationship between me as the researcher/change agent and the hospital and ward nurse 

managers. The meetings were co-facilitated by the matron of the hospital and myself. 

Once the wards agreed to participate, an initial change meeting was held with the staff: 

nurses, health assistants, household staff The senior medical staff of the participating 

wards were advised of the selection of the wards to participate in the programme. It was 

agreed that as part of the process of change I would work with the nurses and health 

assistants in their day-to-day care of patients. My status as a nurse allowed me to enter 

the ward as a worker, though my inability to speak the local languages meant that I 

relied on the staff to act as translators. However, much of my communication with the 

patients involved sign language, which along with my own observations allowed me to 

identify their needs and to respond to them.

Summaty

This chapter has reviewed literature on the socio-cultural, political and gender issues of 

Ethiopia. In doing so it has traced the emergence of the state of Ethiopia, the autocratic 

rule of Haile Selassie and the totalitarian regime of Colonel Mengistu. The dominance 

of an autocratic style of government allowed little opportunity for citizen participation 

in state affairs. The more recent style of autocracy under the Derg regime allowed for a 

situation of oppression and violence where people, and women in particular, were 

fearful of speaking out and expressing their opinions and grievances.

In seeking to explore the reality of gender and identity within Ethiopia, there is strong 

evidence to suggest the existence of an androcentric society of male bias, where women 

have secondary status within the family and in society, and where gender-segregated 

identities assign the most burdensome and routine roles to women. When women 

engage in work associated with their gender identities, there is a tendency by both men 

and women to dismiss its value and to belittle it.



Finally this chapter provided a brief background of the hospital and the wards towards 

setting what follows in context. The next chapter will explore the literature in relation 

to caring — essentially a gender-specific identity associated with women — and gender. I 

will reflect on a critical incident from my ethnographic experience, of working in a 

' hospital in Ethiopia, to provide a framework for the review.



CHAPTER TWO

THE CONCEPTS OF CARE AND GENDER: SITUATING A THEORETICAL

f r a m e w o r k  f o r  THIS STUDY

Introduction

The focus o f this chapter is to explore the Hterature to provide an understanding of the 

concept o f caring and the cuhural structural environment that may or may not enhance 

the delivery of nursing/patient care. Caring is viewed as a concept central to nursing. 

My discussion will draw from the feminist debate on issues relating to patriarchy and 

power, and the principles of segregation and exclusion in paid work that allow the 

grading of women’s work as inferior to men’s work, for purposes o f remuneration and 

status. As part o f my literature review methodology I propose using a critical incident 

from my ethnographic experience. Flanagan (1954:335, cited in Kemppainen, 

2000:1264) defines an incident as ‘any observable human activity that is sufficiently 

complete in itself to permit inferences and predictions about the person performing the 

action.’ According to Kemppainen (2000:1264) the term critical refers to ‘the fact that 

the behaviour described in the incident plays an important or critical role in determining 

an outcome.’ This critical incident provides the context for the foreshadowed problem' 

of this study -  a breakdown of caring.

The traditional use of the critical incident technique is ‘to collect and analyse reports of 

behaviour in defined situations’; however, its ability to focus on and to pinpoint early 

solutions to practical problems in ‘nursing care quality research’ (Kemppainen, 

2000:1264) suggests its potential as a methodology to explore the literature to frame this 

study. It allows the reader to situate, from an early stage, the experience of both the

' According to Hammersley and Atkinson (1995:24) research always begins with some problem or set o f  
issues. This study set out to look at the reality of working towards improving patient care in a hospital in 
Ethiopia. The ‘event’ o f my work itself, rather than the change process per se, stimulated the pathway of 
research taken in this study. Principally the issues I encountered were experienced around the presence or 
absence o f  patient care. The absence of care or the breakdown of care became my ‘foreshadowed 
problem,’ a term used by Malinowski (1922 cited in Hammersley and Atkinson 1995:24,25) to describe 
problems which are ‘first revealed to the observer by his theoretical studies.’ My theoretical studies began 
when I asked the question ‘Why?’ It seems appropriate that the reader should have an understanding of 
the type o f social scene, which prompted the question ‘why?’
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researcher and the participants, and ensures, from the outset, that the study will be 

experience saturated, in line with ethnographic and feminist principles (ethnographic 

and feminist principles will be explored in Chapters Three, Four and Five). According 

to Hammersley and Atkinson (1995) ethnographic research begins with some problem 

or set of issues. Agar (1985:20) uses the term “breakdowns” to describe problems 

experienced in the field, which he views as ‘cues to what to study.’ I contend that by 

using a critical incident to frame my literature review I am, in essence, describing a 

breakdown or problem from the field, which in turn provides a cue to what to study in 

my literature review. Before going to the theoretical position of care and gender I will 

introduce a critical incident to situate my literature review.

The following critical incident occurred during my first weeks in the hospital. It was a 

public holiday when only one health assistant was on duty in the surgical ward. He was 

expected to provide care for a total of 35 patients. In order to get a sense o f the workload 

and dynamics of nursing/patient care it was agreed with the nursing management that I 

would spend some time on the ward on a public holiday.

A critical incident

I arrive on the ward at 08.05hrs to meet with Ato^ ‘A’ a male health assistant.^ He is the only 
member of staff on duty. When I tell him I am there to work with him he says: “We have one 
critical patient, a woman, intestinal obstruction, surgery last night.” We go to her bed, I notice 
she is lying on one sheet that does not fully cover the mattress, she has no top sheet and is 
covered with a blanket. She is shocked and frightened looking; she is also very cold and 
clammy. Her intravenous infusion is fully open to allow for the maximum level o f fluids to go 
through. The doctor is monitoring her vital signs. I ask about the rate o f  the drip, fearful that the 
woman may become overloaded with fluids. The doctor advises: “It is to run sfraight through, 
her blood pressure is low and she is low in fluids.”

We walk to the ward office where I ask the health assistant: “What will we do for the woman?” 
He replies: “Vita! signs and her intake and output.” I prompt'* for more, hoping he will mention 
her physical and comfort needs. The health assistant makes no further comment. I ask: “Is she

 ̂The term Ato is used to address men.

 ̂ The entire nursing, medical, paramedical, administrative and ancillary staff of the hospital were 
Ethiopian.

“ The purpose o f using a more tentative style of questioning i.e. prompting, was to facilitate the health 
assistant to respond from his own knowledge base and to enable a more participatory interaction as part of 
a change process towards improving patient care.
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on an intake and output chart?”  ̂ He looks in the chart and replies, “No.” I ask: “Are there any 
other critical patients?” (Remembering that I had seen the man with the head injury.) After a 
pause he replies, “Bed 1/11.” I ask the patient’s name, he does not know, he does not know any 
names. “Nobody does,” he tells me, and claims, “Names are difficult. Then, he looks at me. I 
say: “It is not my language.” I ask about the man with the head injury: “How did it happen?” He 
is unable to tell me.

The health assistant then turns his attention to setting a tray to unblock the urinary catheter of a 
woman who had had surgery three days earlier for an intestinal obstruction. I suggest that he 
washes his hands, but without effect. We both make our way to the patient’s bedside. He arrives 
at the bedside; he does not take a bed-screen with him. I request that we use one, placing my 
request within the context of how he or I might feel if  we did not experience privacy during such 
a procedure. He gets a three-sided screen, one side is broken off and all the curtains are dirty.

In the meantime a young woman of 16 years looks at me anxiously and calls me over. She was 
admitted some weeks back with gun shot wounds to her hip. She says something I don’t 
understand and she points to her abdomen as she balances on a bedpan. She has diarrhoea and I 
note the sheets are soiled. I indicate to her that I will give her a bed bath and change her. The 
health assistant tells me that there are no towels, face cloths or bed sheets. They are locked 
away; the head nurse has the key. I feel helpless. I ask about bed making on public holidays, 
when only one health assistant is on duty. He replies, “The relatives do it.” But, there is no bed 
linen. I continue to see the woman’s pleading, anxious face. I note too that this woman has not 
had her vital signs recorded for eight days; her blood pressure was recorded once, four days ago.

I return to the woman who is having her urinary catheter unblocked, her bed is wet but there are 
no sheets to change it and no equipment to give her a bed bath or to clean her skin. She too 
cannot have her physical and comfort needs met. In the next bed a woman with severe bums 
looks to me, I respond with a smile and 1 touch her hand but I am unable to offer any other form 
o f care. The relatives of another patient greet me with a smile. I don’t know what to do.

I go into the male ward and some of the men wave at me. (I feel they experienced my care -  
albeit minimal -  yesterday.) I call to see the man with the head injury; he is lying flat. His pupils 
are ‘pinpoint’ with a slight reaction to light; he is not on a head injury chart (though staff can tell 
me about the Glasgow Coma Chart^). I leave the male ward and walk to the two side rooms. 
There is a man there with an eye injury that is oozing copious amounts o f  pus from the dressing. 
I ask about changing his dressing. The health assistant replies, “The ophthalmologist does it.” I 
query this and I tell him, “The nurses [I later realise it was the health assistant -  nurses do not do 
dressings] did it yesterday.” Then he tells me there are no dressings, like the linen they are 
locked away and the key is with the head nurse. Today is a public holiday and they are all o ff

I am desperate and I feel very angry. I ask Ato ‘A’: “What can I do?” He suggests that I, “Go 
home.” I then say to the intern and later to the surgeon ‘B ’ (who came to visit a woman returned 
from theatre) that “the situation is inhuman and desperate and people should not be at risk 
because they come into hospital.” I suggest to them: “It is your responsibility to speak out.” 
Surgeon ‘B ’ replies, “I have but nobody listens.” He also states: “We can’t [speak out].” He 
goes on to say: “Surgery is easy it is the pre-op preparation and the post-op nursing care that 
makes a difference.” I agree and I add: “You need to keep saying that the situation is 
unacceptable until people hear you.” Surgeon ‘B’ talks about “people’s attitudes” and I say: 
“You must first start with your own attitude.” He speaks o f the energy he had when he came one 
year ago and of how he has lost some of it. I say: “Please don’t lose your energy, you need to use 
it.”

I face a great conflict to stay or to leave. I walk along the corridor and ask God for wisdom. I’m

 ̂Intake and output charts measure a patient’s fluid intake and urinary output.

® A chart used to record vital signs and levels of consciousness of patients with a head injury.



feeling desperate. 1 decide to leave.

(Fieldnote, 29/05/96)

The main features of this critical incident are a breakdown in caring and the inability of 

the cultural structural codes of practice within the hospital to provide for an 

environment of adequate care. In seeking to explore the literature to illuminate my 

understanding of care and caring I will discuss lay caring, nursing and caring, patriarchy 

and power. Lay caring, and nursing and caring will be debated without reference to the 

critical incident. Then, 1 will draw on the critical incident to explore the feminist 

I literature in relation to patriarchy and power. At the same time I will include elements 

I  of the debate on care and caring to provide the reader with a theoretical framework for 

I  this ethnographic study of the reality of working to improve patient care in a hospital in 

I  Ethiopia.

Lay caring

' A review of the literature suggests that caring as a concept, though difficult to describe, 

has two important elements; ‘relationship’ and ‘activity,’ the purpose of which is the 

•well being of another. Caring is ‘characterised by a move away from self (Noddings, 

T 984:17), in respect of helping another to grow towards self-actualization (Mayeroff, 

1972). Engrossment is a central feature of the move from self towards another, which 

according to Noddings (1984:17) is a selfless state where the caring-one sees the other’s 

reality as her/his own possibility, and the caring-one’s interests are displaced in favour 

of the interests of the cared-for. Noddings (1984:8) refers to ‘natural caring’ which she 

suggests is ‘so familiar to women’ and to ‘an ethic of caring’ that ‘arises out of our 

experience as women.’ (Though she does suggest that men can embrace a feminine 

ethic of caring just as women can embrace the masculine experience of a logical 

approach to ethics (Noddings, 1984:8).) She views caring from a feminine viewpoint, 

that is ‘feminine in the deep classical sense -  rooted in receptivity, relatedness, and 

responsiveness’ (Noddings, 1984:2).^

’ Nell Noddings’ (1984) view of caring could be viewed as an essentialist position on gendered roles and 
as such is problematic.



ile acknowledging the need for action as part of caring, Noddings considers the 

caring act to be a selfless act, the purpose of it being to protect and enhance the welfare 

of the cared-for. Caring acts are both a response and a reaction to the wants and desires 

jof a ‘particular other’ that involve acting ‘with special regard for the particular person in 

ja concrete situation’ (Noddings, 1984:24). Campbell (1984:91) illuminates our 

understanding of the notion of ‘particularity’ as follows:

At the level o f  human knowing the considerations o f  particularity make it inevitable that no 
person can have adequate knowledge o f what is best for the other, i f  that knowledge is to be 

j regarded as possessed solely by one partner in an interaction. The other must reveal his or her
: particularity and true welfare of the other must always be sought by sharing.

■|rhe notion of sharing within an African ethic is articulated by Haegert (2000:492) in the 

following African proverb: “‘A person is a person through other persons”, or its 

Alternative rendering: ‘I am because we are: we are because I am.’” Haegert (2000:496) 

illuminates our understanding of compassionate sharing within the traditional African 

Concept of ‘Ubuntu.’ She cites Archbishop Tutu.

[W]ithout Ubuntu, one lacked an indispensable ingredient to being human . . .  It denoted the 
quality o f  being human and so also humane. The person who had Ubuntu was known to be 
compassionate and gentle, [and] used his strength on behalf o f  the weak, . . .  did not take 
advantage o f  others -  in short he cared, treating others as what they were, human beings. 
(Haegert, 2000:496)

According to Haegert (2000:499) caring is about Ubuntu, it is freely chosen, involves 

knowing the patient (and family) as persons and community and is done for the patient’s 

sake.

Caring is not rule-bound, though rules may influence the caring-one’s decisions about 

what needs to be done. According to Noddings (1984:16-18) both situational conditions 

and the type of relationship between the caring-one and the cared-for influence caring, 

and conflict and guilt are inescapable risks of caring. Conflict and guih are viewed, not 

within the material world of caring, but within the dynamic of the relationship between 

the caring-one and the cared-for, for example, when the caring-one has to decide when 

‘more than one cared-for demands her engrossment’ (Noddings, 1984:18).



Criticisms of Noddings’ ideas about caring can be made in response to her view that 

caring involves a selfless relationship with another, and her view about natural caring 

as a ‘familiar’ activity to women (Noddings, 1984:43). Condon (1991:17) posits that 

Noddings’ construction of caring has the potential to be exploitative of the caring-one, 

and to reinforce the oppressive expectation that women should be selfless carers. 

Noddings’ failure to look at the material basis for caring beyond what she sees as 

responding to another person’s wants and desires, allows her, in the words of Graham 

(1983:28) ‘to run dangerously close to essentialism,’ where women’s roles are seen to 

be biologically driven rather than being influenced by the social structures of society. 

iWalby (1990) too is critical of seeking to understand phenomena within a framework of 

tiological attributes. She stresses, instead, the need to look at other attributes of social
I

Isignificance such as ‘how individuals come to adopt personal identities as masculine or 

jfeminine, and how the content of these are determined’ (Walby, 1990:90).

Hilary Graham (1983) in her paper on caring describes caring as ‘a labour o f love,’

which she views as central to the reproduction of society and to the maintenance of the
I
physical and mental health of its work force. Caring as love relates to identity with the

(ared-for, caring as labour refers to activity on behalf of the cared-for; both identity and
1

(Activity acknowledge “being” and “doing” as elements of caring. Graham (1983:20-21)

argues for the inclusion of both elements -  “being” and “doing” -  in any deconstruction

of caring, since to make a distinction ‘misrepresents women’s caring role,’ and allows

for caring as a concept to be used to mark the boundaries between male and female

work. She considers caring as a labour process, a process which, to date, ‘largely

remains outside commodity production,’ and a process which is ‘experienced as an

unspecific and unspecifiable kind of labour,’ where the contours are constantly shifting

(Graham, 1983:21,26). Later in this chapter, 1 will argue that within health care, caring
• 8can be viewed as a labour process towards ‘commodity’ production.

* Michael Taussig (1992:84) argues in his book "The Nervous System’ that medical practice essentially 
reifies the patient and her or his experience of illness and disease as ‘things’; what he terms ‘the 
thingification o f  the world, persons, and experience.’ ‘Thingification’ is organised and reconstituted by 
market exchange and commodity production. Furthermore, Taussig (1992:86) contends that the doctor- 
patient relationship is both a technical and a social relationship, and in the case o f  the latter reinforces the 
culture’s underlying premise in a most powerful manner. Seedhouse (1986:34-36) uses the term 
commodity to explain one theoretical approach to our understanding of what health means. He suggests 
that the notion o f health as a commodity stems directly from the approach of medical science and a belief 
that health is a thing -  albeit an amorphous thing -  which can be supplied.

24



Like Noddings (1984), Graham (1983) views caring work, characteristically, as 

women’s work, describing it as more than the universal feelings women have but also 

the specific kind of labour they perform in society. Unlike Noddings, however, Graham 

(1983) argues that ‘caring-as-women’s-work’ is socially constructed rather than an 

instinctive innate phenomenon. According to Graham (1983:30) within a socially 

constructed and gendered world, the experience of caring provides a vehicle for women 

to be accepted into and to feel a sense of belonging to the social world. This allows 

women to occupy their place in society: in the private world of the home as wife, mother 

or daughter, in the public world through formal caring as nurses, secretaries, cleaners, 

teachers, social workers (Graham, 1983:30). One participant in Juntunen and 

Nikkonen’s (1996:539) study of Tanzanian nurses articulated how her place in society 

was achieved through caring. She said: T am proud of being a nurse. 1 have completed 

an integrated nursing training (general nurse and midwife) and got a certificate to 

practice nursing and the nation recognizes me when I am practising’ (Juntunen and 

Nikkonen’s 1996:539).

Men, on the other hand, negotiate their social position through something recognised as 

‘doing’ ‘knowledgeable,’ ‘thinking,’ ‘skilled work’ (Graham, 1983:30). In her 

exploration of caring as a gendered concept, Miers (2000:127) states:

W omen’s responsibilities for care have been seen as constraining and controlling women by 
denying them equal opportunities in the labour market. In the workplace, caring activities, 
defined as emotional labour and emotion work, are unrecognised and unrewarded because they 
are seen as women’s natural skills, emanating from the domestic sphere.

Anne Griffin (1980) examines the cognitive, moral and attitudinal aspects of caring. 

She like Graham (1983) describes two aspects of caring -  activities and attitudes. 

Attitudes represent the feelings underpinning the activities and are grounded in the 

caring-one’s perception and judgement of the cared-for’s need at a particular time. 

Griffin (1980:264) suggests a link between attitudes and activities, which she terms 

‘attention.’ Attention, she believes, is the catalyst necessary to change attitude to action; 

it is the outcome of ‘seeing’ which in tum is the outcome of ‘looking’ (Griffin, 

1980:264). A person has to have ‘clear vision’ in order to see, which according to 

Griffin, (1980:264,265) is both ‘a result of moral imagination and moral effort’ (citing 

Murdoch, 1970), and is motivated by the fundamental moral principle of respect for



persons. The notion that caring is a moral effort (Griffin, 1980) is not fully supported 

by Fry (1988). She believes that moral content is not always present in caring acts, 

since moral content suggests viewing caring within four parameters. They are: an 

ultimate or overriding value to guide one’s actions’; ‘a universal value applied to all in 

similar circumstances’; a process involving certain preferred behaviours such as 

empathy, support, comfort etc.; and regard for others and not just for one’s own welfare 

(Fry, 1988:48).

Milton Mayeroff (1971:2) is of the opinion that the self-other dynamic of caring benefits 

both the cared-for and the caring-one. In the case of the former, its purpose is growth 

and self-actualisation; in the latter case it allows for one’s values and activities to be 

ordered around it, thus providing a vehicle through which the meaning of life can be 

lived (Mayeroff, 1971:2). This suggests that caring is a fundamental principle of living 

and that, rather than viewing it as something that involves regarding others and not just 

one’s own welfare -  which implies a moral stance -  it essentially regards both self and 

other simultaneously. Thus, in the absence of caring, there is in addition, an absence of 

an opportunity for people to live the meaning of life. Mayeroff s (1972) idea of caring 

is problematic, particularly in a society which views caring work as women’s-work 

(innate, Noddings, 1984, socially constructed, Graham, 1983). To pursue Mayeroff s 

model of caring, without seeking to look first at who cares and the context in which 

j  people find themselves caring, is to acknowledge caring as something that is always 

.■Hbeneficial and clearly this is not always the case. Graham (1983:25) points out that 

]1 deciding what constitutes caring work is ‘determined as much by who does it as by what 

l i s  done.’ Furthermore, for women economic dependency and poverty is the cost of
'■‘h

caring, while for men and children economic dependency and poverty is the cost of 

■!|-being cared for (Graham, 1983:25).
■ -vJi

' r'X 
.'■T-
'■'fit:'.

■ ̂ Moving beyond the notion of caring as principled work, Mayeroff (1972) presents 

knowledge as a major ingredient of caring. Knowledge of ‘who the other is, what his 

powers and limitations are, what his needs are, and what is conducive to his growth’ is 

important in order to understand the other’s needs and to respond properly to them 

(Mayeroff, 1972:19). The need for knowledge of the other fits with Noddings’ 

(1984:24) idea of the importance in caring of the ‘particular other’ rather than the
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‘general other.’ To have knowledge of another is to know somebody, which in turn 

suggests some sort of a relationship or involvement with her or him. Mayeroff 

(1972:54) refers to this involvement as an ability, ‘to be with him in his world, “going” 

into his world in order to sense from the “inside” what life is like for him .’ ‘Being with’ 

as an element of caring is used in Graham’s (1984) discourse on caring, while the 

importance of relationship within caring is acknowledged by Beimer (2000), Benner and 

Wrubel (1989), Doona et al, (1997), Griffin (1980), Kitson (1987) and Noddings (1984).

Knowledge of self, of one’s powers and limitations, is also an essential element of

caring (Mayeroff, 1971:31). According to Mayeroff (1971:23) caring for another must

not involve domination or power, it must involve patience and allow the caring-one to

respond to the cared-for’s needs ‘in his own time.’ When one reflects on Graham’s

(1983) account o f women’s deal in the caring role -  poverty and dependence -  it is j

difficult not to be critical of Mayeroff s (1971) assertion about the need for an absence |

of domination and power in caring work. Such a value, it could be argued, has enabled I

those who provide care to be seen as powerless or to have less power than others \

(Walby, 1990); it has allowed them to be dominated by others both in the private sphere j

of the home (Walby, 1990) and the public sphere of professional caring such as nursing |

(Jacques, 1993) and has contributed to the devaluing of caring (Graham, 1983). In other *
i

words the relationship between power, caring and status is problematic. Walby I

(1990:31) contends that powerful workers are ‘more likely to be able to get their jobs 

designated as highly skilled than less powerful ones.’

Besides knowledge of self and other, both general and specific knowledge are major 

ingredients o f caring, general knowledge meaning ‘knowing how’ and specific 

knowledge ‘knowing that.’ Knowing how implies communicative knowledge or 

‘subjective’ knowledge and knowing that implies cognitive knowledge or ‘objective’ 

knowledge; the latter is more easily verbalised while the former involves implicit 

knowledge, which is sometimes difficuh to articulate (Mayeroff, 1971:21). Mayeroff 

(1971:21) remarks on the inability to articulate implicit knowledge by suggesting that 

one reason why we fail to realise the amount of knowledge integral to caring is ‘our 

habit sometimes o f restricting knowledge arbitrarily to what can be verbalised.’ Viewed 

within a gendered world, this ‘habit’ can, I suggest, be accounted for within the practice
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of viewing the world within a reductionist-positivist framework, what Graham 

(1983:14) terms as ‘the deficiency of a scientific apparatus which is blind to the very 

phenomena we wish to make visible.’ This view is supported by Jaques (1993:1) who 

states:

Caring activity, though critical, has been largely invisible because caring practices have been 
observed and interpreted predominantly through systems o f  knowing (medical and administrative 
science) within which expertise [original italics] within a domain, rather than caring across expert 
domains, is valued.

Belenky et al (1997:146) refer to such invisibility as silence in a world which values the 

words o f ‘male authority.’

Another element of caring identified by Mayeroff (1972) is “doing.” Caring as “doing” 

involves both doing something and doing nothing and having the knowledge to know 

which action to take (Mayeroff, 1972:22). Graham (1983) supports the idea of “doing” 

as part of caring. Activities of “doing,” particularly at times of sickness and death, 

involve intimate caring such as keeping the cared-for comfortable and clean.

This review of the literature suggests two approaches to our understanding of lay caring. 

In the first approach, caring is viewed as a dynamic relationship between the caring-one 

and the cared-for, a dynamic that is both expressive and instrumental. Central elements 

jwithin this framework are selflessness and engrossment (Noddings, 1984), beneficence 

[(Griffin, 1983; Mayeroff, 1971) and knowledge (Mayeroff, 1971; Noddings, 1984). The 

caring-one is expected to have knowledge of the cared-for, to act out of interest towards 

shelping the other person to achieve growth and development, and to maintain the other’s 

■■personal integrity (Griffin, 1983; Mayeroff, 1972). Knowledge of what actions are 

appropriate to achieve that growth and development is important. Caring is seen to 

benefit both parties to the relationship, the cared-for’s growth and development 

(Noddings, 1984) and in the case of the caring-one, caring is seen to order values and 

activities and to provide a medium through which to experience the meaning of life 

(Mayeroff, 1972:65-68). Whether or not caring represents a moral effort is not agreed 

upon. One author suggests that a moral stance motivates caring (Griffin, 1980) while 

another argues that caring is ‘not necessarily a moral value’ (Fry, 1988:48). Mayeroff 

(1971:27) views an absence of power and domination from the caring relationship as



necessary, while Noddings (1984) proposes that conflict and guilt are inescapable risks 

of caring. Caring as a woman’s-activity is presented by Noddings (1984) who views it 

as innate, while on the other hand Graham (1983) presents it as a social structure within 

a gendered world. The use of a second framework, which acknowledges a material 

world, alerts us to the potential of exploitation within the caring relationship (Graham, 

1983). Furthermore, it illuminates our understanding of why women are viewed as 

carers and why caring work is largely invisible (Jacques, 1993; Walby, 1990). Having 

explored the concept of lay caring, I will now turn to examine elements of caring in 

relation to nursing; particularly, to find out how an analysis of the cultural, structural 

world of nursing can further illuminate our understanding of what it means to care in the 

public world.

Nursing and caring

Caring usually occurs in the community by those with whom the cared-for has an 

emotional attachment, that is, family, friends and/or neighbours. When caring 

relationships are put under pressure within the resources of family, friends and/or 

neighbours the external support provided, in many cases, comes from the nursing 

profession. This support can be sought because of any or all of the following: a lack of 

appropriate knowledge or skills, a lack of commitment, and failure or inability to 

support the integrity of the person who needs the care (Kitson, 1987:159,160). 

fProfessional caring may also be necessary because of an illness experience. This can be 

an acute or chronic illness where people are no longer able to care for themselves, and 

where the demands of the illness place further stress on either the cared-for, or the 

caring-one’s ability to continue to care; for example, when a family member can no 

longer care for a sick relative at home.

The principal characteristics -  expressive and instrumental -  of a lay caring relationship 

underpin the professional caring relationship between a nurse and patient, though 

because of the complexity of the professional relationship they can be more difficult to 

identify (Kitson, 1987). The nurse-patient relationship occurs in a complex social world. 

As in the case of lay caring, professional caring does not occur in a cultural vacuum;



there is an interrelationship between social structure and nursing care practices (Davies, 

1995:145; Leininger, 1981:95; Leininger, 1988:47). Thus, the complexity o f the 

professional relationship that is nursing cannot be viewed solely in terms o f the 

characteristics o f lay caring; it must also include the organisational life within which it 

occurs. That organisational life is a gendered life (Davies, 1995), one which allows for 

the transfer o f  what Walby (1990) terms the practices o f  private patriarchy to the public 

world o f  the nurse-patient relationship.

Caring is viewed as the essence of nursing, and the central and pre-em inent purpose o f 

its function (McFarlane, 1976). However, Morse et al, (1990:11) believe: ‘Although 

caring has been called the glue that holds nursing together, at this tim e it does not 

appear to have the pragmatic implications necessary for the practice o f  nursing per se.’

Dunlop (1994:34) cautions against claiming nursing as 'the form o f caring,’ suggesting 

instead, that we view it as ‘a  form o f caring’ [original italics]. She is also sceptical 

about ‘ever spelling this out in detail, as universalistic nursing theories have attempted 

to do’ (Dunlop, 1994:34). More recently, Stockdale and W arelow (2000:1258) argue 

that w hile care is an appropriate or worthwhile ideal for nursing, it cannot be an 

‘overriding ideal’ because o f the paradoxical nature o f professional caring which 

involves relational and contractual elements. In seeking to explore the paradoxical or 

contradictory nature of caring, Stockdale and Warelow (2000:1262, referring to 

Warelow, 1996^) point to the context in which nursing care takes place and how caring 

is specific to the socio-economic and technical status o f the institutions o f care. 

Furthermore, the contractual nature o f employment as a professional carer challenges 

the ideal o f caring as a superior ideal, since ‘the personal involvement required for 

sincere caring means it should not be manipulated or coerced for money. [While] 

Commitment to care only in so far as it involves a payment suggests hypocrisy and 

offers only an illusion o f caring’ (Stockdale and Warelow, 2000:1262).

Attitude is seen as an important element o f caring in nursing; for example, the moral 

attitude o f  respect for people is viewed as the principal motivation o f caring action in

Warelow, Philip (1996) Is caring an ethical issue? Journal o f  Advanced Nursing 24, 655-661.
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nursing (Griffin, 1983:292). According to Kitson (1987:164) professional or nursing 

caring makes the attitude of respect for persons ‘more explicit,’ and the ‘extent to which 

professional carers set themselves up as a specialist service’ is the difference between 

lay caring and professional caring. Griffin (1983) illuminates our understanding o f what 

might be involved in the process of changing an attitude o f respect for another to an 

action o f caring for another. She suggests that caring professions may be seen as the 

organisational bodies whose responsibility it is to build the best structures to bring about 

a service of care (Griffin, 1983:290). According to McFarlane (1976:189), in nursing 

this service o f care is shared with patients, their relatives and other health professionals. 

Henderson articulates the service of nursing care:

The unique function of the nurse is to assist the individual, sick or well, in the performance o f  
those activities contributing to health or its recovery (or to a peaceful death) that he would 
perform unaided if  he had the necessary strength, will or knowledge. And to do this in such a 
way as to help him gain independence as rapidly as possible [original italics]. (Henderson, 
1991:21 )

The nature of caring in nursing is seen to benefit both the nurse and the patient (Benner, 

1984; Benner and Wrubel, 1989; Bolton, 2000; Clarke and Wheeler, 1992; Doona et al, 

1997; Griffin, 1983; Kirby, 1995; Kirby, 2000; Woodward, 1997). Watson (2000:103) 

describes it as “soul care” or the ‘spiritual growth’ of the caring-one and the cared-for. 

Condon (1992:16) considers the potential of mutual benefit to be a motivating or 

influencing factor in caring. In a small qualitative study by Clarke and Wheeler in the 

United Kingdom (1992:1286), the informants -  six staff nurses -  stated that the giving 

of self was very important but, even more important to them, was ‘the understanding 

that the nurse would not only give of herself but gain something from the process by so 

doing.’ A more recent qualitative study by Bolton (2000:584) of gynaecological nurses, 

also in the United Kingdom, supports the potential for mutual benefit in the nurse- 

patient relationship. While acknowledging the anxiety associated with caring for 

patients, nurses described how opportunities ‘to offer something extra, an additional 

kindness that goes beyond the professional caring role’ provided self-satisfaction in a 

job well done (Bolton, 2000:584). Tanzanian nurses in Juntunen and Nikkonen’s 

(1996:539) study spoke of how patients’ recovery provided them with both job 

satisfaction and the motivation to continue.
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However, the notion of shared beneficence in nursing does not go unchallenged. 

Although Woodward (1997:1000) accepts the potential of reciprocal beneficence in 

professional caring she suggests that self-interest is not a legitimate consideration. This 

implies support for the notion of selflessness within caring, as outlined by Noddings 

(1984). While supporting the concept of selflessness, Griffin (1983) is more tentative in 

her deliberations on the sense of self and other in caring. She refers to the need for 

‘some liberation from self-centredness towards awareness of others needs’; ‘maturity’; 

‘knowledge of self; and an ability to ‘clear one’s mind of self-oriented concerns and 

obsessions’ (Griffin, 1983:292).

In the public world of paid work, the reality of selflessness as a motivation to care is 

difficult to understand, since it is likely that one motivating factor in influencing 

whether one cares, or not, is the benefit of a financial reward. Since such caring is 

likely, in part, to be ‘rule-bound’ or, in other words to be influenced by the conditions 

and circumstances of one’s employment. This in turn is likely to influence the type of 

caring which is provided, and to dilute what Griffin (1980), Kitson (1987) and Mayeroff 

(1972) view as a principal motivating factor in caring, ‘respect for others.’ The notion 

of a hierarchy of motives in caring fits with Stockdale and Warelow’s (2000:1258) 

understanding of the paradoxical nature of caring.

So strong is the belief that caring in nursing is motivated principally by the moral 

attitude of respect for persons (Griffin, 1980 and Kitson, 1987), that Woodward 

(1997:1002) believes there is a potential for loss of caring skills should learners be 

motivated by a need to acquire an academic qualification rather than a desire to care for 

others. She believes, also, that new entrants to nursing require good role models to 

make ‘available expressive skills for cultural transmissions’ (Woodward, 1997:1002). 

This suggests a need to be “other” focused or an understanding of nursing as a 

vocation.**  ̂ The idea of nursing as a vocation is supported by the participants in

Vocation is defined as ‘a strong feeling or fitness for a particular career or occupation (in religious 
contexts regarded as a divine call)’ (The Concise Oxford Dictionary, 1995:1569). Florence Nightingale 
(1859) described what she viewed as fitness for nursing:

Every nurse should be one who is to be depended upon, in other words, capable o f  being a 
“confidential” nurse. She does not know how soon she may find herself placed in such a 
situation; she must be no gossip, no vain talker; she should never answer questions about her sick
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Bolton’s study (2000). However, this may reflect a Western phenomenon of nursing 

rather than a universal phenomenon of nursing. For example, Schuster (1981:79 cited in 

Holden, 1991:76) suggests: ‘It does not follow . . . that young women recruited to nurse- 

training programmes in countries of the Third World fit into the western cultural 

paradigm . . .  in terms of their own motivation to enter professional training.’

A small descriptive study by Juntunen and Nikkonen (1996:539) describes how 

Tanzanian nurses were attracted to nursing by nurses’ behaviours of helping and caring, 

the practical knowledge and the nice uniform. In a 'brief examination' of nurses and 

their poor working conditions in a hospital in Uganda in the mid 1980's, the reasons 

given for becoming a nurse included attraction to the uniform; encouragement from 

parents; being considered the gentle and caring one in the family and failure to get into 

any other form of higher education (Holden, 1991:79). Reasons for continuation in 

nursing included an opportunity to earn money; ‘side benefits (sometimes illegal) such 

as petty theft and illegal payments demanded from patients’; opportunities for housing 

and transport; being a ‘born nurse’; being ‘religious’; the social aspects of hospital life 

and the opportunity to escape from a ‘difficult and dangerous home life’ (Holden, 

1991:79). Against this backdrop of motivation, one which embraces other values 

besides the value of respect for others, and the notion of nursing as a vocation, nurses 

were seen to no longer know how to look after patients and to treat them ‘as furniture’ 

(Holden, 1991:79). Juntunen and Nikkonen (1996:540,541) in their study found some 

non-caring aspects of professional care that included ‘a superior attitude’ and the 

‘neglect of the patients’ basic needs,’ which in turn placed an excessive responsibility 

for comfort and safety needs on the patients’ untrained relatives. Notwithstanding these 

findings, the nurses in their study did distinguish protection, encouragement and 

comfort as the main elements of nursing (Juntunen and Nikkonen, 1996:540,541).

except to those who have a right to ask them; she must, I need not say, be strictly sober and 
honest; but more than this, she must be a religious and devoted woman; she must have a respect 
for her own calling, because God’s precious gift o f  life is often literally placed in her hands; she 
must be a sound, and close, and quick observer; and she must be a woman o f  delicate and decent 
feeling.

According to Jones (1994:470) the ideology o f  ‘vocation’ was employed by nurses to ‘puriiy and uplift’ 
what were primarily the dirty jobs o f nursing: that is, caring for the bodily needs o f  the sick. More 
recently the alternative ideology o f ‘professionalism’ has emerged. However, Davies (1995:152) cautions 
against going down the cul-de-sac of old professionalism defined by patriarchal and hierarchical values.
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Primarily the nurses considered themselves as part o f a medical team and operated 

within Western academic medicine; technical know-how was viewed as a particularly 

important part of their work, whereas African folk medicine was opposed ‘at least 

formally’ (Juntunen andNikkonen 1996:543).

In discussing their findings Juntunen and Nikkonen (1996:543) acknowledge how 

nursing care was affected by contextual factors including deficient material and 

technical resources, overcrowded wards and low wages. Holden (1991:80), too, 

attempts to contextualise the nurses’ motivation to care, by describing ‘a situation where 

chaos and disorder threaten constantly to be the prevailing norm.’ Thus it appears that 

both the desire to care and the ability to care is much more than a moral attitude of 

respect for persons, or the presence or absence o f a vocation. This is supported by 

Stockdale and Warelow (2000), who suggest modifying the idea o f professional caring 

to take cognisance o f the complexity of relational, contractual and contextual issues in 

caring. They state:

Caring for several patients in a relational way . . .  requires a profound emotional investment. It is 
not psychologically possible. Tensions increase when competing demands for care from work, 
family and social life make caring in the relational sense impossible. Nurses have merely varying 
amounts of energy, freedom, altruism and self-esteem to invest in patients who are only part of a 
rapidly changing complex system. (Stockdale and Warelow, 2000:1263 referring to Norris, 
1989")

According to Leininger (1988:50), a nurse anthropologist, caring behaviours and 

processes are related to and can be understood by ‘social structure in most cultures.’ In 

seeking to understand the relationship of culture to care, Leininger developed a 

transcultural model of nursing. Its purpose is to help nurses to ‘understand the values 

and beliefs o f different cultures and to respond to such cultural differences and 

similarities in a sensitive and knowing way’ (Leininger, 1978 cited in Wilkins, H. 

1993:603). Rajan (1995:452) describes transcultural nursing as a suitable model o f care 

‘allowing clients to express their cultural differences and in response to provid[ing] 

culturally congruent care.’ Furthermore, Leininger (1997:22) believes that: ‘Nursing 

service and other major organizations need to become transcultural institutions.’

“ Norris, C. (1989) To care or not to care -  Questions! Questions! Nursing and Health Care 10, 545- 
550.
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However, transcultural nursing has been criticised by Mulholland (1995:442) for being 

vague, deficient in its theorisation of power and suspect in its conceptualisation of 

culture. Mulholland (1995:22) views it as inadequate for the critical examination of the 

socio-economic and poUtical dynamics of nursing relations. Thus, it seems that the 

model o f transcultural nursing has limited value in this study and it will not be pursued 

further in this literature review. It is suggested, instead, that a more relevant conceptual 

framework to view the context of care and non-care is the concept o f a gendered world 

(Davies, 1976, 1995) and the notion of patriarchy and in particular the idea of public 

patriarchy (Walby, 1990, 1989). These will be explored in greater detail later in this 

chapter, when I analyse the critical incident outlined at the begirming of the chapter.

One way to ensure culturally sensitive care for the individual is to have knowledge of 

the patient. Evidence from the nursing literature supports the importance o f knowledge 

of the patient to enable caring (Kitson, 1987; Liaschenko, 1997; Liaschenko and Fisher, 

1999; Macleod, 1994). Liaschenko and Fisher (1999:29) theorise a range o f knowledge 

necessary for the conduct of nursing work.

Case knowledge is general knowledge o f pathophysiology, disease processes, pharmacology, and 
other therapeutic protocols. Patient knowledge is the knowledge that defines the individual 
within the health care system, the knowledge expressed in the individual’s response to 
therapeutics, and the knowledge that enables nurses to move the recipient o f  care through the 
health care system and along the illness trajectory. Person knowledge is knowledge o f  the 
individual as a subject with a personal biography who occupies a certain social space and who 
acts on his or her own desires and intentions for reasons that make sense to him or her.

Case knowledge is described as ‘highly general.’ Patient and person knowledge is 

engagement knowledge and is ascertained from direct interaction with the patient. 

Knowledge which links all three is described as social knowledge. Social knowledge, 

which links case with patient knowledge, is knowledge of the everyday world of health 

care organisations, while social knowledge, which links patient and person, is social, 

cultural knowledge of the everyday world of the individual (Liaschenko and Fisher, 

1999:34-37). The patient’s illness, her or his illness experience and location determine 

the extent to which each type of knowledge is used in the health care system 

(Liaschenko and Fisher, 1999:29). Doona et al’s (1997) construct of nursing presence 

provides a potential framework for understanding how a nurse might gain what 

Liaschenko and Fisher (1999) term ‘social knowledge.’ Nursing presence is defined as:
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An intersubjective encounter between a nurse and a patient in which the nurse encounters the 
patient as a unique human being in a unique situation and chooses to spend herself on the 
patient’s behalf, while at the same time the patient invites the nurse into his experience . (Doona 
e ta l 1997:12)

According to Doona et al (1997:7) presence is more than a simple nursing action or a 

technique, neither can it be taught. On the other hand, they contend that it can be 

cultivated through the help of experienced nurses (Doona et al, 1997:13). The notion of 

cultivating principles of nursing practice supports Woodward’s (1997) view of the need 

for good role models for new entrants to nursing. Nursing presence is more than being 

present in physical proximity to the patient; rather, it is ‘existential,’ meaning the 

uniqueness o f the patient, nurse and place, and ‘essential,’ meaning fundamental to the 

nature o f nursing (Doona et al, 1997:13). The affective or expressive behaviour of 

‘being with’ the patient (Clarke and Wheeler, 1992; Forrest, 1989 and Morse et al, 

1990); the instrumental behaviour of ‘doing to’ the patient (Morse et al, 1990) and the 

freedom, autonomy and imagination of the nurse (Griffin, 1980) could, I suggest, be 

accommodated within the notion of nursing presence as defined by Doona et al (1997). 

However, in relation to nursing as personal presence of the caregiver in both ‘doing to’ 

and ‘being with,’ Sabatino (1999:376,381) cautions that it cannot be readily measured 

nor can ‘real care’ be achieved when the system that delivers care appears not to value 

it.

While the need to value caring suggests a societal worth or desirability, nurses too relate 

to their own worth as an influence on caring. For example, nurses in Clarke and 

Wheeler’s (1992:1287-1288) study viewed the ability to care as ‘innate’ and 

‘instinctive’ and to be influenced by personal experiences of receiving care and being a 

caregiver, and by nurses’ own coping strategies and supportive personal networks. 

Their suggestion that knowledge and skills, through education (Clarke and Wheeler, 

1992:1287) can help caring indicates how a system might value nurses as carers, 

through the provision of opportunities for professional development.

On the other hand, frustrations in caring are influenced primarily by the physical and 

human structures in which caring take place (Clarke and Wheeler, 1992:1287). This is 

supported by Williams’ (A.M. 1998) study of staff nurses in an acute-care public
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hospital in Western Australia. Her small qualitative study found that inconsistency in 

the standard o f nursing care was associated with the availability o f human and physical 

resources. Nurses experienced dissatisfaction and stress when quality care was not 

delivered. In response nurses engaged in ‘selective focusing’ -  self-focusing, needs 

focusing, patient focusing and quality focusing -  in order to cope with the difficulties 

they encountered in their work (Williams, A.M. 1998:812-813).*^ An earlier, small 

qualitative study in Canada, by Forrest (1989:818), indicated how nurses are afforded 

protection by focusing on tasks, when the demands o f caring seem ‘too great.’ 

Essentially focusing allows nurses to distance themselves from the patients; it 

compromises the ‘being with’ within the notion o f caring. According to Doona et al 

(1997:14) nursing presence acts as an antidote to the depersonalisation of health care; it 

reduces the potential for distancing and detachment in compromised structures of 

economic technologized and corporate-dominated managed care. However, the ability 

and capacity to be present cannot be assumed or taken for granted. Haegert (2000:494), 

writing from a South African perspective, articulates this succinctly when she says:

The person learning to exercise ethical care needs to be nurtured like a seedling. A  transplanted 
seedling needs protection until there is stability between soil and roots. For a person this stability 
will be created between the climate o f their work environment and the public caring o f  its 
personnel.

Abdullah (1995:719) adds the need for provision of ‘quality’ education in order to 

achieve quality individualised patient care, which concurs with the findings of Clarke 

and Wheeler (1992).

Central elements found within the literature on nursing and caring include the primacy 

of caring as a value within nursing, and the pivotal role nurses play in making the ward 

work. The idea that caring is part of the commodity production of curing is advanced. 

Knowledge is viewed as important in order to care. Finally nursing as presence and the

Anne M. Williams (1998:812-813) describes selective focusing as a ‘basic psychological process,’ 
which consists o f  four phases. Deciding on which phase to engage in is influenced by the perceived 
amount o f  time available, the level o f  stress experienced by the nurse and a need to balance work 
satisfaction with the safety needs o f the patients. Self-focusing is a personal preservation strategy; needs 
focusing involves prioritising patients needs to match the time available; patient focusing involves 
selection o f  particular patients for the provision o f both physical and psychosocial care and finally quality 
focusing which essentially means being there totally for a very ill patient.
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need to nurture the environment of care is described. The next section will explore the 

notion o f a gendered world and how it might influence nursing care.

Nursing care, gender and patriarchy

Carol Thomas (1993:649) articulates her concern that concepts o f care can only be 

partial representations, or segments of the totality o f caring. According to Tronto (1987) 

it is necessary to explore care as a value in relation to other values o f public life in order 

for it to be taken seriously. Some authors, (Benner, 1984; Doona et al, 1997; Leininger, 

1988: Sabatino, 1999; Stockdale and Warelow, 2000 and Warelow, 1996) articulate the 

need to contextualise the debate on nursing care. However, much o f the nursing 

literature on caring is devoid of any debate on the cultural structural world that may or 

may not facilitate the development of the nurse-patient relationship and the performance 

of nursing care. Griffin (1983:289), for example, while viewing the nurse-patient 

relationship as the structure of caring, and the performance o f duties as the activity 

which ‘enshrines caring,’ does not refer to the contextual structures which may or may 

not influence caring, beyond acknowledging that economic and institutional pressures 

might be ‘severely at odds’ with their achievement. According to Dunlop (1994:40) 

there is a need for concurrent critical consideration of both caring itself and the 

structures in which people are expected to care. She suggests the potential o f feminism 

in this endeavour (Dunlop, 1994:40).

According to Chinn and Wheeler (1985: 76) a basic tenet of feminist theory -  that 

women are oppressed -  can provide a framework for understanding the most persistent 

problems in nursing -  traditionally a woman’s occupation. They state: ‘Nursing practice 

typically occurs in the oppressive, reductionistic milieu of the patriarchal order -  the 

hospital -  which does not foster, tolerate, endorse, nor approve nursing practice based 

on nursing’s own theories and values’ (Chinn and Wheeler, 1985:76).

Celia Davies (1995:13) articulates the need to appreciate the ‘gendered ground’ on 

which struggles for understanding and efforts to develop nursing practice actually take 

place. She proposes that hospitals, like other organisations, are not ‘gender-neutral
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spaces’ and recognition that gender is deeply embedded in the design and functioning of 

organisations allows for an understanding of masculinity and femininity as cultural 

codes (Davies 1995:44).'^ She suggests the view that cultural codes enable the daily 

functioning o f the organisation, and stresses that gender is in, and of, itself a ‘daily 

resource’ (Davies, 1995:45). How, then, can caring be viewed within the gendered 

organisation of health care?

According to Jacques (1993:7), nursing exists in a social and organisational world 

primarily concerned with medical, administration and laboratory science and principally 

developed and shaped by, and for, male experience. Nurses are the “people in-between” 

where the delivery of their care occurs under the scrutiny o f two ‘rather powerful’ 

individuals: the patient and the doctor (Bishop & Schudder, 1990:20 referring to 

Engeldardt, 1985). The in-between position of the nurse allows for ‘connecting,’ which 

according to Jacques (1993) allows for the conveying of information between one party 

and another. Connecting facilitates, inter alia, the delivery o f information to doctors 

who ‘can concentrate on their specialized work, confident that such knowledge will just 

appear when needed’ (Jacques, 1993:3). Latimer (2000:52) refers to this type o f activity 

as ‘nurses act[ing] to extend the medical gaze.’ Such activities do not represent an 

authentic partnership of difference but rather the activities of a support worker (the 

nurse) who has ‘similar viewing lens as medicine’ (Latimer, 2000:52). Essentially 

connecting can be viewed within what Davies (1995:47) refers to as ‘the business of 

doing gender/doing work,’ which she states is a familiar activity to nurses. Bermer 

(1984:216) interprets nurses’ ability to work the system as power, albeh from a position 

of low status in the hierarchy.

13
Cultural codes within masculinity value separation, autonomous action, agency in the world, self-esteem  

and self-love. Feminine cultural codes, on the other hand, imply selflessness, self-sacrifice and orientation 
towards the needs o f  others (Davies, 1995:27-28).

The notion o f  patients as powerful is contestable. For example, Latimer’s (2000:71) research in a 
hospital in the United Kingdom demonstrates how ‘nurses’ conduct helps initiate patients into the clinical 
domain so that they know how to conduct themselves to maintain their inclusion as ‘appropriate clinical 
material.’ On the other hand, it is worth noting that Bishop and Schudder (1990) write from a United 
States perspective where patients may be perceived as powerful because o f  their status within health 
insurance cover.
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Evidence from the literature suggests that the caring activities o f nursing enable the 

business o f medicine to take place. Macleod (1994) in her study of 10 staff nurses in 

Scotland reported that the hidden complexities o f everyday clinical nursing practice, 

what she terms “the little things” count; they make the ward work for all. Latimer 

(2000:52), referring specifically to nurses’ surveillance o f patients suggests that such 

activities allow for visibility of both the patient and the nurse. Visibility is afforded to 

the nurses’ activities because they are viewed as purposeful in that they support the 

doctor to make a diagnosis and to treat the patients (Latimer, 2000:52). In making the 

ward work (Latimer, 2000), nurses’ work ‘gives meaning to and makes sense of 

organisational arrangements’ (Davies, 1995:49) and aids the normal expectation of roles 

within the organisation. However, the findings of Latimer’s study (2000:2) suggest that 

nurses themselves efface their conduct of care and its contribution towards ward life.

Jacques (1993:3) seeks to illuminate our imderstanding o f the social character o f nursing 

and its status differentials, by suggesting that the knowledge work of nurses is hidden, 

when nursing as caring is represented as a group of activities; and ‘connecting,’ for 

example, is expected simply to happen “naturally” -  ‘like women’s supposed caring 

instinct itself.’ One way nurses connect with each other is through the end o f shift oral 

reports.'^ However, research findings from an ethnographic study in Sweden suggest 

that the ritual of these reports allow for the ‘deputed power of medical control’ and 

while the medical paradigm dominated (in the oral reports) nursing was virtually 

invisible (Ekman and Segesten, 1995:1010). It is suggested that a view o f caring work 

as “natural” (Noddings 1984) avoids the need to understand the complexity of nursing. 

Furthermore, within the gender and logic of an organisation (Davies, 1995) it allows for 

the valuation of other work where the tasks and skills are more visible, for example, the 

task o f making a diagnosis of disease and the knowledge associated with it. For it is the 

diagnosis o f the disease, or the medicalisation of their condition, in the first instance, 

that allows for the patient’s admission into the hospital. According to Latimer (2000:70)

Oral shift reports are defined as: ‘Oral communication o f  pertinent information about patients in a 
particular patient care unit that emphasizes events o f the tour o f duty just ended’ (Clare and Trussel, 1969, 
cited in Ekman and Segesten, 1995:1007).



when the patient is admitted into hospital the organisational need for the ‘movement and 

flow o f the patient’ is nurses’ work, or the ‘dirty work of the clinical domain.’

Both Jacques’ (1993) argument and Latimer’s (2000) findings on the invisibility of 

nurses’ work appear to fit with Graham’s (1983:17) notion of caring as a ‘constitutive 

activity’ that allows for the shaping of masculinity -  in this case doctoring. The clarity 

of the locus o f power -  with the doctor -  and the ambiguity o f the authority and rights of 

the nurse (Bishop and Schudder, 1990:20) challenge the notion o f fi-eedom and 

autonomy (Griffin 1980) in caring. In Griffin’s analysis what is not clear is ‘what 

happens when the doctor’s views of patient needs differ from what the nurse perceives 

the needs to be?’ For example, issues of conflict between doctors and nurses are more 

likely to occur in end of life decision-making situations (Anspach, 1993; Wicks, 1998). 

(This issue will be explored further in Chapter Seven.) Thus, caring as autonomous 

practice by nurses needs to be viewed within what Dorothy Smith (1988:65) refers to as 

the powers, processes and relations that organise and determine the everyday context 

and to be seen within the patriarchal relationships (Walby 1990, 1989) which shape its 

activities.

According to Leininger (1988:54) while caring is a necessary but insufficient condition 

for cure, there can be caring without curing. However, there can be no curing without 

caring (Leininger, 1988; Morse et al, 1990). Benner (1984:216) elaborates:

A patient can have a very skilled, knowledgeable physician, but i f  the nurse is lacking in 
diagnostic, monitoring, or therapeutic skills -  and, most serious o f  all, i f  the nurse does not care -  
the patient’s chances for recovery, or for dignity and comfort in dying, are slim. It is important 
to clarify this negative side o f  the nurse’s power because, like the positive side, it is a corrective 
for society’s lag in recognising the importance o f nursing to healing.

Joanna Latimer (2000) contends that the work o f  nurses in contextualising patients’ troubles (their 
‘social situation’) affects medical decision-making. However, when a flow o f bed occupancy is required 
nurses may also help maintain doubt over the legitimacy or source o f  the patients’ troubles, and in so 
doing facilitate the movement o f  patients through the system. Nonetheless, within the doctor-nurse 
relationship the ‘contextualising work’ provided by nurses is effaced and kept virtually invisible. Latimer 
refers to the work o f  getting patients through the system, or ‘o f pull[ing] patients through the beds’ as ‘the 
dirty work o f  organising.’ In engaging in this work nurses’ help to maintain what Latimer terms the 
‘purity o f  the clinical domain as the doctor’s prerogative’ (Latimer, 2000:70).
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While recognising the absence of a price on caring, where economic worth is not 

traditionally associated with it and costs are primarily focused on medical curing and 

doctors’ services, Leininger (1988:58) does not explore the reasons for this, beyond 

suggesting the ‘possible role of women’ ‘who have provided care without cost.’ 

Graham (1983) is quite clear in her understanding o f what influences the value of 

‘caring-as-women’s-work.’ She asserts, ‘A woman’s paid work is often the market 

equivalent of her unpaid word at home’ (Graham, 1983:27). Walby (1990:31) too, is 

clear in her consideration as to why men’s work is valued over women’s work; she 

states, ‘women’s occupations are considered to require fewer skills than are men’s.’ 

Miers (2000:29) debates how skills associated with men -  managerial and decision

making -  and women -  co-operative problem solving — are valued differently. The 

social acting o f these differences allow men to manage and women to be managed, men 

to control and women to obey (Miers, 2000:29). According to Miers (2000:27) the 

processes by which nurses’ work is devalued and denigrated are ‘gendered processes.’ 

This suggests that the reality of professional caring is a good example o f what Walby 

(1990:178) refers to as the transfer of private patriarchal values to the public world of 

paid work.

In the public world of the hospital, caring plays a significant part in what Graham 

(1983:21) terms ‘commodity production’ or, in other words, cure (Leininger 1988) and 

healing (Benner, 1984). The ethic of curing is associated with doctors and the ethic of 

caring is associated with nurses (Joudrey and Gough, 1999:1157). Ownership of the 

‘commodity production’ essentially rests with the medical profession, who decide when 

the patient is both admitted and discharged. In her conceptualisation of the domestic 

labour debate, Walby (1990:74) draws on Delphy (1984), to provide a framework with 

which we might view the relationship between caring and curing. Delphy’s 

identification o f two classes; the producing class -  housewives -  and the expropriating 

class -  husbands -  can further illuminate our understanding of the care-cure 

relationship, where nurses represent the producing class and doctors the expropriating 

class. It is argued that in hospitals the social relations of production -  cure -  reinforce 

the gender divisions, which essentially allow for the nurse to be included on the one 

hand but segregated on the other (Walby 1990:55). That is, included in the process of 

curing, but segregated when it comes to valuing that process, the work of caring. Thus,
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it is suggested that caring in the public world of medicine and nursing allow for what 

Davies (1995:49) describes as ‘the enactment of power relations that secure the 

superiority of men.’ Miers (2000:16) concurs by suggesting that nursing can be viewed 

as a linking concept between gender, caring and health.

The gendered roles of caring -  feminised work -  and curing -  masculinised work -  

gives meaning to, and makes sense of organisational arrangements; in the words of 

Davis (1995:49) it provides the ‘interactional scaffolding’ to hold the organisation of 

health care together. It allows the doctor to continue in the powerful position of 

“owning the patient” and controlling the means of production while at the same time 

ensuring the continuity of the ‘commodity production’ without having to value it in 

terms of status or reward. Benefits to the doctor suggest a threefold benefit outcome of 

the nurse-patient relationship; that is, more than the reciprocal benefit to the patient and 

the nurse as identified earlier. It allows the medical profession to enhance its autonomy 

and ‘enables medicine to present itself as masculine/rational and to gain the power and 

privilege of so doing’ (Davies, 1990:61). In her recent treatise Postmodern Nursing 

and Beyond, Watson (2000:76) suggests there is no need for ‘a hierarchy of superior or 

inferior qualities, knowledge and practice’; instead she advocates that nursing and 

medicine become the different components of harmonised treatment, curing and caring. 

Notwithstanding Watson’s (2000) vision of what might be, it is worth noting Miers’ 

(2000:29) contention that understanding gender issues and the women’s role in social 

structures is a pre-requisite for change in nursing.

Thus is seems appropriate that this literature review should explore the question: “How 

might the ownership of ‘commodity production’ influence caring?” In deciding where 

resources are allocated in the process of ‘commodity production’ (Graham, 1983), the 

‘function-of-logic’ (Davies 1995:51) within a gendered organisation is likely to support 

the demands of the more powerful. Bishop and Scudder (1990:22) state: ‘When

hospital bureaucrats do not recognize that nursing care is an essential ingredient in 

hospital care, they are apt to reduce expenses by cutting nursing staff’ Support for the 

more-powerful-group allows for an exercise of hierarchy which allows for a resolution 

of any uncertainty or dispute (Davies 1995:53); in essence it reflects rule-bound 

decision-making -  what is valued most wins -  and presents an image of order and
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predictability. Decisions can be viewed as impartial, impersonal and authoritative, at 

the expense of judgements relating to ‘the details o f the case’ (Davies, 1995:52) or ‘the 

particular other’ (Noddings, 1984:24). However, problems arise when caring is 

influenced by rule-bound decision-making.

The functioning of a rule-based bureaucratic organisation, on the one hand, militates 

against the ‘intimacy and emotion’ (Davies, 1995:150) associated with the ‘particular 

other’ -  an essential element of caring. On the other hand, the value put on formality 

and distance as ‘the only route to a rational decision’ destroys opportunities for 

flexibility, adaptability and change, and places a premium on routine (Davies, 

1995:53,54). In addition, since the opportunity and potential for caring is influenced by 

the availability of resources (Fry, 1988; Juntunen and Nikkonen, 1996 and Sourial, 

1997) caring, within the gendered world, may be even further marginalised in its status. 

Since caring is dependent inter alia on resources then, in the absence o f resources, 

caring may move from its invisible status to an absent status; in other words it may not 

happen at all. This challenges Griffin’s (1980) view o f caring as ‘seeing’ and 

‘attention.’ A nurse may look, see and wish to attend but be unable to do so because of 

the absence o f resources and structures to support her/him in the caring act. 

Furthermore, the reality of routine in a rule-bound bureaucratic organisation will not 

easily accommodate autonomy, freedom and creativity, elements identified by Griffin 

(1983) as essential components of caring. Viewed from within the context o f a 

gendered bureaucratic world the process of caring takes on an even more complex 

identity, beyond the notion of ‘being with’ and ‘doing to.’

Another feature of organisational logic is a logic that subdivides and ranks tasks 

(Davies, 1995:51). Within nursing some skills are more valued than others, seen as 

more expert than others. Skills involving social ‘housework’ -  responding to problems 

of daily living activities -  are viewed as ‘basic’ meaning easy, while skills responding to 

the patient’s disease and medical treatment are viewed as ‘technical’ meaning difficult 

(McFarlane, 1976). “Basic” skills are relegated to ‘junior’ staff like students, nursing 

auxiliaries or to families, while ‘technical’ skills are for trained staff. McFarlane 

(1976:191) suggests that our ranking of technical skills over “basic” skills reflect ‘the 

primitive values that have survived from the esteem for the medicine man, the shamah.’
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Rather than considering these values as primitive, viewed from Walby’s (1990) position 

on subordination and segregation in the public world o f patriarchy, the differentiation of 

nursing skills as ‘basic’ or ‘technical’ suggests a sub-category o f segregation within a 

group already experiencing segregation. Those who engage in technical skills are more 

valued than those who engage in “basic” skills are and the status o f the trained staff is 

greater than that of the students, nursing/health care assistants or family. This type of 

segregation strategy equates with what Walby (1990:55) terms ‘demarcationary 

exclusionary closure.’ Davies (1995:51-53) presents the view that the ranking of jobs 

gives the appearance of a rational orderly and controlled public world, expresses a 

masculine vision of organisational life and finally leads to a belief that, in the absence of 

ranking, chaos can ensue. Viewed from a social perspective the cultivation of this 

model o f segregation can be evaluated in terms of grading and pay, and/or as a form of 

accommodation to patriarchal power, where nurses cultivate this model to mind their 

own real interests in a patriarchal society not of their making (Walby 1990:126).

The foregoing debate on caring, nursing, gender and patriarchy provides a conceptual 

framework from which to revisit the critical incident, in order to seek meaning for my 

experience from the social and gendered world of professional caring. Elements 

explored to date include caring as selflessness, engrossment and particularity. Caring as 

presence and the notion of reciprocity within presence is examined. The visibility and 

invisibility o f nursing care is debated within the context of organisational functioning 

and commodity production. Finally the principles of patriarchy and, in particular, the 

notion o f demarcationary exclusion is presented as a framework for understanding how 

nursing is part o f medical care but segregated within it.

Sylvia Walby (1990:55) asserts that segregation can be found in different forms. She differentiates 
between the notion o f  exclusion within segregation on the one hand, what she terms ‘exclusionary closure’ 
and on the other hand the notion o f ‘demarcationary closure.’ In the case o f the former a person may be 
excluded from participating in certain social or professional worlds. Demarcationary closure implies 
some degree o f  inclusion but restriction on what a person may or may not do, or in other words, 
restrictions on what role the person is allowed to play.
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Analysis of the critical incident

The experience of the critical incident provides a bleak picture o f the vulnerability of a 

group of patients, of powerlessness and of a situation where the role and function of 

caring was diminished, if not altogether absent. Viewed from within the context o f the 

material world as an ‘expression of the masculine division o f organizational life’ 

(Davies, 1995:51), the reality of the experience can illuminate our understanding of 

gender as a daily resource in organisational life and organisational logic. In other 

words, we need to understand a gendered world that functions within the notion of ‘rule- 

bound activities’ at the expense of the reality of the ‘details o f the case’ (Davies, 

1995:52). It can also illuminate our understeinding o f role boundaries, inclusion and 

exclusion or what Walby (1990:55) calls ‘demarcationary exclusionary closure’ within 

occupations. Finally the critical incident provides a framework to explore the notion of 

‘commodity production’ (Graham, 1983:21) within caring. The analysis includes four 

subsections: gender as a daily resource; organisational structure; role boundaries: 

inclusion and exclusion; commodity production.

Gender as a daily resource

Within the context of this critical incident, exploration of ‘gender as a daily resource’

(Davies, 1995:45) can best be explored in the actual concrete reality of the occasion, an

occasion o f non-caring. With just one staff member -  a health assistant -  on duty it was

never going to be possible to provide care for thirty-five patients: to alter the patient’s

responses (Morse et al, 1990); to attend ‘physically, mentally and emotionally to the

needs o f  another'-, to give ‘a commitment to [their] nurturance, growth and healing’

[original italics] (Davies 1995:141) or to be present (Doona et al, 1997) to them. The

rationale behind the practice of allocating one person to care for thirty-five patients

suggests the absence o f a value on nursing/patient care; the devaluing of an essentially
18gendered resource -  caring -  and a situation of poverty and oppression. (The issue of 

18
While the practice o f  having just one member o f the staff on duty at weekends, public holidays and 

during the n i^ t  could be attributed in part to costs and wages, at the time o f the study extra payment was 
not paid for these duty hours. Furthermore, with the exception o f  the obstetric ward and the operating 
room, health assistant staff covered these duty hours; the nursing staff could chose not to do so, and they
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oppression will be explored further in Chapters Seven and Eight). My experience as a 

participant-observer on that occasion provides invaluable insights for an analysis of how 

the ‘gendered character of policies’ (Davies, 1995:45) militated against patients 

receiving care. In making sense of the events of the critical incident, ‘gender as a 

resource is best understood because of its absence.

The daily business of a ward is primarily the delivery o f care for patients. The general 

idea of a public holiday implies the suspension of the business o f public work. Within a 

hospital setting because of the absence, on a public holiday, o f the ‘normal’ work of 

doctors and diagnostic laboratories, conventionally the work o f caring is minimised; 

hence the number of nursing staff and health assistants on duty is reduced. Staffing 

levels essentially provide for the tasks and routines o f caring with little time for the 

affective elements of the nurse-patient relationship. Although details and information 

required to ‘coimect’ (Jacques, 1993), ‘to make the ward work’ (Latimer, 2000; 

Macleod 1994) are present during a public holiday some of those to whom it needs to be 

‘connected to’ are absent. For example, doctors’ ward rounds are not normally part of 

public holiday activities on the ward. This seems to allow for the rules-of-logic to 

dictate that a reduction in nursing/health assistant staff is legitimate. However, in the 

study hospital, because of the absolute minimalist level of staff on duty (one health 

assistant) the gleaning of information necessary to make the ward work was not 

possible. Neither was it possible to care, hence the ward did not work.

The consequences o f the ward not working meant that patients did not benefit from 

caring; instead they experienced being in hospital -  a doctor’s decision -  but without 

care -  a resource provided by nurses and health assistants. In other words, the 

organisational logic that devalued the work of caring by omitting to provide resources 

for it contributed to the absence of caring and reinforced the notion of ‘gender as an 

everyday resource’ (Davies, 1995:45), since in the absence of caring nothing

did. Thus, principles o f  hierarchy pertained with regard to who worked these unsociable hours. 
Notwithstanding these issues, the decision by management to allow for a situation o f  just one staff 
member on duty to care for patients, when at other times, particularly during the day, it was deemed 
necessary to have a greater number o f  staff on duty, suggests some level o f  misunderstanding o f  the 
importance o f  caring.
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happened.'^ An examination of the comment by the surgeon will further illuminate the 

discussion at this point. He stated: “Surgery is easy, it is the pre-op preparation and the 

post-op nursing care that makes a difference.” The woman who returned from theatre 

did not receive any post operative nursing/patient care. The minimal requirements for 

comfort, such as bed linen, were not available to her and the health assistant on duty 

viewed his role of caring within a framework o f technical skills, that is ‘vital signs and 

her intake and output.’ Bed making or, in other words, the ‘housekeeping’ work of 

patient care was seen as the responsibility of the relatives. The death o f the patient, 

later in the day, suggests that the absence of ‘post-op care’ did in fact make a difference, 

not alone to the patient but also the work of the doctor. The patient died. The doctor’s 

surgery did not work. The difference was a negative difference: the absence o f someone 

to make the ward work to make the surgery work, the absence o f caring -  a gendered 

activity. Gendered activities are pivotal to organisational functioning; they are in the 

words o f Dorothy Smith (1988:66) ‘generally the means to the enterprises o f  others, or 

means to the enterprise built into an organizational process.’

The negative difference associated with the absence o f the gendered activity o f caring 

can be further explored in relation to motivation, given that the potential o f mutual 

benefit is seen to be a motivating factor in caring (Bolton, 2000; Clarke and Wheeler, 

1992; Condon 1992; Juntunen and Nikkonen, 1996). My experience of the absence of 

care prompted me to engage in savage consciousness raising with both the surgeon and 

the health assistant. I spoke of the situation being “inhuman” and “desperate,” o f people 

being “at risk” because of their admission to hospital and of their -  the surgeon and 

health assistant -  responsibility to “speak out.” My attempt at consciousness raising 

could be viewed as taking a responsibility towards building the best structures to bring 

about a service of care (Griffin, 1983), as seeking to make the ward work (Jacques, 

1993; Latimer, 2000). However, the surgeon’s reply of “nobody listens” and his 

reference to the demise of his energy suggest a level of fatalism and a loss of

The work o f  nursing/patient care is viewed principally within a gendered code o f  what is women’s work 
-  an expressive role -  compared to the work o f  doctors which is viewed as mainly men’s work -  an 
instrumental role -  o f  curing. Although men engage in nursing/patient care, nonetheless, gender is an 
issue, because nursing has been subordinated to the medical profession, a profession that remains 
dominated by men (Miers, 2000:11).
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motivation. A loss of motivation, which perhaps ŵ as associated with his earlier 

observation that pre-operative and post-operative nursing/patient care is necessary for 

the success of surgery. This would suggest that the presence or absence of caring could 

be a motivation to other health professionals (doctors) to seek the best structures for 

caring. In achieving the best structures for caring, they are likely to ‘enhance their 

autonomy’ (Davies, 1995:60) and, in this study situation, to be successful as a surgeon. 

Also, the presence of caring would allow for what Stein (1998:261) refers to in ‘the 

doctor-nurse game’ as the nursing staff ‘smooth[ing] the path for getting his work 

done.’

My own interaction with the health assistant and the doctors suggests an attempt by me 

to make the ward work. I asked the health assistant leading questions about his plan of 

care for some o f the patients -  “What will we do for the woman?” I prompted for a 

more appropriate response when his answer included aspects o f her “technical” care 

only. I challenged his role in maintaining the dignity of another patient when I 

suggested we use a screen while attending to her catheter care. Later on I spoke to the 

doctors about the condition of the woman with the gunshot wound; in essence I engaged 

in “connecting,” communicating to them her condition and my observation of the 

absence o f a record of her vital signs. However, my interaction with the staff did not 

influence the care the patients received. My looking and seeing and my attitude to want 

to care did not achieve the activity of caring as described by Griffin (1983). Instead, I 

felt desperate and very angry and my request to the health assistant, “What can I do?” 

received the reply, “Go home.” My decision to ‘walk out on a desperate situation’ 

suggests the supremacy of the power of organisational functioning over an individual’s 

wish to provide care on that occasion.

For me the decision to walk out was a complex one. As a nurse it challenged my value 

system and in particular the importance of the priority of the patients’ needs. However, 

my role as insider^'’ (nurse in this situation) did not allow me to change the situation; 

forces greater than I existed, which militated against my providing care in a situation

I played many roles in the field, some as an ‘outsider,’ others as an ‘insider.’ The multiple “ I’s ’ o f  the 
researcher (Williams, A. 1989) will be discussed in Chapter Six o f  this study.
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that demanded it. But was I, on that occasion limited in my understanding o f caring as 

an activity o f ‘doing to’ rather than one of ‘being w ith’? In spite o f the absence of 

physical and human resources I could have stayed to care for the patients, by being with 

them (Clarke and Wheeler, 1994; Forest, 1989), by being present (Doona et al, 1997). 

In retrospect it would appear that my sense o f powerlessness got in the way of my 

‘imagination’ (Griffin, 1980) and instead, my sense of being the dutiful nurse meant that 

I responded to the person in charge -  the health assistant. I left. Perhaps too, my 

decision to leave, to acquiesce to the organisational chaos reflected a cultural code of 

femininity which to a greater or lesser extent legitimised and affirmed the status quo. 1 

facilitated the workings of the organisation, despite its dysfunctional organisation. It is 

likely that had I stayed my sense of desperation would have forced me to continue to 

engage in savage consciousness raising (as it did on other occasions); to step beyond my 

demarcationary role (Walby, 1990) as the nurse, and to challenge the value system -  

patriarchy -  that was a fundamental part of the organisation’s reality. As it was my 

engagement in savage consciousness raising took me beyond the rules o f the doctor-
91 •nurse game (Stein, 1998:262) in that I communicated the problems directly rather than 

communicating the problems without appearing to do so. In other words, I challenged 

elements o f the organisational logic.

Organisational logic

In seeking to understand the design and functioning of an organisation where, on a 

public holiday, a breakdown in caring occurred, it would appear that the masculine 

vision of the function of logic prevailed. In other words, the values of masculinity 

dictated the organisational reality of the ward on that day (Davies, 1995). A principal 

feature o f the function of logic is a preference for rule-bound activity over 

individualised activity in response to ‘the details of the case.’ In practice the reality of 

rule-bound activity means that jobs are seen as a set of tasks allocated according to skill 

and arranged in a hierarchy (Davies, 1995). Within the function of logic there is little or 

no room for the display of emotion; priority is given to impartiality of decision-making

According to Stein (1998;729) the cardinal rule of the doctor-nurse game is to avoid disagreement 
between the players. The doctor should not appear to be asking for a recommendation from the nurse and 
the nurse should not appear to be making one.
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and the impersonality of the decision-maker and finally there is an expectation that the 

rule of hierarchy will prevail (Davies, 1995:49-53). Evidence o f rule-bound activity 

permeates my account of the critical incident. It includes the decision to have just one 

member o f staff on duty; the differentiation o f tasks according to rank -  the health 

assistant saw his role in relation to “technical skills” while the relatives were expected 

to make the beds; the locking away of bed linen and dressings; the key being with the 

head nurse who was off duty; the absence of knowledge about individual patients; and 

the use o f bed numbers to refer to patients. With just one person on duty it was not 

possible to get to know the details of individual patients, yet knowledge of the 

‘particular other’ (Noddings, 1984) of the patient as a person (Liaschenko and Fisher, 

1999) is an important element of caring. Also, due to the absence o f resources -  bed 

linen and dressings - 1 was unable to follow through on my promise to bath or to apply a 

dressing for the woman with the gunshot wound and who had been incontinent with 

diarrhoea.

A brief exploration of why the dressings were locked away will illustrate further the 

reality of the function of logic. Equipment was seen as the responsibility o f the head 

nurse and it was the practice in the hospital to lock all equipment away for fear o f theft, 

since the loss of equipment had to be made good by the head nurse. However, she/he 

was not in a position to order such equipment without the signature of the medical 

specialist o f the ward.^^ Thus the head nurse had responsibility for the equipment but 

not the authority to order it, an example of the subdivision and ranking of tasks. The 

consequence of this practice meant that patients’ needs were not met; their particular 

needs were ignored in favour of the rules of the organisation. This supports Fry’s 

(1988) and Sourial’s (1997) theses that the ethic of caring is dependent on the provision 

of resources and challenges Griffin’s (1983) belief that caring is essentially a moral 

effort.

The self-care activity o f the head nurse in locking away the equipment could be viewed 

as contradictory to the notion of caring as a selfless act (Noddings, 1984). It did not 

suggest a caring ethic motivated by a sense of care for others (Griffin, 1980; Kitson,

22
This was custom and practice within the hospital.
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1987). However, it does support Schuster’s observation that Western cultural values of 

motivation do not necessarily fit those of the Third World (Schuster, 1981 cited by 

Holden, 1991). It could also be viewed as a pragmatic act in a country where survival 

on low incomes is an everyday challenge to the staff o f the hospital and where the 

availability of bed linen and dressings represents a potential opportunity to earn money 

(Holden, 1991). Viewed within a framework of pragmatism the ‘self- care act’ of the 

head nurse can be evaluated in terms of rule-bound activity, in that it suggests the 

absence o f a display of emotion, an impartial decision and the impersonality of the 

decision-maker (Davies, 1995:53). In addition, it suggests an accommodation by the 

head nurses to patriarchal power in order to protect their own interests in a hierarchical 

situation not o f their own making (Walby, 1990:126).

My reality of valuing the primacy of the patient placed me in direct conflict with the 

principles o f rule-bound activity. I found myself in a situation o f conflict (Noddings, 

1984), where both the patients and the staff had needs. Furthermore, it was not possible 

for me to view my job as a set of tasks, where 1 could allocate my resources according to 

the hierarchical structures of the hospital. I was clearly in the ‘in-between’ situation 

(Engeldardt, 1985) and I needed to bring the staff along with me. However, deciding on 

whom to focus was problematic and involved a labour of emotion (James, 1998),^^ 

whether it involved challenging the health assistant on his inability to name the patient; 

saying to the surgeon, “please don’t lose your energy, you need to use it,” or feeling 

“helpless,” realising that I could do nothing for the patients. On this occasion my 

emotional labour was not emotional caring for patients (Smith, P. 1992) but rather the 

emotional labour of an oppressive situation. My efforts at consciousness raising were a 

reflection of the ‘details of the case’ rather than an accommodation to the function of 

logic on that day. This meant that 1 found it difficult to be impartial. I experienced my 

situation as a sea of inhumanity where the patients suffered and the staff did not seem to 

care. In seeking to stay afloat in the details of the patients’ case I failed, at times, to see 

the bigger picture, to contextualise the function of logic into the wider social world of 

patriarchy (Walby, 1990) and the masculinisation of organisations (Davies, 1995).

23
Nicki James (1998: 219,220) describes emotional labour as sorrowfiil, difficult and hard work. It 

involves, giving personal attention and giving something o f  oneself not just a formulaic response. My 
chosen response as a nurse from within a Western model o f  care did not fit the formulaic response 
necessary for survival in the situation o f  oppression in which I found myself.
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Role boundaries: inclusion and exclusion

The principal of viewing tasks within a hierarchical situation, where technical tasks are 

the job o f the health assistant and bed making is the job o f the relatives, fits with 

Walby’s (1990) notion of demarcationary exclusionary closure. In other words, a 

demarcation of who does what task allows for role boundaries that in turn allow for 

inclusion or involvement in patient care and for exclusion or debarment from certain 

(higher) tasks. The technical skills of measuring a patient’s fluid intake and output and 

recording vital signs are part of the currency (of skills) that men use to negotiate their 

social position -  ‘doing,’ ‘knowledgeable,’ ‘skilled work’ (Graham, 1983:20-21). Bed 

making or “basic” skills, on the other hand, is a direct transfer o f women’s work from 

the home to the social ‘housework’ of the public world. The former relates to the 

patient’s disease and medical treatment, the latter to daily living activities. Other 

activities related to daily living activities were not even considered in the health 

assistant’s response to my question: “What will we do for the woman?” The reality of 

this state o f affairs suggests that the health assistant (within his own framework of 

activity) had engaged in marking the limits and boundaries of his actions, irrespective o f 

the needs of the patients. Viewed from a patriarchal worldview perspective this is 

understandable, given the position a health assistant occupies in the hierarchy o f health 

care provision. It is likely too that, in adopting this framework of activity, the health 

assistant at least avoided his exclusion in the ranking of tasks and thereby placed worth 

on his position within the organisation. In seeking to include himself within the 

technical rank o f the prevailing model of segregation he accommodated patriarchal 

power, while at the same time protecting his own interests.

Within the notion of ‘caring,’ the segregation of activities at the expense of a response 

to the patients’ needs did not allow for the principles o f engrossment and selflessness 

(Noddings, 1984). Furthermore, within the context of professional caring, it directly 

challenges M ayeroff s (1971) assumption that the activity of caring can be a vehicle to 

experience the meaning of life and an ordering of our values and activities. On the other 

hand, it supports Stockdale and Warelow’s (2000) contention that caring is specific to 

context and circumstances. However, part of the context and circumstances o f caring is 

the gendered world of occupational segregation. It would seem therefore that ‘an
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explanation o f occupational segregation is critical’ (Walby, 1990:57) to the explanation 

of professional caring-work.

My discussion on demarcation has referred to the status o f tasks, but what of the status 

of those o f us involved in the delivery of care during the occasion of the critical 

incident? Some analysis of the status of the researcher and the participants is 

appropriate. On the one hand, my status as an insider -  nurse -  afforded me some 

credibility with the staff and allowed me to understand something o f the events of that 

day, at least from a nursing perspective. On the other hand, my status as a change agent 

meant a responsibility to seek changes in the delivery o f nursing care. Thus I found 

myself in a knowledgeable but powerless position, where my ability to seek change was 

dependent on my ability to persuade and to act as a role model in providing care for the 

patients. Given my value for the “basic” skills of caring, I was overwhelmed in my role 

in a system that appeared to value technical skills over “basic” skills. My attempts at 

consciousness raising were direct within a system that appeared to value detachment. 

However, my decision to leave could have been viewed as a model o f detached 

decision-making (Davies, 1995), rather than what it was, an occasion o f conflict and 

guilt (Noddings, 1984), where I walked out on “a desperate situation.” On the other 

hand, my status as an outsider -  a researcher -  allowed me to leave; I did not have to 

stay to see at first hand the despair, discomfort and pain of others. I could employ a 

self-focusing personal preservation strategy (Williams, A.M. 1998). My outsider status 

afforded me some level o f immunity; however, it did not give me any real power, within 

a patriarchal society, where I was both a woman and a nurse. In Chapter Six the 

ambiguity o f the insider/outsider role will be explored and in Chapter Eight the issue of 

detachment will be explored in relation to a trajectory of oppression.

Commodity production

Graham’s (1983:21) concept of ‘commodity production’ is a useful means to explore the 

situation o f non-caring, such as occurred on the day of the critical incident. The death 

of the woman who had earlier undergone surgery supports Benner’s (1984) and 

Leininger’s (1988) theses that there is no curing without caring. The distinction made 

between technical skills and “basic” skills, where the former were spoken about but not
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always done appropriately and the latter were ignored, essentially excluded the means of 

providing care, a process necessary for commodity production; that is, cure. Indeed the 

scarcity o f staff and resources ensured a situation where commodity production would 

be absent or minimal, since staff members are essential for caring; they are, so to speak, 

the tools or instruments of caring.

Let me elaborate here on the notion of staff as the essential tools o f caring and in 

particular to look at the concept of caring as seeing, looking and attending (Griffin, 

1980). An ability to see, look and to attend is a human endeavour, it implies cognitive 

ability and is outside the capacity of mechanisation. O’Donohue (1997, 86-88) an Irish 

poet and scholar explores our sense of vision by describing the eye as ‘a dawn’ and our 

field of vision as ‘complex.’ Thus, while our vision as a dawn can accommodate the 

appearance of something, its complexity means that when our eyes look out, they cannot 

see everything. According to O’Donohue our vision is always selective and we select 

what we want to see and evade what we do not want to see. He describes how: ‘The 

human eye is one place where the intensity of human presence becomes uniquely 

focused and available’ (O’Donohue, 1997:86).

Essentially the ability to see, look and attend is the human specialisation and human 

instrumentation o f caring, notwithstanding its functional dependence on resources of the 

material world. Being able to look and see is part of getting ‘to know,’ and knowledge 

of the patient (Liaschenko and Fisher, 1999; Noddings 1984) is a necessary element of 

the process of caring. Knowledge of the patient is also needed, not just to facilitate the 

caring relationship between the caring-one and the cared-for but also to facilitate the 

caring work of others (Jacques, 1993; Latimer, 2000). Patients need others to look, to 

see, and to attend, in order that they might have the best environment in which to be 

cared for. In the absence of staff there can be no seeing, no looking and no attending; 

such a situation severely compromises caring -  the process of curing -  and interferes 

with commodity production.

On the occasion o f the critical incident I was there to see, look and to attend. However, 

because o f the unavailability of sufficient tools -  staff as well as equipment -  to engage 

in the process of commodity production -  care -  there were no professional activities
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contributing to the health, recovery or peaceful death o f the patients.^"* The reality of the 

situation was one of both work and non-work. By work I mean the emotional labour of 

not being able to care in an oppressive situation. For me it was manifest in the emotion 

of my anger and my sense of despair upon leaving the ward. The behaviour of the 

health assistant and his apparent indifference^^ suggests what O’Donohue (1997:91) 

describes as a ‘commitment to non-vision,’ or a self-focusing personal preservation 

strategy (Williams, A.M. 1998). This too is emotional labour since ignoring things 

‘demands incredible energy’ and can place a person ‘beyond the frontiers of 

compassion, healing and love’ (O’Donohue, 1997:91). However, the work of our 

emotional labour was invisible and essentially served no purpose in the framework of 

curing as skilled knowledgeable work. Due to the shortage of staff and resources, it was 

not possible for either the health assistant or I to engage in the tasks o f caring towards 

visible actions o f curing. We were positioned within a paradoxical situation o f work 

and non-work. This meant that our emotional work was not visible within a masculine 

model of what constitutes work and any intention we had to provide evidence o f visible 

work was not possible because of the absence of staff as well as equipment to care for 

the patients. Graham (1983:21) suggests that non-work labels ‘tend to be attached to the 

contributions which those in subordinate positions make to society.’ Evidence from the 

aforementioned critical incident suggests that nursing/patient care, due to its subordinate 

position in the organisational functioning of the study hospital was in reality non-work. 

That is both in the sense of its invisibility as emotion work and its absence as physical 

tasks of caring towards curing or commodity production.

Summary

In this chapter I have debated the concept of caring and in particular professional caring, 

within the boundaries of a structural environment of a gendered world. In the process it 

has analysed the events of a critical incident by drawing on the caring and feminist

This is not to suggest that the activities o f the patients’ relatives and the practice o f  patients caring for 
each other did not contribute to the well being of the patients on the ward.

25
The issue o f  indifference w ill be explored in the analysis o f my findings in Chapter Eight.
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literature. Perspectives used to provide a framework for the analyses of the critical 

incident included gender as a resource, organisational logic, role boundaries: inclusion 

and exclusion and commodity production. A principal sub-theme of the analysis of the 

critical incident is the conflict of values in caring within an environment of 

powerlessness and oppression. My own values o f caring, bom of a Western experience, 

did not fit with my reality of caring for patients in the Third World. Indeed much of the 

debate on caring within the literature is problematic when placed within the context of 

my critical incident, supporting Thomas’s (1993:668) assertion that ‘care’ is an 

empirical category, not a theoretical one. It is problematic because much of the 

literature on caring appears to debate its elements in a vacuum or, at least, from a 

context o f Western resources. Hence, the finding of Latimer’s (2000:3) study on 'The 

Conduct o f  Care' that ‘nursing is precisely local and specific [and] not standardised’ 

supports the methodological approach chosen for this study, that is feminist 

ethnography. The next chapter will explore epistemological issues towards making a 

case for using feminist ethnography.
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CHAPTER THREE

WAYS OF KNOWING: AN EXPLORATION OF EPISTEMOLOGICAL ISSUES 

Introduction

This chapter will explore theoretical debate on epistemological issues and the notion of 

truth. It is the first of two chapters on epistemological and methodological issues which 

are intended to provide a background to the actual research process -  a feminist 

ethnography -  that framed this study. Specifically this chapter will provide a brief 

overview of the traditions in research before examining the feminist debate on 

epistemology under the following headings: discovery o f social phenomena, 

representation o f social phenomena, documentation o f social phenomena. 

Methodological issues relating to data gathering and the explanation o f social 

phenomena specifically within an ethnographic experience will be explored in Chapter 

Four.

Traditions in research

The purpose of this section is to explore the assumptions underpinning two broad 

paradigms within the field of research -  positivism and qualitative or interpretative 

enquiry. It is not my intention to debate the relative utility of qualitative versus 

quantitative methods. Rather, I will explore the implications o f the assumptions 

associated with each for the purpose of this study, which is to describe the ethnographic 

experience o f working for better patient care in a hospital in Ethiopia. A critique of the 

positivist framework is a tradition of qualitative research (Denzin and Lincoln, 1998: 7). 

It provides an opportunity to explore the concept of realism, the notion of fact or truth 

and the issue o f objectivity, all principal elements of the positivist project.

The positivist tradition within sociology takes the view that society can be explained 

“scientifically” according to laws and relational logic. That it could offer a positive 

scientific tool for explaining social events and social situations was a belief held by
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Comte, Durkheim and Parsons (O’Brien, 1993:7). Durkheim’s famous sociological 

theory of egoistic suicide,' which refers to the association between ‘individualism’ and 

the rate of suicide, is an example o f the use of positivism to explain the social event and 

situation o f suicide (Stinchcombe, 1968).

Central to positivism is the notion of ‘methodological monism’ with its ability to 

facilitate unity amidst diversity of subject matter (von Wright, 1993), which in turn 

allows for the standardisation of procedures in data collection (Hammersley and 

Atkinson, 1995). Positivism employs a ‘covering law’ model that uses universal laws to 

explain essence or phenomena that allow for the emergence, in a deductive way, of facts 

(Hammersley and Atkinson, 1995:4). Because of its perceived status as an ‘exact 

natural science,’ positivism views itself as the methodological ideal or standard that 

measures the degree of development and perfection of all the other sciences, including 

the humanities (von Wright, 1993:10). Thus, measurement is a principal feature of 

positivism. This involves the rigorous assessment o f alternative theories from an 

objective point o f view, which in turn are verified or at least falsified (Hammersley and 

Atkinson, 1995). Because of its emphasis on a deductive epistemology, created within a 

standardisation o f rules, positivism rejects attempts to account for facts in terms of 

intentions, goals or purposes. Instead, it seeks to purify the ‘animist’ or ‘vitalist’ to 

allow for their transformation into causal relationships (von Wright, 1993). The 

creation o f knowledge within the positivist paradigm is limited to that which is 

observable, while the notion that knowledge can exist in the experience of being or the 

experience of knowing is rejected (Kolakowski, 1993:7,8). However, Guba and Lincoln 

(1998:199), referring to the theory-ladenness of facts within positivism, suggest that 

theory and facts are quite interdependent [original italics] and also, ‘“facts” can be 

viewed only through a theoretical “window”.’

Qualitative enquiry grew in prominence towards the end of the nineteenth century and is 

associated with the methodological dichotomy of explanation (Erklaren) and 

understanding (Verstehen) -  terms first introduced by the German historian-philosopher

Durkheim, E. (1 9 5 1 ) Suicide, Free Press, Glencoe, Illinois.
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Droysen^. Understanding within a quahtative project is more than explanation; it 

embraces ‘a psychological ring’ characteristic o f empathy (Einfuhlung) and 

acknowledges the thoughts, feelings and motivations of those being studied (van 

Wright, 1993:11). Understanding or Verstehen acknowledges intentions, goals and 

purposes, the meaning and significance of events and experience (von Wright, 1993:11).

Doubts about the existence of an objective reality lie at the core o f qualitative enquiry. 

Qualitative enquiry rejects the ‘methodological monism’ of positivism and refuses to 

believe the existence of an exact natural science, which can provide a supreme, ideal 

and rational understanding of reality (von Wright, 1993:11). Rather than accepting the 

idea of an independent domain of reality, qualitative researchers make the point that the 

validity of scientific assertions is always relative to the paradigmatic framework used to 

judge the particular phenomenon (Hammersley and Atkinson, 1995:12). Paradigms in 

and of themselves are not neutral or value free; they do not evolve from empirical based 

evidence; instead they are shaped by theoretical presuppositions o f the world at a 

particular time. This suggests an association between facts and values, ‘values which 

refer to the human potential that is built into the unfolding of history’ and which, 

‘provide the key to any understanding of the nature of current social conditions, their 

past and their future’ (Hammersley and Atkinson, 1995:15).

Another doubt about realism centres on the question: “Who constructs the social 

world?” Earlier beliefs that the “returned” researcher could interpret and, by extension, 

understand the social world as represented by its social actors have given way to a belief 

that accounts, too, are value-laden and reflect the socio-historical position of the 

researcher. For example, values can be represented in language which reflect ‘the 

constitution of subjectivities’ rather than reflecting those intended by the social actors 

(Hammersley and Atkinson, 1995:13).

Michel Foucault is a strong proponent of the debate about realism. While not rejecting 

the idea of a true theory, he is concerned about the values that theories may have and he 

questions the notion of an ultimate truth (Gutting, 1994:15). He believes that different

Droysen JG (1858) Grundriss der Historik. Cited in von Wright 1993:11
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‘regimes of truth’ exist (Hammersley and Atkinson, 1995:14), which reflect 

‘discontinuity,’ meaning the existence of a variety of fields o f construction and validity, 

which in turn are dependent on different rules o f use and different contextual theoretical 

frameworks (Foucault, 1989:4,5). Discontinuity as a concept is, according to Foucault 

(1989:9), both an instrument and an object o f research, a ‘working concept’ that 

accommodates both the historical social context and the ‘se lf  o f the researcher in 

seeking ‘regimes of truth.’ The influence of Foucault’s writings on feminist thinking 

will be debated later in this chapter.

The assumption of qualitative or interpretive inquiry, that people through their own 

actions construct their social world, reinforces further the doubts about realism 

(Hammersley and Atkinson, 1995:11). Qualitative researchers employ a multiplicity of 

methods in their quest to explain and understand the social world and reject the notion 

of a standardisation of procedures as a basis for epistemic endeavour. In addition the 

interactive nature of the relationship between the researcher and the researched is central 

to the creation o f knowledge within a qualitative project. Thus, tensions exist about 

how, and if, to treat the opposition of subjectivity and objectivity, engagement and 

objectification (Schwandt, 1998: 223). Doubts are expressed about attempts to create a 

transparency within qualitative methodologies with expectations that the researchers can 

somehow ‘purge themselves in order to greet an unobstructed reality’ (Hawkesworth, 

1989:549). According to Denzin and Lincoln (1998:4), the use of multiple methods in 

an attempt to achieve an in-depth understanding of social phenomenon is not about the 

capturing o f an objective reality. Instead, it is a strategy used to add rigour, breadth and 

depth to any investigation. Edwards and Ribbens (1998:4) argue that qualitative 

researchers need to engage in ‘high standards of reflexivity and openness about the 

choices they made throughout any empirical study’ and to consider the implications of 

practical decisions for the knowledge being produced. The principal methodological 

tools used in this study were participant observation and interviews, while the 

importance of reflexivity is central to the research process and the ethnographic 

experiences of this study. Participant observation and interviews will be debated in 

Chapter Four. The concept of reflexivity will be introduced in Chapter Three and 

further exploration of the concept will be provided in Chapter Five.
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In summary, both quantitative and qualitative methodologies derive from different 

philosophical principles and could be viewed as a choice o f available forms of analytical 

practice, toward the representation of “raw” data. It is suggested that the idea of the 

existence o f parity between the approaches, where choice is ultimately determined by 

the research question, reflect a pragmatic rather than an epistemological viewpoint. In 

other words, ways of knowing are not simply dependent on the research question alone 

-  on finding the right method to answer the right question. Instead, they involve the 

social construction of knowledge and the multiple complexities that lie within such 

endeavours. The following section will look at the feminist debate on epistemology and 

methodological issues in research. It will explore tenets o f the feminist debate within 

the framework of assumptions underpinning both positivism and naturalism 

(Hammersley and Atkinson, 1995:11). These include: the discovery o f social 

phenomena, the representation of social phenomena, and documentation o f the features 

of social phenomena. Chapter Four will extend the debate on methodological issues to 

include data gathering and an explanation of the occurrence of social phenomena.

A feminist debate on epistemological issues in research

Discovery o f  social phenomena

The question o f what constitutes phenomena suitable for empirical enquiry is a critical 

debate within feminism. It brings into focus the idea, held by some, that different 

approaches to research merely tell a different kind of story (Denzin and Lincoln, 1998: 

10), since, from the outset, the phenomena that form the basis of “the story” are 

themselves influenced by one or other value systems such as the ‘bourgeois’ or ‘white 

men’s experiences’ (Flax, 1987:626; Harding, 1987:7). This supports the existence of 

what Denzin and Lincoln (1998: 10) refer to as a ‘politics of research’ and a locus of 

power that decides intentionally or unintentionally upon the research question. Central 

to the locus of this power are gender and patriarchy (Harding, 1987:3; Smith, D. 1988; 

Stanley, 1990:14). According to Flax (1987:623), the study of gender allows for a 

‘critical distance’ to ‘re-evaluate and alter’ existing gender arrangements.
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Within the traditional philosophy of science, what matters is the context of justification 

or verification rather than the origins of the research question. The logic within 

sc ien tific  inquiry does not extend to the contexts of discovery; instead they emphasise 

the virtues o f the testing process or method. On the contrary, feminist researchers 

believe questions that are both posed and not posed ‘are at least as determinative of the 

adequacy of our total picture [of the world] as are any answers that we discover’ 

(Harding, 1987:7). According to Dorothy Smith (1988:61) ‘women are outside the 

frame’ in a sociological world that regulates the topics, themes, problematics and 

conceptual practices of sociological discourse. This raises pertinent questions as to 

“who decides on what questions need scientific explanation?” One shared, radical, tenet 

of feminist research is that women’s lives are important (Harding, 1987; Lentin, 1993; 

Reinharz, 1992; Stanley 1990) and that problematics generated from women’s 

perspective o f their own experience can provide an account o f ‘reality’ which can be 

used to generate testable hypotheses (Harding, 1987:7). Reinharz (1992:260) believes 

that personal experience can be the genesis of a study, providing the researcher with 

material from which to develop questions and with the source for finding people to 

study.

The discovery of social phenomena relevant to women’s experiences are not confined to 

“any women’s” experiences; instead, women’s political struggles and their way o f being 

in the world are central elements of the questions women want answered (Harding, 

1987:8; Stanley, 1990:14). However, the political position within feminist research 

does not confine itself, solely, to studying questions of interest to women. While the 

development o f knowledge, about women’s experiences, is important, so also is the 

development o f knowledge for change, emancipation, growth and development 

(Harding, 1987:8), what Stanley (1990:15) refers to as ‘praxis.’ Examples of praxis 

within nursing research include a case study by Meyer (1995)^ and another by 

Waterman (1994)'^. The presence of women in the representation of social phenomena

 ̂ Julienne Meyer ( 1995) explored the issues and problems of introducing lay participation in care within 
the context of a hospital environment in the United Kingdom.

Heather Waterman ( 1994) identified and explored issues relating to visual impairment and the 
development o f ophthalmic nursing care in an outpatients department of a hospital in the United Kingdom.
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is another concern for feminist researchers. Oaks (1998),^ for example, studied how 

pregnant women are represented within the social phenomenon of cigarette smoking in 

the United States. The issue of representation will be discussed in the next section.

Representation o f social phenomena

The whole notion of the representation of social phenomena experienced a ‘profound 

rupture’ in the mid-1980’s (Denzin and Lincoln, 1998: 19). Questions were raised 

about the lens, worldview, paradigms and perspectives used to understand the 

constituents of truth. The existence of “truth” itself was called into question and the 

idea of the existence of one authority and one objective method leading to the 

production o f real knowledge was criticised by feminists (Reinharz, 1992:7), who 

asked: “Who can be agents of knowledge?” (Harding, 1987:3) and “How are voices 

heard?” (Olesen, 1998:318). Oakley (1981) proposed that women were concealed 

within sociological discourse and Dorothy Smith (1988:64) referred to the silence and 

invisibility o f women and their positions of subordination -  an assumption treated as a 

feature of the world itself -  within a distinctly male agenda or approach to knowing.

We do not perhaps recognize the degree to which our Icnowledge o f  the world is already located 
at a conceptual level prior to the development o f  a theoretical apparatus. In effect, it is the 
organization o f  the discourse that generates for sociology as a whole, as well as for its different 
subfields and schools, the organization o f the phenomenal world that it claims to study. (Smith, 
D. 1988:63)

Important tensions within feminist research are a distrust of the cognitive and 

emotional^ frameworks and attitudes of androcentric methods of research and a belief in 

both ‘giv[ing] voice to the voiceless’ and ‘the interviewer who believes the 

interviewees’ (Reinharz, 1992:24,242). Along with these tensions came the question of

 ̂ Laura Oaks (1998) examined how social and cultural characteristics (such as gender, class, and 
race/ethnicity) shape the ways in which public health issues are defined, explored and acted upon.

* Alison Jagger (1989:156) suggests that within positivism emotions and values are viewed as ‘alien 
invaders’ that must be confronted within a strict scientific method. However, rather than repel values and 
emotions, which she believes are constructs o f all knowledge and conceptions o f  knowledge, Jagger 
(1989:157) advocates instead, that they be shown as necessary to possibilities o f  ‘reliable knowledge.’ 
Furthermore, she contends that the myth o f  emotion and value free knowledge is ‘a form o f ideology that 
ftilfils certain social and political functions’ (Jagger, 1989:157). The issue o f  emotion in epistemic 
endeavour will be explored further in Chapter Five.
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how to make women’s experiences visible (Graham, 1983; Harding, 1987; Smith, D. 

1988; Stanley and Wise, 1990) and a recognition that the notion of ‘add women and stir’ 

would not redress the imbalance and inequity that existed in the fields of scientific 

inquiry (Olesen, 1998:302). Three models o f feminist inquiry emerged: feminist 

standpoint, feminist empiricism and postmodernism while at the same time there 

remained an emphasis on the ‘lability’ or changing nature o f feminist research (Olesen, 

1998:309).

Feminist empiricism accepts the standard norms of “traditional” social inquiry but 

without the sexist and androcentric practice (Harding, 1987:9). From this view, the 

achievement o f an ‘objective knowledge’ free from the distorting lenses of ‘misogynist 

bias’ promotes the acquisition of an ‘unmediated truth’ (Hawkesworth, 1989:535). 

Another view o f feminist empiricism believes that both the context o f discovery and the 

context of justification are important in the development o f knowledge (Harding, 

1987:183). A principal premise of this approach is the notion of a shared epistemology, 

and an assumption of ‘intersubjectivity’ and ‘commonly created meanings’ between the 

researcher and the researched (Olesen, 1998:311). The justificatory status of feminist 

empiricism lies in its ability to raise issues around social and political agendas while at 

the same time maintaining the logic of explanation and research (Harding, 1987:183). 

Challenges to feminist empiricism include a belief, by some, that the approach replicates 

old disciplinary practices and women’s subordinate status (Olesen, 1998:311; Smith, D. 

1988:62). Some question the possibility of achieving ‘objectivity/neutrality’ -  

demanded in standard qualitative procedures -  whilst recognising subjectivity and 

intersubjectivity and the notion of the existence of unmediated truth, since cognition as a 

human practice is ‘always theoretically mediated’ (Hawkesworth, 1989:549).^ There are 

also doubts about the ability of feminist empiricism to grasp the politics of knowledge 

(Hawkesworth, 1989:553) and to realise validity, credibility and trustworthiness (Olesen 

1998:311).

 ̂Mary Hawkesworth (1989:548,549) is sceptical of the notion of ever achieving unmediated knowledge 
of the world since the nature of human perception prevents such direct access. She believes our 
perceptive abilities are theory-laden conventions influenced by our social, cultural and historical 
experiences. Thus, knowledge ‘is a convention rooted in practical judgements of a community o f  fallible 
inquirers who struggle to resolve theory-dependent problems under specific historical conditions’
(Hawkesworth, 1989:549).
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Feminist standpoint research has as its primary focus the need to develop an 

understanding of the everyday world of women, and it takes women’s view as both 

particular and privileged. Essentially it is a response to the perceived authority o f men’s 

standpoint as universal and the reality of a social organisation that invests power and 

authority in men, which in turn leads to a belief in the male voice as powerful and 

authoritative (Smith, D. 1987, 1988). Justification for this approach stems from Hegel’s 

insight into the master-slave relationship and the proletarian standpoint o f Marx, which 

is expanded in Dorothy Smith’s debate on the social division of labour between men 

and women and in particular the invisibility of women’s work.

In the social division of labor the work of articulating the local and particular existence o f actors 
to the abstracted conceptual mode of ruling is done typically by women. . . . The suppression of 
that mode of being as a focus, as thematic, depends upon a social organization that produces the 
conditions o f its suppression. (Smith, D. 1988:81)

A feminist standpoint approach acknowledges the cognitive domain o f science as a 

social relation, where the distinctive properties of the scientific attitude become central 

components of the organisation and production of knowledge itself and where both 

terms of the ‘knowledge relation’ are human (Smith, D. 1987:72). This is contrary to 

the assumption, within feminist empiricism, of the existence of an ‘unmediated truth’ 

though not the rejection of the notion of truth altogether (Hawkesworth, 1989:536). 

Thus, an understanding of our everyday world as it is known by those who create it and 

shape it is not merely an objective ontology; rather, it is both a subjective and an 

objective epistemology which demands of the researcher a ‘high degree of reflexivity’ 

(Olesen, 1998:310) to sketch the relationship between the researcher and the researched 

and to make known the beliefs and behaviours of the researcher in the creation of the 

research report (Harding, 1987:9). The location of the feminist researcher within the 

written account of her/his research activities is an essential feature of what is “feminist” 

about any research project. This location of the researcher is contrary to the rendering 

invisible o f the actual act o f knowing, within more mainstream scientific inquiry, which 

results in the production of what Stanley (1990:11) terms alienated knowledge [original 

italics]. According to Hawkesworth (1989:551), the conception of knowing as a human 

practice also allows for an explanation of androcentric bias, an exploration of 

epistemological methods and a critique of adequacy of the standards of evidence within
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dominant scientific discourses. Hammersley (1992:192,3) is more cautionary in his 

acceptance of the importance of experience, believing it, on the one hand, to be useftil in 

‘countering the rigidification of methodological ideas,’ while on the other hand, carrying 

the danger of an unquestioning acceptance of experience as proof.

Doubts and questions about a feminist standpoint concern the notion of woman as 

“general” as opposed to woman as “singular,” meaning the need to develop an eclectic 

view of woman that acknowledges the reality of colour, class, race, ethnicity, sexual 

orientation, politics, histories and locations (Harding, 1987:7; Hawkesworth, 1989:546; 

Mohanty, 1991a, 1991b; Stanley and Wise, 1990;). Hawkesworth (1989:546) extends 

the debate to include questions about the existence of a distinctive ‘women’s 

perspective’ that is privileged; she contends that whilst not all women ‘grasp the truth,’ 

‘some men -  those who are feminists -  could grasp the truth.’ In acknowledgement of 

an eclectic perspective, Hawkesworth (1989:546,547) advocates substituting the notion 

of a ‘feminist perspective’ for that of a ‘women’s perspective,’ to avoid the spectre of 

biologism and essentialism.

Liz Stanley and Sue Wise (1990:47) refer to the existence of feminist "standpoints' 

[original italics] and actively promote the idea of an academic feminist pluralism. The 

association between pluralism and feminist research is acknowledged by (Flax, 1987; 

Hawkesworth, 1989; Olesen, 1998; Reinharz, 1992). The notion of feminist pluralism 

fosters the issue of relativism and disputes the idea of the existence of one “truth.” The 

idea that a feminist standpoint approach will produce a universal feminist epistemology, 

or a feminist author of a new “master story,” is challenged in favour of a multiple 

epistemology -  ‘many stories that different women tell about the different knowledge 

they have’ (Harding, 1987:188).

The “reality” of a “multiple” epistemology finds favour within the postmodernist 

debate, which believes in a more plural kind of knowledge (Humm, 1989:216) and in 

two modes of thought: the argument and the well-formed story (de Laine, 2000:191). It 

concerns itself with the problems of ever telling the full story of women’s lives, in 

oppressive contexts (Olesen, 1998:311). Within a postmodernist feminist paradigm, 

“truth” is viewed as a ‘destructive illusion’ (Olesen, 1998:311). Feminist
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postmodernism emphasises the “situatedness” or the historical and socio-political 

context of “reality” to advocate a commitment to a plurality of the nature o f being 

(Hawkesworth, 1989:536,537). Such a perspective according to Coffey (1999:11) ‘can 

be empowering to a feminist research agenda’ and provide ‘a forum in which feminists 

can legitimately abandon existing knowledges and create their own.

Central within the postmodemist debate is the issue of power and its inextricable link to 

knowledge (Foucault, 1989:68).^ Feminists have drawn on Foucault’s interpretation of 

knowledge and its association with power in two ways: those who ‘isolate disciplinary 

technologies that subjugate women as both subjects and objects of knowledge,’ which in 

turn categorises women into certain paradigms of feminine identity, and those who 

acknowledge domination but explore cultures and regimes o f power in order to resist 

hierarchical structures in the creation of knowledge (Sawicki, 1994:290). This diversity 

of perspective challenges the idea of a singular feminist “successor science” or 

“dominant discourse” and instead embraces the plurality advocated by Harding (1987) 

and Stanley and Wise (1990). In so doing, it avoids the potential for hegemony or 

orthodoxy within feminism (Stanley and Wise, 1990:47), a situation within mainstream 

social inquiry criticised by feminists (Harding, 1987; Lentin, 1993; Smith, D. 1988; 

Stanley and Wise, 1990). Postmodernism in acknowledging plurality has ‘stimulated 

creative thinking about ways to value difference’ (Hawkesworth, 1989:555). In addition 

it has raised questions about voice and, by implication about account (Olesen, 1998:318; 

Standing, 1998). These issues will be discussed in the next section in a debate on the 

documentation of the features of social phenomena.

Documentation o f  the features o f social phenomena

Postmodernism raises the issues of voice and account. How voices of the researched are 

to be heard, with what authority and in what genre [form] are dilemmas central to 

feminist epistemology (Olesen, 1998:318). The questions about voice and account

Michel Foucault (1989:68) in his book The Archaeology o f  Knowledge looks at the influence o f  the 
bourgeoisie society on the development o f theories o f wealth. He explored how authority that involves 
the rules and processes o f  appropriation -  in the sense of a right to speak, ability to understand, 
accessibility to what is already ‘known’ and the capacity to use that which is ‘known’ -  lead to a discourse 
which influenced decisions and practices by institutions.
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confront the issue of realism (Gilligan, 1993: xiii) and in particular the assumption 

within the “dominant discourse” that documentation o f social phenomena involves the 

presentation of its features in an unproblematic way, devoid o f the socio-historical 

position of the researcher (Hammersley and Atkinson, 1995:13). Another problem 

relates to how language conventions in academic discourse can negate the everyday 

language o f those who participate in research, by engaging in what Standing, (1998:195) 

refers to as the creation of a hierarchy of knowledge ‘through using complicated ‘male- 

stream’ academic language.’

Another dilemma relates to the imposition of one set o f concepts and terms -  those 

related to the world of men -  to our understanding of the world o f women; terms that in 

turn alienate women from their experience (Smith, D. 1987:86). Dorothy Smith 

(1987:86-87) explores this dilemma within the notion o f ‘governing’ and ‘ruling,’ a 

term she uses in the broad sense of understanding institutions, and suggests that within 

the discipline o f sociology the relevance given to the position of androcentric conceptual 

frameworks -  ‘a sort of conceptual imperialism’- leads to the practice o f a discipline 

that discards women’s thoughts or experience of the world or alternatively leads to an 

attempt [by women sociologists] to ‘find some procedure which makes it possible to 

sneak them in.’ Gilligan (1993: xi - xiii) speaks of the restriction of women’s voices, o f 

the perpetuation either wittingly or unwittingly of ‘a male-voiced civilization’ and ‘an 

order of living that is founded on disconnection from women’ and urges a concentration 

on the questions of: “How we know, how we hear, how we see, how we speak?” 

According to Gilligan (1993:xi-xii) listening to women ‘literally changes the voice: how 

the human story is told, and also who tells h,’ while becoming involved in this process 

of change stimulates a critical debate in which ‘sanity as well as power is at stake.’ 

While recognising the importance of recovering and writing about the histories and 

activities o f women, Flax (1987:641) believes in contextualising women’s accounts 

within the ‘web of social relations.’ This involves taking cognisance of class and race 

relations, o f how they effect, enable or compensate for ‘the consequences o f men’s 

activities’ and, in turn, how the consequences of men’s activities influence class and 

race relations (Flax, 1987:641). Standing (1998) takes this a bit further by critiquing the 

style in which feminist researchers write up their research. This she suggests is not just 

in ‘standard English’ but within a growing ‘meta-language,’ ‘also written in a style that
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is acceptable to male-stream academia, even if  the style and language is inaccessible to 

the people who take part in the research’ (Standing, 1998:195).

Discontents about the telling of women’s stories concern also the notion of ‘cultural 

feminism,’ that is, letting women tell their story and sketching the difference between 

men and women, but, without taking into accoimt social oppression (Lentin, 1993:131). 

Olesen (1998:320) believes that an unquestioning reliance on women’s experiences, 

devoid of an analysis of the conditions that produce the experience, allows for a 

replication o f such conditions. However, critics of the centrality o f relativism in 

feminist epistemic endeavour outline its potential for absorbing or minimising life’s real 

problems within an explanation of contextual boundaries (Hawkesworth, 1989:555) and 

also, the danger of complicity in the face of atrocity such as ‘The Holocaust’ (Gilligan, 

1993:xvii). While acknowledging the situatedness of knowledge production, Edwards 

and Ribbens (1998:4) suggest ‘high standards of reflexivity’ as an alternative to the 

‘relativistic despair.’ Another problem concerns the possibility o f  rejection by the 

researched o f the research focus or the documentation o f ‘their story.’ Lentin 

(1993:131) proposes that this be best dealt with by writing about it.

Feminist research views the confrontation of oppression and the transformation o f 

patriarchy as its raison d ’etre and is concerned with applying its findings to bring about 

change, towards the emancipation of women (Lentin, 1993:113). Hammersley 

(1992:199-202) is critical of the notion of emancipatory inquiry believing it to be based 

on ‘a simplistic notion of practice (political and social)’ rather than a recognition of the 

complexities of practice where truth and effectiveness, while not completely disparate, 

are nonetheless different values and where value ‘cannot be judged entirely in term of 

practical success. Notwithstanding Hammersley’s criticism, Jackson (1997:87) believes 

that these principles make feminist methodology particularly useful for researchers of 

clinical nursing.

A principal feature of feminist research documentation is the researcher’s self-reflective 

account. In feminist research both the process of the research and the analysis of the 

researcher’s role are viewed as intrinsic elements of the research itself (Coffey, 1999; 

Lentin, 1993). Chesney (2001:128, 131) refers to this as a ‘lens or analytic filter’ that
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provides a ‘niuturing bed’ in which to place the research findings, which in turn is part 

of the transparency of the research process. This is contrary to assumptions within the 

positivist paradigms, where the personal experience of the researcher is viewed as 

irrelevant and is believed instead to contaminate the objectivity of the project (Reinharz, 

1992). Lentin (1993:122) suggests that reflexivity is a necessary ingredient towards 

making qualitative sociological studies ‘more feminist, more revelatory and ultimately 

more emancipatory.’ Reflexivity involves placing the researcher and the entire research 

process in the same critical plane as the research topic or overt subject matter itself 

(Harding, 1987:9). Its function is to make the researcher visible and rather than 

achieving the notion of objectivity -  a principle within positivism -  it confronts the 

“objectivist” stance by producing understandings and explanations that document the 

researcher’s beliefs and behaviours as part of the empirical evidence for (or against) the 

claims presented in the results of research (Harding, 1987:9). Dorothy Smith (1987:93) 

believes that knowledge of the world begins from within, from the researchers ‘original 

but tacit knowledge and from within the acts by which she brings it into her grasp in 

making it observable and in understanding how it works.’ Thus the visibility or 

“situatedness” of the researcher within the research project assumes that knowledge 

reflects a particular perspective influenced by social, cultural, political and personal 

factors (Hawkesworth, 1989:544). Fine (1994:72) uses the term 'working the hyphen’’ 

[original italics] to describe the process of making visible the researcher’s role in the 

production of knowledge, a process that entails an examination of the interrelationship 

between the researcher, the researched (the self-other) and the context of the study. She 

invites researchers to consider how ‘these “relations between” get us “better” data, limit 

what we feel free to say, expand us in intimacy and seduce us into complicity, make us 

quick to interpret and hesitant to write’ (Fine, 1994:72).

The issue of reflexivity is particularly pertinent to this study, which seeks to understand 

and explain a lived experience of working for better patient care in a hospital in 

Ethiopia. My position will be described and explored in Chapter Five, in the section 

entitled “the researcher’s biography: representing myself” The account of my fieldwork 

and the text of my analysis will attempt to reveal the complexities of my experiences in 

order to make the translator’s role transparent. However, Chesney (2001:131) cautions

71



against the dangers inherent in this type of activity, that in making ourselves central to 

the discourse we can push the voices of our research participants to the edge.

Summary

This chapter has provided a brief overview of the two traditions in research: positivism 

and qualitative or interpretive inquiry. It has explored the claims made within 

positivism for the notion of methodological monism and the idea o f the existence of 

truth, against the debate within the interpretive paradigm, which posits the notion of 

multiple truths and multiple realities. Specifically, it provided a feminist critique of the 

traditional philosophy of science and how women and women’s experiences have been 

invisible or outside the frame of scientific explanation. Three feminist epistemological 

positions were identified: feminist empiricism, which accepts the norms of conventional 

scientific principles; the feminist standpoint position, which refers to both a subjective 

and an objective epistemology with the experiences and activities o f women as central; 

and finally, feminist postmodernism, which embraces both relativism and the notions of 

a multiple epistemology. This chapter introduced the debate on reflexivity and the 

pertinence o f it to feminist research documentation. The next chapter will debate 

methodological issues.
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CHAPTER FOUR

METHODOLOGICAL ISSUES 

Introduction

This chapter will build on the debate on epistemological issues begun in chapter three. 

Specifically it will describe ethnography and explore the debate on theory development 

and ethnographic understanding. It will provide an overview o f the complexities of 

fieldwork and the activities related to it, data gathering, researcher researched 

relationships and the recording of fieldnotes. Finally it will look at objectivity and the 

scientific value o f fieldwork. A feminist perspective will frame the discussion 

throughout the chapter. It is intended that the exploration o f epistemological and 

methodological issues will form a background to the actual research process 

experienced in this study.

Data gathering and explanation of social phenomena

Qualitative research is multimethod in focus and involves an interpretive, naturalistic 

approach to the study of people and events, always with the aim of getting a ‘better fix’ 

on the subject matter at hand (Denzin and Lincoln, 1998:3). Since this study is 

concerned with understanding and explaining experiences of working for better patient 

care in a hospital in Ethiopia, the discussion that follows reviews specifically the 

literature on ethnography. Ethnography is viewed as a suitable method for the discovery 

and explanation o f human care in health and illness and for the generation of nursing 

knowledge (Aamodt, 1991; Leininger, 1985; Watson, 1985). Ethnographic studies in 

nursing are well-documented (Field, 1983; James, 1984; MacKenzie, 1992; Manias and 

Street, 2001; Martens, 1998; Miller, 1991; Upvall, 1992). Feminist ethnography or 

ethnography in the hands of feminists, however, makes women’s lives visible and their 

voices audible (Reinharz, 1992:48); it gives knowledge a practical relevance by 

exposing the construction of knowledge as a form of control and categorisation (Skeggs,
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1994:88) and it embraces reflexivity and the ways in which self (experiences and 

assumptions) influence both research processes and outcomes (Williams, A. 1995:36).

Ethnography

An ethnographic approach involves the researcher participating, overtly or covertly, in 

people’s daily lives over an extended period of time, ‘watching what happens, listening 

to what is said, asking questions,’ collecting ‘whatever data are available’ (Hammersley 

and Atkinson, 1995:1), in an holistic attempt to cover as much territory as possible 

about a cultiare, subculture, or programme (Fetterman, 1989:15), in order to explore the 

conditions and circumstances of being in the world [my italics]. An ethnographer 

attempts to see things from the perspective of those studied -  an ‘emic’ or insider’s view 

-  before stepping back to make a more detached assessment -  an ‘ethic’/external social 

scientific perspective -  of what is or appears to be [my italics] (Fetterman, 1989:21; 

Fielding, 1993:156). It allows for links to be made between structure and practice, 

between the macro and the micro, and between everyday interaction and history, 

economics, politics and wider cultural formations (Skeggs, 1994:74).

Ethnography is a research style of ‘first hand encounter’ (Agar 1985:12) to see what is 

“normal” within a specific area of culture, or a specific social event. It is based on the 

epistemological principle that knowledge of social behaviour can only be realised when 

the researcher understands the “symbolic world” in which people live (Fielding, 1993: 

156). Symbolic interactionism offers a sociological framework to guide ethnography. It 

takes the view that ‘the social world of human beings is not made up of objects that 

have intrinsic meaning. [Rather], The meaning of objects lies in the actions that human 

beings take towards them’ (Denzin, 1989:5).

In other words, meaning is created by experience. From a feminist perspective, both the 

experiences of the researcher and the researched are central to the research process. 

Stanley (1990:14) suggests that feminist/feminism is ‘an invitation to explore conditions 

and circumstances of a feminist ontology of being in the world.’ Skeggs (1994:78) and 

Anne Williams (1993: 584) believe that both experience and method are mutually
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consistent elements of a feminist ontology. Hammersley (1992:187) who questions the 

validity of experience over method, contradicts this position. Notwithstanding 

Hammersley’s (1992) concern, it is worth noting Chesney’s (2001) observations of her 

ethnographic experience of research on birth practice in Pakistan. In describing 

‘dilemmas o f self in the method’ she clearly articulates the association between 

experience and method as indicated by the following comments when she refers to the 

women’s experiences (including and beyond the actual experience o f giving birth) and 

her own role (as midwife, woman, and researcher) in representing their experiences.

As the research is about examining the birth experiences o f  women and how they interplay with 
the private, personal, and social worlds o f women, my role as the researcher is to place this 
private world in the public domain for academic and professional audiences. (Chesney, 
2001:128)

While acknowledging that experience is a central element o f ethnography, Chesney’s 

(2001) observation suggests that without experience (both past and present) there can be 

no ethnography, thus supporting the position taken by Skeggs (1994) and Anne 

Williams (1993).

Hence, it seems that symbolic interactionism, as an epistemological paradigm for an 

ethnographic study, will acknowledge the meaning of the world of the researched, the 

meaning of the research process that is the world of the researched and the researcher 

and finally, the world of the researcher. Blumer (1969:2) identifies three basic 

assumptions o f symbolic interactionism. They are:

1. Human beings ‘act towards things on the basis of the meanings that the things have 

for them.’ Things may be objects, institutions, guiding ideals, other human beings, 

activities and/or daily life situations.

2. The meaning o f such things is ‘derived from or arises out of, the social interaction 

that one has with one’s fellows.’

3. Meanings are ‘handled in, and modified through an interpretative process used by the 

person dealing with things he encounters.’

While negative evaluations have been made of symbolic interactionism, for example in 

relation to definitions o f theory and method and the neglect of emotion, Denzin
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(1992:69) believes they have been set aside given recent “new” textual readings. New 

textual readings frame ‘particular written (narrative)’ as ‘a version of the real’ from 

lived experience of the researched, ‘interpreted by the fieldworker-as-author’ (Denzin, 

1992:70). Thus, symbolic interactionism can provide a heuristic tool, which the 

ethnographer can use to make sense of a world she/he does not understand. It can bring 

principles to guide the methodology. Denzin (1989:7) identifies these as:

1. ‘ A studied commitment to actively enter the worlds of interacting individuals’;

2. ‘An attempt to blend the symbolic conversations persons have with themselves with 

their observable behaviours and utterances’;

3. ‘An attempt to develop theories about interaction that rest on the behaviours, 

languages, definitions and attitudes of those studied’; and

4. ‘A basic unit of analysis for naturalistic behaviourism is the joint act, or the occasion 

of interaction.’

Ethnography is concerned with producing descriptions or explanations of particular 

phenomena, or with the development of theory; it does not set out to test hypotheses. 

While the course of ethnography cannot be predetermined, the research always begins 

with some problem or set of issues, which convert to a set of questions to which an 

answer can be given (Hammersley and Atkinson, 1995:24, 29). Hammersley and 

Atkinson, (1995:25) use the term “foreshadowed problems,” a term first introduced by 

Malinowski in 1922. Agar (1985:20) uses the term “breakdowns” (meaning difference, 

the unexpected or ‘marked departures’ from what the ethnographer expects) to describe 

problems or issues or ‘cues to what to study.’ He views the resolution of 

“‘breakdovms’” and the building of ‘new knowledge’ (knowledge which connects 

adequately with old knowledge and through which social action in one tradition can be 

seen as coherent from the point of view of another) as the goal of ethnography (Agar, 

1985:39). The acquisition of ethnographic knowledge is a cyclical process which begins 

with a panoramic view of a culture, then narrows to a microscopic focus on details, 

before finally embracing the larger picture again, this time with a new insight into 

minute detail (Fetterman, 1989:47). This approach to knowledge production can, I 

suggest, accommodate the need within feminist research to address both practical issues 

(the minute detail, so to speak) and theoretical issues (the larger picture). Within
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feminist research the goal is to explore ‘concepts embedded in existing ways of 

thinking’ and to ‘use new knowledge provided by the study of women’s lives to 

continually revise established knowledge (or to invent new theories)’ (Currie, 1999:26). 

Theory development in ethnographic research will be explored next.

Theory development

Theory development in ethnographic research can be positioned within substantive or 

formal theories, where the researcher seeks to understand or analyse phenomena or 

events within a formal or conceptual theoretical application and later attempts to extend 

or refine its scope of application within a new substantive or practical theoretical 

framework (Hammersley and Atkinson 1985:31). However, formal theory may offer no 

helpful insights. When this occurs the researcher is prompted ‘to search for theory at a 

more modest level,’ that is a substantive theory, to help organise and present the data 

and to identify pertinent aspects of the fieldwork experience (Wolcott 1995:190). 

Wolcott (1995:189) views theory as ‘part of the baggage that accompanies the role of 

the researcher as a scientific thinker.’ He suggests:

What theory does is call attention to, and offer strategies for coping with, the dual problems o f  
purpose and generalization. It is also a reminder that we ourselves need to be thinking about the 
underlying issue tersely summarized in a two-word question always on the tip o f  some sceptic’s 
tongue: So what? (Wolcott, 1995:189)

The issue of generalisation has prompted many debates within feminist research 

(Harding, 1987:188; Olesen, 1998:311; Stanley and Wise, 1990:23). Stanley and Wise 

(1990:23) refer to the specificity of the researcher’s understandings, but contend that 

they are capable o f generalisations, a point of view supported by (Charles, 1993: 10). 

Gouldner (1971: 46,47) explores the specificity of the researcher’s understandings in the 

development of theory. He contends that social theories are shaped by and express the 

‘domain assumptions’ or ‘sub-theoretical beliefs’ of the researcher. Sub-theoretical 

beliefs are the ‘infrastructure’ of theory suggesting that theory is linked, ‘even if not 

solely determined by the character of the theorist doing it’ (Gouldner, 1971:46). Thus, 

the development o f theoretical knowledge is not a recreation of ‘‘the world, the society 

and the culture’ but, rather, the researcher’s limited version and partial experience of it 

[original italics] (Gouldner, 1971:46). Social theories are rooted in the researcher’s
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awareness o f herself or himself and her or his understanding of the researched; they are 

‘discreet obituary[ies] or celebration[s] for some social system’ (Gouldner, 1971:46,47). 

Stanley and Wise (1990:23,24) concur with Gouldner’s argument on the centrality of the 

“self’ of the researcher in the production of knowledge, suggesting that researchers 

cannot have ‘empty heads’ and that what is required is a ‘feminist consciousness’ in our 

theoretical descriptions of the social world. They argue in favour o f a style of feminist 

inductive theory defined as:

•  Theory derived from experience analytically entered into by enquiring feminists;
•  Continually subject to revision in the light o f the experience . . . ’ and
• Reflexive and self-reflexive and accessible to everyone . . .  ’

(Stanley and Wise, 1990:24)

Beverley Skeggs’ (1994:82,88) experiences of engaging with ‘different theoretical 

readings’ suggest congruity with Stanley and Wise’s (1990) perspective. Skeggs (a 

feminist ethnographer) used theories to help sensitise her focus of inquiry, to modify 

existing theories in relation to what was happening in the field and, to feel secure while 

seeking to make sense of her reality.' She also engaged in ‘concoct[ing] a multitude of 

different theories,’ which, through a process of trial and error and reflection, allowed for 

their construction into explanatory frameworks ‘that would have everyday applicability’ 

(Skeggs, 1994: 82;88). Im and Meleis (1999:13) articulate the relevance of situation- 

specific theories to nursing, believing that they are more clinically specific, reflect a 

particular context and may include plans for action. Specifically, they suggest that 

situation-specific theories developed in nursing should reflect a nursing perspective 

encompassing health, caring holism, subjectivity of clients, a dialogued approach and 

lived experiences’ (Im and Meleis, 1999:21).

Ethnographic understanding

In ethnography the analytic process runs parallel with the research process and is 

iterative in its nature (Hammersley and Atkinson, 1995:205). One iterative process or

' In her book The Vulnerable Observer: Anthropology that Breaks Your Heart, Ruth Behar’s (1996) 
account o f bringing the ethnographic moment back, o f  seeking to communicate the distance and 
representing the reality concurs with Beverley Skeggs’ experience o f  insecurity while seeking to make 
sense o f  her reality.
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strategy -  the constant comparative method -  is described by Glaser and Strauss 

(1967:106) where, through a process of constant comparative analysis, incoming data 

are coded and compared with other data, congruent codes are clustered, given an initial 

label and a category is formed. Data within categories are also compared to ‘generate 

theoretical properties of the category’ (Glaser and Strauss 1967:106). However, the 

process of ‘ethnographic understanding’ as described by Agar (1985) suggests a more 

appropriate iterative process to guide data analysis in this study.

Ethnographic understanding is, according to Agar (1985:21-25), a cyclical process that 

involves a resolution of breakdowns towards coherence. Resolution is a dialectical and 

emergent process of contextually influenced questions and answers; breakdowns occur 

because of difference, departure or disjunction in publicly expressed actions or 

experiences between the traditions of the researcher and the researched; and finally 

coherence is a change of knowledge in the ethnographer’s tradition, which allows for a 

reinterpretation of the schema, that is the goals, knowledge stock and actions o f the 

researched (Agar, 1985; 21-25). A process of analysis, which examines the traditions of 

both the researched and the researcher, would appear to be sympathetic to the principles 

of a ‘style o f feminist inductive theory’ as outlined by Stanley and Wise (1990:24) and 

to provide a framework for ‘working the hyphen’ towards an understanding of the ‘self- 

other’ (Fine 1998) in feminist research. The process of ethnographic understanding -  

breakdowns, resolution and coherence -  will be briefly outlined here and a critique of 

the approach will be presented. The actual process of data analysis utilised in this study 

will be described in Chapter Five.

Primarily ethnography is a function of the ethnographer, who in turn is influenced by her 

or his biographical situation. Breakdowns occur when there is conflict between the 

traditions o f the ethnographer and the traditions of the researched, such that events and 

experiences do not make sense within the ethnographer’s frame of reference or schema 

(Agar, 1985:18). A breakdown can be either mandated or occasioned. An 

ethnographer may set out to create or “mandate” a breakdown or she or he may

 ̂According to Agar, ( 1985:25) splitting the concept o f breaicdowns into two -  mandated and occasioned -  
is not a precise or exact process o f  breakdown experiences; instead, it represents an effort at 
understanding ‘the emergent nature o f  ethnographic work.’



experience an unexpected or “occasioned breakdown” (Agar, 1985:25,26). For 

example, the ethnographer may choose from the outset to focus on issues of difference 

because of influences from an academic or faculty audience or, indeed, a funding 

agency, in which case it would represent a mandated breakdown. Another example of a 

mandated breakdown is when, as a general principle, the ethnographer deliberately puts 

forward questions or doubts to challenge her/his understanding o f situations. This can 

be particularly pertinent in ethnography of one’s own culture, for example in this study 

where I as a nurse am researching a familiar culture of health care -  the hospital (albeit 

in a different context). On the other hand, occasioned breakdowns come up 

unexpectedly when doing ethnography. The distinction is not simply academic, but 

‘accounts for a common ethnographic experience of setting out with a mandated 

breakdown and returning with some occasioned ones that prove more interesting’ (Agar, 

1985:26).

Breakdowns within an ethnographic study can be ephemeral: those originally viewed as 

mandated may disappear or become less important, and occasioned breakdowns can 

take a central or main focus. Within this study, the original purpose o f the research -  ‘to 

explore and analyse a process of change towards improved patient care’ — could be 

viewed as a mandated breakdown, while the eventual principal focus of the study or 

foreshadowed problem -  ‘why did a breakdown in caring occur?’ -  is occasioned and 

central. The inherent dynamic associated with breakdowns suggests a need to 

accommodate uncertainty and ambiguity within the research process. This is supported 

by Skeggs (1994:75) whose experiences of doing ethnography lead her from a position 

of certainty to one of doubt, one she viewed as ‘a healthy theoretical position.’

Once a breakdown has occurred, the process of resolution begins. Resolution involves a 

dialetical process of inquiry, where the researcher becomes aware of and seeks out 

contradictions within an ‘encounter of different cultures,’ towards the achievement of a 

change in knowledge, where a social action or a piece of one tradition can be viewed as 

meaningful from the point of view of another (Agar, 1985:21,27,39). The “‘phenomena 

of diversity’” is the principal source of data in ethnographic work. Agar (1985:27) uses
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the word ‘“strip”’ borrowed from Goffman^ (1974) and Frake'* (1981) as a term to 

describe phenomena of diversity. He describes a strip as ‘any bounded phenomenon 

against which an ethnographer tests his or her understanding’ (Agar, 1985:28). Within 

resolution, the disputed schema of a breakdown is applied to strips in order to seek 

understanding of the encounter of difference. Strips can emerge from observation, 

conversation, interview, archive, or literature text.

Resolution requires that schemas, which include stocks o f knowledge, ‘be anchored’ in 

the strips abstracted out for study; this commitment to strips gives ethnography its 

‘emic’ or insider quality (Agar, 1985:32). Resolution is an iterative process that 

continues with modifications of the schema and applications o f the strip until no 

breakdown occurs, in other words, until there is transformation in understanding. The 

process can involve single-strip resolution where at any one time one strip is applied to 

one breakdown until coherence is reached, or multiple-strip resolution where schemas 

are applied to more than just one strip. The application o f schemas to strips continues 

until ‘no further breakdowns come up in encounters with additional strips’ (Agar, 

1985:29). The next step involves a search for relationships and interconnections 

between schemas in order to achieve schema resolution. This involves questions like:

• Does one event cause the other?

• Does the resolution of two schemas together bring out problems in one or both 

not previously recognised when they were looked at individually?

The emergence of patterns across schemas may lead to the development of higher-order 

schemas that show relations among several lower-order ones. According to Agar, 

(1985:31)

r
This push to higher levels represents the continuing effort to come up with an articulate statement 
of our sense o f  group concerns that are so pervasive, so fundamental, that they appear in 
numerous situations across many social relations. We can’t get there with a list o f  schemas; 
instead, the list must be transformed into a pattern.

 ̂Goffman, Erving. (1974) Frame Analysis. Harper and Row, New York. Cited in Agar (1985:27),

* Frake, C.O. (1981) Lansuaze and Cultural Description. Stanford University Press, Stanford. Cited in
Agar (1985:27).
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The final point o f  the process o f resolution is coherence. Coherence requires a reflective 

examination o f the lived experiences and actions o f the researcher and the researched. 

Ethnographic coherence leads to a change in knowledge in the ethnographer’s tradition 

(Agar, 1985:25), to a discursive representation o f  the “other’s” world and a knowledge 

that has everyday applicability (Skeggs, 1994:88).

The process o f ethnographic analysis does not embrace a method o f formal logic; 

instead, it leaves the ‘rarefied air of certain truth for a better fit with our intuitions about 

the kinds o f new schemas an ethnographer constructs to resolve breakdowns’ (Agar, 

1985:34). ‘Ethnography provides interpretation and explanation by strategies of 

contextualization’ (Skeggs, 1994:76). Feminist analysis o f ethnographic data is a 

creative and flexible endeavour. It includes the following tenets: an understanding of 

women and their social contexts; the use of women’s language and experiences to 

understand the relationship between self and context; avoidance o f the exclusion of any 

person’s voice while keeping the report manageable; and the use o f feminist theory to 

analyse the data (Reinharz, 1992:71). To achieve this degree of analysis, ethnographic 

methods o f data gathering rely on the researcher’s immersion in social settings and the 

development of an intersubjective relationship between the researcher and the 

researched. Fieldwork is the hallmark of ethnographic activity (Fetterman, 1989:42) 

and is explored in the next section.

Fieldwork

Harry Wolcott (1995:247) restricts the term fieldwork to 'on-site research conducted 

over a sustained period o f  time and requiring some degree o f  researcher involvement' 

[original italics]. The essence of fieldwork is depth rather than breadth and is, according 

to Wolcott (1995:248), ideally suited to the study of culture. However, Diane Wolf 

(1996:6,7) suggests that fieldwork is discipline-specific and assumptions of its 

association with anthropology and ethnography sometimes need to be suspended. For 

some, she suggests, it is a political act (Wolf, D .1996:8).



Fieldwork cannot be done without data gathering, a process that needs to be constantly 

‘scrutinized in order to assess its contribution to the research purpose’ (Wolcott, 

1995:249). McCall and Simmons (1969:3) identify participant observation as a type of 

‘research enterprise’ or blend of methods and techniques ‘characteristically employed in 

studies of social situations or complex social organizations o f all sorts.’ They describe 

participant observation from its operational perspective o f common usage. This 

involves ‘some amount of genuinely social interaction in the field with the subjects of 

the study; some direct observation of relevant events, some formal and a great deal of 

informal interviewing, some systematic counting, some collection of documents and 

artefacts, and open-endedness in the directions the study takes’ (McCall and Simmons 

(1969:1). This eclectic view of the term participant observation is supported by Zelditch 

(1969:9) and fits with Fetterman’s (1989) and Skegg’s (1994) understanding of 

ethnographic method. According to Harding (1987:2) feminists use similar methods of 

social inquiry as those used by ‘traditional androcentric researchers’ but, the “how” is 

often ‘strikingly different.’ Since participant observation and interviewing were the 

principal data gathering tools for this study, the following section will provide a review 

of the literature on both methods. A feminist critique of both methods will be 

discussed.

Participant observation

Patricia Adler and Peter Adler (1998:80) describe observation as the ‘bedrock of human 

knowledge.’ In the scientific field of research, observation connotes a regular, repeated 

and curious study of particular surroundings (Adler and Adler, 1998:80) that relies on 

sustained and intensive interaction and is prompted by theoretical questions about the 

nature of ontology. Observation allows the researcher to gather impressions of a 

‘particular world of interest,’ and these impressions may be gathered through all 

appropriate human skills. The choice of a field of interest or the selection of a setting is 

determined by a number of criteria. These include theoretical interest, potential access, 

a commission or request to study a particular scene or behaviour, or an opportunistic 

decision to study an area where one is already ensconced (Adler and Adler, 1998:86). 

Entree into the field o f interest is an essential part of every field-research endeavour. 

Once inside, the responsibilities of the researcher include maintenance o f field

83



relationships. This involves a balance between satisfying the demands and predilections 

of her or his hosts and the collection of the best possible data for the study (Gurney, 

1991:53). Anspach (1993) refers to this reality as ‘dilemmas of discretion.’ Inherent 

within the notion of dilemmas of discretion are principles o f ethics such as exploitation 

and power (Fetterman, 1989; Skeggs, 1994; Stacey, 1988) and informed consent 

(Meyer, 1995; Merrell, 1996).

In a field-research setting, the researcher is the human instrument (Fetterman, 1989:42) 

who draws on her or his ‘broad cultural and commonsense knowledge’ (Adler and 

Adler, 1998:84) to gather data. The researcher may adopt an anonymous association or 

develop an intensive personal involvement that is flexible and improvisational in order 

to respond to situations appropriately. The level of involvement or choice of roles can 

be viewed within a continuum: the complete participant, participant-as-observer, 

observer-as-participant, and the complete observer (Gold, 1969:30). The essential 

tenets of the complete participant role include anonymity o f the true identity and 

purpose of the researcher’s role to those being observed; the researcher engages in role- 

pretence where she or he knowingly pretends to be a colleague. The notion o f a ‘field 

relationship’ is central to the role of participant-as-observer and the role allows 

opportunities for creativity and adaptation in response to dilemmas and mistakes that are 

inevitable within field research (Gold, 1969:35). The observer-as-participant role is 

associated with one-visit interviews and is associated with a more formal style of 

observation. Because of the brevity of the relationship in the observer-as-participant 

interaction, it is likely to be superficial and it may lead to misunderstandings between 

the researcher and the researched; for example, self-expression may become a problem 

(Gold, 1969:36). Finally the role of complete observer removes the researcher from 

social interaction and the researched are unaware of being observed (Gold, 1969:36).

The detached involvement associated with complete observation is rooted in the 

(Quantitative observational paradigm and involves careful attention to ‘precise 

operationalization and measurement of dependent variables’ (Adler an Adler, 1998:81) 

and is not relevant to ethnographic study (Fielding, 1993:164). The anonymity of the 

role of complete participant is contrary to the notion of feminism and shared knowledge 

and is not considered suitable to this study. While observational opportunities



associated with one-visit interviews were utilised, the dominant field research 

relationship was participant-as-observer. This role will be looked at more closely in the 

next section.

Participant-as-observer

The role o f participant-as-observer allows for the development o f relationships over 

time. It affords the researcher an opportunity to enter the complex reality of the world 

of the researched, where ‘connections, correlations, and causes’ can be witnessed as 

they unfold (Adler and Adler, 1998:81). Initially the relationship is likely to be one of 

“peripheral membership” where the researcher is more o f an outsider. Through 

increased levels o f closer interaction -  participating in core activities o f the researched -  

the researcher becomes an active or complete member o f their world, ‘following the 

natural stream of everyday life’ (Adler and Adler, 1998:81). Active membership 

involves participation in central activities and assuming responsibilities that advance the 

researcher, but without commitment to the values and goals of the researched (Adler and 

Adler, 1998:85). Adler and Adler (1998:85) view complete membership as necessary 

‘to immerse oneself and grasp the complete depth of the subjectively lived experience.’

The development o f roles for the participant-as-observer begins with she or he being an 

“outsider,” a role that can be associated with mistrust, rejection and feelings o f isolation, 

and eventually leads to some level of integration and inclusion as an “insider” (Gold, 

1969:35; Anspach, 1993:183). Although some researchers experience eventual 

acceptance (Anspach, 1993:201), the experience of other researchers question the 

assumption that membership can be clearly classified as either outsider or insider (Oaks, 

1998; Skeggs, 1994; Williams, A. 1989; 1990a). Skeggs’ (1994) experiences were of 

constant movement between similarities and acute differences with the group of women 

she studied in the North of England. Through the process of the research the women 

became “others” (Skeggs, 1994). Anspach’s (1993) experience, on the other hand, 

allowed for a more active style of participation where the ‘barriers of discretion,’ i.e. the 

dilemmas o f decision making, disappeared, which allowed her to engage in a more 

assertive style of questioning.
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The quahty o f data (and analysis) is dependent on ‘the establishment, development and 

critical reflection’ of relationships in the field, which, according to Coffee (1999:54), 

are fragile, complex and multidimensional. The level o f relationship between the 

researcher and the researched is explored by Gold (1969:35,36) who believes, on the 

one hand, that some degree of “the stranger” needs to be maintained within a 

relationship o f friendship, in order to avoid ‘reaching intimate form,’ where there is a 

blurring o f role relationships and the purpose o f the initial role can be compromised. 

Schwartz and Schwartz (1969:95,96), on the other hand, believe that the ‘observer 

cannot remain emotionally untouched’ and suggest instead the need to differentiate 

between data gathered from ‘affective participation’ and data gathered from 

‘participation as role activity.’

The closeness/distance debate is of interest to feminist researchers (Chesney, 2001; 

Coffey, 1999; Reinharz, 1992; Skeggs, 1994; Stacey, 1988; Williams, A. 1993). Central 

to the debate are the issues of openness and power (Chesney, 2001; Lai, 1996; Wolf, D. 

1996). Reinharz (1992) believes in a need for feminist researchers to take a position of 

closeness with women, in order to understand them and to experience ‘reciprocated 

nurturing.’ She contends that ‘as long as researchers are self-aware, whatever happens 

is useful data’ (Reinharz, 1992:68). Furthermore, she suggests that the dilemma of the 

closeness/distance debate allows feminist ethnographers to make double contributions 

when they conduct research -  a contribution to our understanding o f both method and 

experience (Reinharz, 1992:71). Anne Williams (1993:584) affirms the centrality of 

method and experience to feminist ethnography. However, not all feminist researchers 

believe in a reality o f ‘reciprocated nurturing.’ Stacey (1988:22,23) views it as an 

opportunity for ‘dangerous exploitation’ where the researched may be ‘at grave risk of 

manipulation and betrayal by the ethnographer.’ Skeggs (1994) is critical of Stacey’s 

(1988) view, believing that Stacey overestimates the power of the researcher and groups 

the researched into a victim category. However, Chesney (2001), Coffey (1999) Skeggs 

(1994:89) and Stacey (1988:26) believe that rigorous self-awareness, within a reflective 

process, can mitigate some of the dangers. The issue of reflexivity will be discussed in 

the next chapter.
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Other dilemmas in participant observation involve decisions about what to observe, 

when to observe, whom to talk to, what to ask (and not to ask), how and what 

information to record, who to believe, what to question and what to edit (Anspach,

1994; Hammersley and Atkinson, 1995; Fetterman, 1989). They are part o f what 

Anspach (1993:195) refers to as ‘dilemmas of discretion.’ This process o f decision 

making in participant observation requires intensive personal involvement, a surrender 

of ‘traditional scientific control,’ an ability to learn from mistakes (Agar, 1985:12), a 

degree of serendipity (Fetterman, 1989:45), an evaluation o f the need for data against 

the need to protect field relationships, and the integrity and privacy of “others”

(Anspach, 1993:195; Fetterman, 1989:49). According to Anspach (1993:177), ‘These 

subtle day-to-day decisions define the contours of the information available to the 

researcher and, by implication, to the reader -  and contribute no less than more 

“scientific” decisions to what ultimately come to be called “data”.’ The scientific value «

of participant observation as a method of research will be evaluated later in this chapter.

Interviews

An interview provides an occasion for two or more people to talk to each other. In the 

research interview the respondent becomes a source of “general” information or data, 

which in turn is used to reconstruct the reality of the social world (Schwartz and Jacobs,

1979). Interviews can take two forms: structured and unstructured. A structured 

interview assumes knowledge on the part of the researcher of the subject of interest and 

assumes that a certain state of knowledge about the research topic already exists. They 

are customarily used to derive facts about what respondents think about or how they 

might act towards hypothetical questions or situations (Schwartz and Jacobs, 1979), in 

order to elicit a great deal of “reliable” data (Newell, 1994:22). The use of unstructured 

interviews on the other hand, assumes:

The interviewer does not icnow in advance which questions are appropriate to asic, how they 
should be worded so as to be non-threatening or unambiguous, which questions to include or 
exclude to best learn about the topic under study, or what constitutes an answer (what the range 
of any answers to any questions might be). (Schwartz and Jacobs, 1979:40)

The purpose of ethnographic interviewing is to gain a better understanding of the 

phenomenon or culture under study, beyond that afforded by participant observation
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alone (McCall and Simmons, 1969:4). In other words, the interview schedule is 

influenced by data emerging from the world of the participant-as-observer; it is 

essentially a style of reflective interviewing:

Ethnographers do not decide beforehand the questions they want to ask, though they may enter 
the interview with a list o f issues to be covered. Nor do ethnographers restrict themselves to a 
single mode o f  questioning. On different occasions, or at different points in the same interview, 
the approach may be non-directive^ or directive,® depending on the function that questioning is 
intended to serve. (Hammersley and Atkinson, 1983: 113)

Reflective interviewing is not standardised (Hammersley and Atkinson, 1983) and is not 

concerned with the elucidation of facts. Hence, structured interviews have a very 

limited role in ethnographic studies. They can be used at the middle or end stages to 

collect data on specific questions and hypothesis (Fetterman, 1989) and even then they 

are not based on hypothetical situations, but instead, emerge from the ontological reality 

of the researched and the researcher, both together and separate. On the other hand, 

unstructured interviews assume the expertise of the respondent about the phenomena 

under study and allow for the active involvement of the interviewer (Benney and 

Hughes, 1977). Unstructured interviews appear to be sympathetic to the principles of 

ethnography and feminist methodologies and to offer a suitable tool for data gathering 

within this study.

Unstructured and semi-structured interviews

The unstructured interview has an established framework to guide the interview in the 

service of the research interest (Burgess, 1982). It ‘assumes the appearance of a natural 

interesting conversation, but to the proficient interviewer it is always a controlled 

conversation which he guides and bends in the service of his research interest’ (Burgess, 

1982:109). In a formal context, the interviewer may use an interview guide containing a 

topic outline or a major theme with some brief questions, to initiate the conversation. 

The interview guide may or may not be followed depending on the responses of the

Non-directive questions are designed as triggers to stimulate the disclosure o f  information about a 
specific broad area’ (Hammersley and Atkinson, 1983:113).

Directive questions are used to test out emerging hypothesis or to check out the integrity o f  data already 
received (Hammersley and Atkinson, 1983:114).



informants (Melia, 1982). Hence, unstructured interviews may be initiated in a formal 

way but proceed in an informal manner. Interviews with some degree o f structure and or 

flexibility are sometimes referred to as semi-structured interviews. Anspach (1993), in 

her study o f ethical choices in an intensive care nursery, used semi-structured interviews 

to explore in considerable detail the values, beliefs and principles o f reasoning used by 

the staff to make life-death decisions, and to check out the consistency of her 

observations with those of the researched. Unstructured interviews may also be initiated 

in an informal context: where there is no predetermined interview guide, they just 

happen. Schatzman and Strauss (1978) acknowledge the effectiveness of the informal 

interview. They refer to it as a ‘situational conversation’ that allows for on-the-spot 

questions, in a natural way, on what the researcher has seen or heard. Informal 

interviews follow the interests of either the researcher or the researched and are most 

common in ethnography (Fetterman, 1989; Whyte, 1982).

The unstructured interview plays a pivotal role in participant observation. Its principal 

advantages lie in its ability to supplement the researcher’s observations with indirect 

observations [original italics] and in its role in elucidating data not inferable from 

observation, such as the motives, intentions and interpretations o f events of the 

researched (McCall and Simmons, 1969:4). Indirect observations refer to observational 

opportunities not available to the researcher, such as recent historical events or events 

that occurred in the researcher’s absence. Indirect observations are obtained from 

informants,^ that is people present at the time of the event, or what Zelditch (1969:13) 

refers to as ‘the observer’s observer.’ The information is obtained through interview 

and its focus is the particular details of the event rather than the subjective impressions 

of the informant (McCall and Simmonds, 1969:4).

Although many interviews in ethnographic studies are serendipitous, nonetheless there 

are occasions when the researcher wants to interview key people. Key individuals can 

provide detailed historical information, knowledge about current interpersonal 

relationships (including conflicts), and a store of data about the nuances of daily life

’’ McColl and Sim m ons, (1969:4) use the term ‘informant’ to describe a person who reports ‘hard and 
particular facts about a phenomena o f  interest or event. The term ‘respondent,’ on the other hand, refers 
to a person w ho provides inferences about a phenomenon o f  interest or event. Any one person may at 
some time perform the role o f  informant and at other times perform the role o f  respondent.



(Fetterman, 1898:58). Key individuals are people in positions, w hich allow them to 

observe key events, and who are quite perceptive and reflective about them (Whyte, 

1982:114). They are usually members o f the ‘m ainstream ’ rather than perfect 

representatives o f it (Fetterman 1989:58). Key individuals become known with 

increasing knowledge and understanding o f the field.

Interviewing can never achieve with absolute authority ‘what actually happened’ 

(Whyte, 1982:114), nor can it be assumed that people who are interviewed will be able 

or willing to talk about certain issues (Becker and Geer, 1957:30). Nevertheless, 

interviewing as part o f participant observation allows for strategies o f  discovery and for 

verification and explanation of data gathered through observation (McCall and 

Simmons, 1969). Observation can in turn clarify matters raised during interview by its 

ability, inter alia, to contextualise, within a social process, the information gained 

during the interview (Becker and Geer, 1957:31).

Fieldnotes

Fieldnotes are the mainstay of ethnographic data collection methods and their 

production are the observer’s raison d ’etre (Fielding, 1993:161). They may be written 

by the researcher or the researched and can vary in the level o f detail and interpretation, 

which in turn will influence the eventual style and content o f the text (Clandinin and 

Connelly, 1998:168). An important role of fieldnotes is to record the researcher’s 

personal impressions and feelings (Fielding, 1993:161). However, Coffey (1999:120) 

states that it does not necessarily imply ‘any sort of public reading o f the s e lf ’ Other 

details that should be recorded are descriptions o f events, people, conversations and the 

context o f events. Where possible, conversations need to be recorded verbatim 

(Anspach, 1993:182); however, where this is not possible, near precise accounts need to 

be recorded (Fielding, 1993:161). Fieldnotes are an important field text in personal 

experience methods; they can record observations from a distance or from “over there” 

and they can be an account of ourselves as ‘characters in the events’ (Clandinin and 

Connelly, 1998:168, 169). How and when to record fieldnotes are decisions within the 

reality of ‘dilemmas o f discretion’: decisions that may be a compromise between 

maintenance o f field relationships and the ‘formalised notions of scientific adequacy’



(Anspach, 1993:197). The recording of fieldnotes involves a process of registering, 

interpreting and recording [original italics]; however, it is not a straightforward cyclical 

process but includes ‘unavoidably a retrospective process’ (Schwartz and Schwartz, 

1969:91,92). Retrospection provides the researcher with opportunities to ‘re-create the 

social field in his imagination, in all its dimensions, on a perceptual and feeling level. . . 

. in order to rework the representation of the phenomenon as initially registered’ 

(Schwartz and Schwartz, 1969:92),

Fieldnotes represent, in effect, two levels of evaluation: that employed at the initial 

occurrence of the phenomenon and the evaluation employed during the retrospective 

process. Arme Williams (1990a) operationalised the notion o f retrospective evalution, 

long after her departure from the field, when she used her fieldnotes as an opportunity to 

locate herself, her emotions and involvement within the research process and challenged 

herself to look at the notion of “self’ within the self-other debate in feminist research. 

Anne Williams’ (1990a) experience would suggest that Schwartz and Schwartz’s (1969) 

notion of retrospective observation has particular relevance to feminist research and the 

notion of reflexivity.

A feminist perspective on fieldwork

Conventional fieldwork or participant observational methods recognise the central role 

of the researcher and the researched in the production of social knowledge. This is 

achieved through the direct participation in and experience of the social reality of the 

researched. However, feminist fieldwork or feminist participant observation includes 

other dimensions:

The necessity o f  continuously and rejlexively attending to the significance o f  gender as a basic 
feature o f  all social life and . . . understanding the social realities o f  women as actors [original 
italics] whom previous sociological research had rendered invisible. (Reinharz, 1992:46 referring 
toDilorio,* 1982)

g
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The issue of gender in field-research and the methods associated with it have 

highlighted many concerns (Chesney, 2001; Coffey, 1999; Finch, 1984; Greed, 1990; 

Gurney, 1991; Lai, 1996; Skeggs, 1993; Oakley, 1981; Wolf, D. 1996; Williams, A. 

1995, 1993, 1990a, 1990b). According to Gurney (1991:54) most o f the instructional 

literature on fieldwork assumes the researcher is ‘Anyman’ and it tends to ignore 

possible influences of the gender of the researcher. Failure to take cognisance of gender 

in fieldwork may lead to experiences of being ‘invisible,’ to being ignored, and 

sometimes experiences of sexual harassment (Gurney, 1991), or to being pressurised to 

conform to local gender norms and gender role behaviour (Wolf, D. 1996:8). Skeggs’ 

(1994) experiences of gender, in the field, involved, inter alia, sharing with the women 

she studied their concern for their safety when going out to meet with them in the 

evenings. Greed’s (1990:151) personal encounter of field-research affected both her 

personal and professional self ‘totally,’ where she found it impossible to 

compartmentalise her experiences as either academic or professional. Problems faced 

by Anne Williams (1990a) while doing fieldwork in a hospital centred on her conflict of 

identity. She describes how her experiences challenged her previous held belief that 

allegiance to a group -  she had nursing experience and was studying a group o f nurses -  

most nurses are female -  makes for greater sensitivity towards the members o f the 

group. Instead, her reality was inconsistent; at times she wished ‘to be with’ and at 

other times ‘to separate [her] self; to be ‘participant’ and ‘observer’ in a process that 

was a whole or continuous experience (Williams, A. 1990b:258). Coffey (1999:1) 

stresses the importance of recognising fieldwork as ‘personal, emotional and identity 

work [original italics].

According to Lai (1996), identity within the field is neither fixed nor predetermined. 

She believes that the research situation itself can manipulate the researcher’s identity 

where the researcher’s positioning is determined by ‘the micropolitics of the research 

interactions and the macropolitics of societal inequality’ (Lai, 1996:197). Other factors 

that can influence identity in the field and not normally identified within the ‘Anyman’ 

literature are race, colour and class (Wolf, D. 1996:10). Diane Wolf (1996:10) believes 

that feminist analysis should focus on gender, class and race in order to avoid the 

silences and gaps that can occur particularly within studies by ‘white researchers.’
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Janet Finch (1984) and Anne Oakley (1981) present a feminist critique on interviewing. 

Finch’s (1984:74) experience led her to believe that where a woman researcher is 

interviewing another woman, it creates special circumstances conducive to the easy flow 

of information and leads to a potential situation o f exploitation. The concern of 

feminists that field-research activities can be an oppressive experience needs to be 

acknowledged. Notwithstanding this factor, it is worth noting Stanley’s (1990:14) 

observation o f the centrality of oppression to feminist epistemology:

It is the experience o f and acting against perceived oppression that gives rise to a distinctive 
feminist ontology; and it is the analytic exploration o f  the parameters o f  this in the research 
process that gives expression to a distinctive feminist epistemology.

Anne Oakley’s (1981:58) experience of interviewing women lead her to conclude that a 

feminist methodology of inquiry requires an abandonment o f the ‘mythology’ of 

‘hygienic’ research and the notion of objectivity in favour o f ‘a recognition that personal 

involvement is more than dangerous bias -  it is the condition under which people come 

to know each other and to admit others into their lives.’ My own experience of 

interviewing women (Clarke, 1990:123) endorses Oakley’s position on objectivity. I 

found it impossible to treat women as objectified foci of data.

Objectivity and the scientific value of fieldworl<

The issue o f objectivity is a vexed question within scientific inquiry. Dilemmas for 

qualitative researchers include the problems around the notion of demonstrating 

methodological rigour (Agozino, 1999; Fine, 1994; Harding, 1993; Hammersley and 

Atkinson, 1995; Lentin, 1993; Olesen, 1998; Sandelowski, 1986). Harding (1993:73) 

believes that the concept of objectivity ‘makes it look reasonable to think it possible to 

gain value-neutrality in the results of research.’ She argues for a two-pronged approach 

to the debate and suggests a reconceptualisaton of both the ‘strong method’ approach 

and the ‘strong objectivity’ approach in order to avoid both the perpetuation of 

opposition between subjects and objects’ and a situation that can distort reality and 

exploit the researched (Harding, 1993:74). Alternatively, an acknowledgement o f both 

embraces the pivotal role of reflexivity -  the relationship between the researcher and the



object of the research -  as a resource for maximising objectivity (Harding, 1993:74). 

Furthermore, working what Fine (1994:72) describes as ‘the hyphen’ between self and 

other (the researcher and the researched) avoids the protection of privilege, the 

maintenance o f distance and the lamination o f contradictions. Instead, it allows the 

researcher to get ‘“better” data’ and to account for ‘whose story is being told, why, to 

whom, with what interpretation, and whose story is being shadowed, why, for whom, 

and with what consequence’ (Fine, 1994:72).

According to Agar (1985:19) the concept of “objectivity” becomes obsolete within 

ethnography, since ethnography is not about using the ‘right methods,’ but instead, is 

dependent on the historical and cultural context of the act o f describing and the 

relationship between the researcher and the researched. In other words, it is an 

interpretive ethnography. Anspach (1993:182) suggests strategies toward the 

achievement of an interpretive or reflexive ethnography. She sees them providing a 

potential solution to what are complex problems in field research: problems such as 

researchers failure to record and account for their critical decisions in the field and the 

lack of understanding of the complexity of decision making. They include using 

verbatim conversational materials wherever possible and a combination of research 

strategies and detailed methodological notes in order to present them as an ‘ethnography 

of the ethnographer,’ which she suggests enhance the credibility o f the findings 

presented (Anspach, 1993:182). Anspach’s (1993) notion of an ‘ethnography o f the 

ethnographer’ provides a useful term to embrace the notion of reflexivity, which 

according to Hammersley and Atkinson (1995:21) ‘provides the basis for a 

reconstructed logic of inquiry.’ It is achieved through ‘close analytic attention’ 

[original italics] to the details of the process of knowledge production and is part of the 

product itself (Stanley, 1990:4). This suggests the notion of connection, in other words, 

the opposite to detachment. Agozino (1999:408) believes that those who doubt the 

possibility of objectivity within the social sciences do so ‘because they define 

objectivity in the natural science terms of complete detachment.’ On the contrary, he 

advocates attachment, commitment and taking a position, what he terms ‘perspectivity,’ 

preferably one rooted in race-class-gender, in order to achieve committed objectivity 

(Agozino, 1999).
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The use of the term credibility or adequacy corresponds to the use o f validity as a term 

in quantitative research Olesen (1998:315). Credibility relates to the trustworthiness of 

findings in a qualitative research study. It can be demonstrated when the researched 

recognise the reported research findings as their own experiences (Streubert and 

Carpenter, 1995:314). Taking the account back to the researched and a dialetical 

approach to data analysis can help to achieve this (Fine, 1984:72; Olesen, 1998:315). 

Morse (1998) is critical of the former, not in the sense o f sharing one’s findings with the 

researched but rather with the notion of looking for validity or verification from the 

activity. She states:

In qualitative research, both the factual and interpretive content are not verified at the end o f the 
study; rather, the content is verified step by step, piece by piece, during the research process. If 
Hnkages are carefully and systematically constructed, the resulting theory is right; therefore, the 
researcher should be confident enough to defend the work. Asking for the blessing o f  
participants, each with a singular view, and using their confirmation as an indicator o f  rigor or 
validity is nonsense. (Morse, 1998:444)

The constant iterative process of Agar’s ethnographic understanding -  outlined earlier in 

this chapter -  provide a framework or map that documents ‘the key elements o f publicly 

reasoning from data to conclusion in a style that tries to prove oneself wrong as often as 

possible’ (Agar, 1985:47). In so doing, it provides a framework for credibility or 

validation strategies in ethnographic research (Agar, 1985:32).

In conclusion it is worth noting Lentin’s (1993:129) view that “objectivity” and 

“subjectivity” are essentially false dichotomies and artefacts of the sexual political 

system. Her response to the question of objectivity and subjectivity is for passionate 

research involving personal criticism, precision and a high degree of responsibility ‘to 

turn self narrative into critical argument’ (Lentin, 1993:129). The utilisation of a 

feminist ethnographic approach, which draws on Agar’s (1985) framework for 

understanding ethnography, will, I suggest, harmonise Lentin’s (1993) belief.

Summary

This chapter has examined methodological issues in research, specifically in relation to 

ethnography. It has outlined the process of ethnographic understanding by drawing on



the feminist literature and the work of Agar (1985). The complexities of fieldwork in 

ethnographic research have been identified and in particular the relationship between the 

researcher and the researched and how this can influence data gathering. Fieldwork 

methods relevant to this study have been described. Finally the chapter concluded with 

an exploration of the debate on objectivity and the notion of rigour in qualitative 

research. Chapter Five will describe my fieldwork experience.



CHAPTER FIVE

THE FIELDWORK EXPERIENCE: 

t h e  RECONSTRUCTION OF KNOWLEDGE AND THE RECONSTRUCTION

OF SELF

Introduction

This chapter will provide an account of the reconstruction of knowledge and the 

reconstruction of my “self,” within my fieldwork experience. It will explore the 

fittingness o f emotion as a framework for epistemic endeavours and in particular the use 

of the personal voice in the production of ethnographic text. The concept of fieldwork 

as a continuous process throughout the research project (including the writing of the 

final word) will be explored. The decision trail and the process o f my fieldwork 

endeavours will be explained. A feminist perspective on the issues o f  credibility and 

authenticity will be described.

An exploration of th e  concept of reflexivlty

Within a positivist paradigm, the neutralisation of self is viewed as a sine qua non of 

“trustworthy” knowledge, what Jagger (1989:157) refers to as a ‘myth of dispassionate 

investigation’ whose function is to bolster the epistemic authority of dominant groups 

‘composed largely of white men.’ In so doing it subscribes to a situation where reason 

is associated with authority and emotion with subordination (Jagger, 1989:157). This 

myth of dispassionate investigation is challenged by Jagger (1989) who views values 

and emotions (the vehicle for experiencing values) as central to the researcher’s 

engagement with and construction of the world, with epistemic endeavour and the 

production o f knowledge. She contends that recognition of the importance of emotion 

in the construction of knowledge illuminates our understanding of women’s ‘claimed 

epistemic advantage’ -  an advantage earned by their social situation of subordination 

and their social responsibility for caretaking, including emotional nurturance (Jagger, 

1989:164). However, Jagger’s (1989) assumption of women’s ‘claimed epistemic



advantage,’ while recognising it is ‘earned,’ could be seen to drift dangerously close to 

the notion o f  essentialism and the assumption that such an advantage is not also possible 

for men. For example, Diane W olf (1996:17) questions the idea that women make 

better field-workers by nature of their feminine attributes and Harding (1987:11) uses 

the term ‘faulty inference’ to connote the temptation (by some) that men carmot make 

important contributions to feminist epistemic endeavours. Agozino (1999:399) claims 

epistemic equality with women and challenges ‘separatist fem inists’ like Hartsock 

(1987) and Stanley and Wise (1983); for example, he suggests that understanding can be 

within the context o f ‘domination in general’ or within a literacy o f  race, class and 

gender.

Emotions are in part socially fashioned and are historical products o f  the society that 

constructed them; they play a pivotal role in what is observed and how  it is interpreted 

(Jagger, 1989:154; 159). Jagger (1989:161) refers to emotions experienced as 

incompatible with dominant perceptions and values as ‘“outlaw” em otions,’ that is 

emotions, that can alert or signal an improper construction o f  ‘alleged facts’ or accepted 

understandings o f  the status quo. ‘Only when we reflect on our initially puzzling 

irritability, revulsion, anger, or fear may we bring to consciousness our “gut-level” 

awareness that we are in a situation of coercion, cruelty, injustice, or danger’ (Jagger, 

1989:161). Perceptions informed by outlaw emotions are, according to Jagger 

(1987:161), more likely ‘to incorporate reliable appraisals o f situations.’ However, she 

cautions against ‘the use of uncritical feeling as a substitute for supposedly 

dispassionate investigation.’ She states, ‘Emotions are epistemologically indispensable, 

but not epistemologically indisputable’ (Jagger, 1989:163).

The inclusion and documentation o f emotion in the production o f knowledge and in 

feminist epistemology is achieved, inter alia, by showing the synergism between 

emotion, observation and the development of new insights, and by demonstrating the 

need for theory to be self-reflexive. This means an awareness o f the researcher’s own 

presence in the research process or what Coffey (1999:131) terms ‘the peopling o f 

biography and ethnography.’ This can be achieved by focusing not only on the outer 

World but also on ourselves and our relation to that world; by examining critically our 

social location, our actions, our values, our perceptions and our emotions; and by
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showing how ‘the reconstruction o f knowledge is inseparable from the reconstruction of 

ourselves’ (Jagger, 1989:164). It allows for the representation of feminism in ‘positive 

ways’ within the research process (Stanley, 1990:23). According to Geertz (1988: 9,16) 

‘self-locatings’ allow the researcher to grasp ‘the horns o f the signature dilemma,’ and 

allow, from the beginning, for ‘the establishment of an authorial presence within the 

text.’ Despite recognition that stories, which are brought home need ‘intepretive homes’ 

and a ‘self-representation,’ Behar (1993: 271) argues that the act o f representing ‘almost 

always involves violence of some sort to the subject of the representation,’ using as it 

does some degree of reduction, decontextualisation, and miniaturisation. On the other 

hand, Chesney (2001) suggests that the practice o f self-locating within research allows 

for scrutiny of the researcher and she for one would want to scrutinise the researcher 

who was interpreting her words. However, the style and location (within an academic 

discourse) o f most research texts (Standing, 1998) suggests that Chesney’s (2001) ideal 

is likely to be more aspirational rather than pragmatic.

The inclusion of our beliefs and behaviours is, according to Harding (1987:9), ‘part of 

the empirical evidence for (or against) the claims advanced in the results o f research.’ 

The problematising of the researcher’s world provides ‘a mode of discovering or 

rediscovering the society from within,’ a joumey that begins with the original but tacit 

knowledge from within the “self’ and incorporates the researcher’s actions and beliefs 

as she or he enters into relations with the object of knowledge (Smith, D. 1987:93). The 

process o f drawing connections (intellectual and emotional) between personal 

experiences and the subject under study requires the development of ‘a keen 

understanding of what aspects of the self are important filters’ in the production of 

knowledge (Behar, 1996:13). Locating the researcher in the research process is about 

vulnerability, not in a sense that anything goes, but instead, a recognition of the need for 

a positioning of self as ‘essential to the argument’ and the possibility that ‘a personal 

voice, if  creatively used, can lead the reader, not into miniature bubbles of navel-gazing, 

but into the enormous sea of serious social issues’ (Behar, 1996:14).

Both Geertz (1988) and Anne Williams (1990a) discuss the personal voice in the 

production o f ethnographic text. Geertz (1988:16) refers to the ‘signature dilemma’ 

meaning it matters who speaks and how they speak. Anne Williams (1990a: 18) insisted
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on producing a knowledge that appropriated her as part of the world she studied. 

However, Hammersley (1992:188) is critical o f the inclusion o f experience with 

method, believing instead that it equates with the subjects o f research. Anne Williams 

(1993:578) on the other hand, views the primacy given to experience in feminist 

research as a recognition of ‘an experiential aspect of method’ and an acknowledgement 

that the ‘means of doing research’ must include researchers’ selves and their 

experiences. In seeking to get the audience to take our reports seriously Geertz (1988:4) 

believes:

[It] has less to do with either a factual look or an air of conceptual elegance than it has with [the] 
capacity to convince [the audience] that what [we] say is a result o f [our] having ... one way or 
another, truly “been there.”

In other words the challenge is for me to produce a text that allows the audience to 

believe that had they “been there,” they too would have seen what I saw, felt what I felt 

and concluded what I concluded (Geertz, 1988:16).

The process of achieving the personal voice in ethnographic text essentially challenges 

the notion of fieldwork as a process of “being there.” Anne Williams (1990a) 

experienced difficulty in drawing an explicit distinction between “being there” and 

“being here” which supports the notion of viewing fieldwork as an activity that 

continues throughout the research project until the final word is written (Wolcott, 

1995:63). So it could be said that in writing this chapter (my fieldwork chapter of my 

reality of being “out there”) I continue to be engaged in fieldwork “back here” ; hence 

the title of this chapter.

My account of the reconstruction of knowledge and the reconstruction of my “self,” 

within my fieldwork experience, will involve a description of my own biography and in 

particular, my social location as a white, middle-class, Irish woman and a nurse, 

working for improved patient care in a hospital in Ethiopia. It will involve a rationale 

for the selection of the research agenda and an explanation of the process of finding a 

home for my research activities. I will explore my experience of power relationships in 

the field and, in particular, I will explain my reality o f the self-other hyphen (Fine, 

1994). Finally, I will examine the reality of my fieldwork “back here.” The use of
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emotions as a vehicle for the expression of values will characterise the framework for 

this chapter. Evidence from ethnographic practice will be drawn upon in order to situate 

my experience in relation to the broader trends o f ethnography and to look for 

similarities and difference (Williams, A. 1990a:25).

The researcher’s biography

During the course of my fieldwork in Ethiopia, I asked myself on many occasions the 

following questions: ‘Why was I bom a Clarke?’ ‘Why was I bom Irish?’ and ‘Why was 

I bom white?’ I recognised that these three facts had a profound effect on my lived 

experience there. The three questions constantly challenged my location and identity in 

the field. In confronting the social world, I also confronted myself (Gouldner, 1971:41). 

My decision to pxjrsue a feminist ethnographic analysis o f my reality in Ethiopia has 

extended the challenge posed by the three questions, to include their positioning within 

the research process itself. Like Stack (1996:99) in stepping outside the field, I have 

had to confront these issues more absolutely as a writer than as a researcher, although 

my experience is that the distinction between the writer and the researcher is a blurred 

one and, in essence, the role of researcher persists until the final word is written (Lai, 

1996; Williams, A. 1990a; Wolcott, 1995).

What follows is my attempt at being open and self-disclosing. It is a time of insecurity 

and anxiety, reminiscent of my early days in the field, my days of “being there.” Geertz 

(1988:23) identifies with the difficult task of “‘Being There” authorially’ and suggests:

Finding somewhere to stand in a text that is supposed to be at one and the same time an intimate 
view and a cool assessment is almost as much o f  a challenge as gaining the view and making the 
assessment in the first place. (Geertz, 1988:10)

My personal biography is an opportunity to allow the reader to experience at first hand 

my personal story of being a white Irish woman, bom into the Clarke family. In a sense 

it is an attempt at establishing the hyphen between self and other (Fine, 1994), to fill the 

‘silent space’ (Coffey, 1999:2) but this time between the researcher/writer and the 

reader. It is as Gouldner (1971:35) suggests ‘a dangerous moment,’ akin almost to

101



Behar’s (1996) experience of being the vulnerable observer. Except this time the 

experience is of a retrospective observation of my own life. In presenting my personal 

biography my intention is to provide the reader with an understanding of what could be 

termed the context of my ‘background assumptions’ or ‘silent partners’ (Gouldner, 

1971:35) for this research and theoretical enterprise. In other words, I hope to make my 

silent partners audible,’ and to lend authority to my voice (Geertz, 1988).

I was bom in Dublin, Ireland in the early 1950’s, into a secure and loving working class 

family. My grandparents had experienced the turbulent times o f Ireland seeking its 

independence from Britain, but most especially they and my parents had experienced the 

embryonic days of the labour movement and trade unionism in Ireland, which sought to 

redress the extremities of privilege and inequalities that existed in the country in the first 

half of the century (Prunty, 1988). Hence the issue of social justice was an agenda not 

too distant from our daily reality of family discursive interactions. Religion was another 

influencing factor. Although, I would now describe myself as spiritual and Christian 

and not deeply religious, I was brought up and educated within the religious mores of 

the Roman Catholic Church. Central values within the teaching (though not always the 

practice) o f the Roman Catholic Church concem poverty, commitment, community, 

equality, non-violence, contemplation and gratuitousness (at least not in this world) 

(Caretto, 1981:12). These values have profoundly influenced my own philosophical 

framework for living. The reality, for me, of these values is perhaps best summed up in 

the following words from Genesis ‘not by chance . . .  not for nothing did you pass by me 

today.’

My decision to pursue nursing as a career was influenced by my desire to “care for 

others,” although I am not sure that I was conscious of what that meant when I first 

made my decision. I recall, however, how the financial reality of my generation and 

class influenced my decision not to choose medicine as a career, which could also have 

afforded me the opportunity to “care for others.” Living and growing up in the 1950’s 

and 1960’s in Ireland also meant experiencing a world of gender stereotypes where 

careers such as nursing, teaching and social work were for women, and medicine, law 

and engineering were for men. Interestingly, my three brothers are engineers; my sister 

pursued a career within the social sciences. To a greater or lesser extent the social

102



reality of gendering permeated my family as it did society in general at that time. 

Relationships within our family, at least overtly, mirrored the authority of patriarchy, 

which I take to mean some level of domination o f males over females and the 

legitimisation of power which, more times that not, favoured the male over the female. 

However, in a more covert way, female power was demonstrated in the creativity and 

capabilities of my mother who through her ability, inter alia, to earn additional income 

for the family, facilitated our education in third level institutions.

My first experiences of nursing, which occurred within a Roman Catholic teaching 

hospital, reinforced the pre-eminence of commitment as a value within society and most 

especially within nursing. I recall a comment from one o f our nursing tutors 

“Remember if it was not for the patient in the bed, there would be no reason for you to 

be here.” Perhaps I can locate the begirming of my socialisation towards a belief in the 

primacy of the patient and her or his needs to that comment made in August 1968, when 

I first started nursing. Later in my student days at the same hospital I was to experience 

the reality o f inequality and the domination of patriarchy when a consultant considered 

the financial status of a child’s father in his decision of whether to operate on the child 

that night or the next morning. The child went for surgery the following morning.* 

Although I was aware of the injustice of considering class in the decision o f when to 

operate, I was also clear that my status as a student nurse did not permit me to challenge 

the situation. Instead, I became more acutely aware of the challenges of commitment in 

the world o f medicine and health care, although at the time I was unable to place my 

experiences within the relational sense of patriarchy, gender and power.

Since my early student days my career in nursing has afforded me the opportunities to 

work in both institutional and community settings. My experiences in community has 

allowed me to experience, at first hand, the reality of individuals, families and 

communities whose daily lives are enmeshed in poverty, violence and inequality. More 

recently, since 1987, my engagement in academia and education has introduced me to 

the philosophy of primary health care, a philosophy that underpins the World Health

The consideration o f  class was related to the question of whether the child s hospitalisation and 
treatment was covered by private insurance, or within the public system o f health care. The insurance 
companies pay hospital consultants for their treatment and management o f  private patients.

103



Organization principle of Health fo r  All (World Health Organization, 1978). Inherent 

within the philosophy are issues such as social justice, community involvement and 

economic and social development. In my own teaching, primary health care underpins 

the philosophical framework of our curriculum for the education o f public health nurses 

and I feel very committed to its principles. However, in my endeavours to share these 

ideas with my students, I am aware that power and its distribution lie at the heart of the 

notion of health for all. Furthermore, the collaborative, synergistic nature of seeking to 

involve communities in a process of economic and social development, based on social 

justice, has strong overtones of conflict resolution, problem solving and growth 

(Gibson, 1991) and is comparable to the principles of ‘conscientization’ advocated by 

Freire (1972).

My own research activities (Clarke, 1990; Clarke, 1994; and current) have left me a;

critically aware o f the need to contextualise issues such as social injustice, poverty and 

inequality, not in a sense to legitimise them by seeking to ‘relativise’ them, but rather to 

seek to explore the complexities of culture and power and how they can and do 

influence who we are and what we can achieve. My locationality as a citizen o f Ireland 

and my positionality as a white, “Western” female academic centre me within a power 

differential that is not available to the participants in this research endeavour. However, 

my position as described here does not mean that I did not encounter situations of 

perceived personal powerlessness in the field; also my relationships with the researched 

were at times (to a greater or lesser degree) exploitative and superior. By this I mean 

that as the change generator I sometimes acted like the boss. The issue of power and 

powerlessness will be explored later in this chapter and the ethics o f reciprocity in 

fieldwork will be discussed in Chapter Six.

1 now realise that my culture affords me power in that I am white, Irish and (now) 

middle class. Also, being a woman, a Clarke, white and Irish influences my values. I 

have a freedom not afforded to other people by virtue of the fact I am white and Irish; 

for example, I have the freedom to travel virtually anywhere in the world, my middle 

class status assumes that within reason 1 can afford to do so too. I have opportunities for 

career enhancement and career development, by virtue of my race and class and because 

of the reality o f Western aid to the Third World, which made it possible for me to work
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in Ethiopia, an experience that provided me with an opportunity to pursue doctoral 

studies. Such privileges are not universal; in particular they are not privileges afforded 

to the participants of this study. Diane Wolf (1996:2) suggests that multiple levels of 

differences experienced by ‘white women from the “First World’” can enhance their 

privileged position when working in Third World countries. However, Margery Wolf 

(1996:217) advocates a mutual respect of difference, rather than pretence of ‘the 

existence o f equality of power that does not exist.’ She states:

I am not suggesting that “we grab the data and run.” I am suggesting that we act practically as 
well as responsibly. We can do a lot for our informants as individuals and for their communities, 
but we cannot erase the difference between us. In truth, we would not be there doing research if  
there were not differences; our findings would be neither interesting nor important. (W olf, M. 
1996:217)

In summary, what I have outlined here is a brief biographical outline o f who I am, my 

values, attitudes and privileges. Hammersley and Atkinson (1995:16) refer to such 

details as the socio-historical locations that shape the orientation o f the researcher. It is 

intended to provide a sense of the kaleidoscope, which is my personal framework for 

this study, and in particular to frame my experiences of fieldwork. My sense o f social 

justice rooted in my family background, education and career influenced my reality of 

seeking improved patient care in a hospital in Ethiopia and as a researcher/writer of this 

ethnographic study. Now that I have declared my biography, I will describe my reality 

of entering into relations in order to find a home for my research activities.

Selection of a research agenda

In 1996 a European Government as part of its Bilateral Aid Programme agreed to 

provide technical assistance (a nurse advisor) to a hospital and School of Nursing, in 

Ethiopia. This followed a request for support to improve the quality of nursing care and 

resource management within their health facility. I was recruited to participate in the 

project. I had previous experience of development in Ethiopia, albeit for a short period 

of one month, when I undertook a research project on behalf of an Irish Non- 

Government Organisation (Clarke, 1994). The request for help suggested an 

acknowledgement of a need for change within the current health/nursing care structures.
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In keeping with a primary health care model o f intervention (World Health 

Organization, 1978) it seemed appropriate that any programme of assistance towards 

change should seek to define both the problem and the solution within the context of the 

participants' situation and to include a critical appraisal o f both their and the support 

agents' underlying value-base. Thus, a participatory model, which acknowledges the 

process o f empowerment towards self-reliance and self-determination, seemed an 

appropriate basis from which to initiate change.

In my acceptance of the role of nurse advisor, 1 saw the potential for enhancing people’s 

lives. I viewed it also as an opportunity of using my experience to pursue doctoral 

studies, since the acquisition of a PhD will likely enhance my career within academia, 

where I work. Waterman (1994:119), who used her action research experience of 

developing ophthalmic nursing care as the basis for her Ph.D., points out that reflexive 

ethnographers rarely undertake research for purely altruistic concerns o f ‘fiirthering 

knowledge’ and acknowledges that although she viewed her research as an opportunity 

to improve the lives of people with visual impairment, she was also motivated by career 

prospects. Adler and Adler (1998:86) acknowledges opportunism in the selection of a 

field of study, while Behar (1996:2) the anthropologist believes that opportunities and 

efforts at witnessing (in life), which she visualises as a ‘voyage,’ should ‘at least’ be 

documented. Behar (1996:3-5) maintains also that the reality o f the voyage -  

uncertainty and, at times, ‘the utter uselessness of writing anything and yet the burning 

desire to write something’ -  ‘doesn’t sound like the stuff of which Ph.D.s are made’ but 

nonetheless provides us with ‘a mode of knowing’ and is accompanied by the vexed 

question of vulnerability.

The question o f who defined the research agenda is complex. It could be argued that it 

was I, in the first instance, who seized upon the opportunity to view the role of the nurse 

advisor as a potential research agenda. However, the Ethiopian academic institution did 

make a request to the European Government for assistance with improving their health 

care facility and in particular to help them establish a system of Administration and 

Management Procedures (see Appendix 1). Ideally, participatory action research is 

initiated and planned jointly by both the researcher and the researched (Wolf, D. 

1996:26). In the case o f this study it was both, a local initiative (the need for change)
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and an outside stimulant (the arrival of a nurse advisor interested in using a participatory 

model and pursuing a research project) which suggested the appropriateness of an action 

research approach. Moreover, it is important to point out that the decision to invite 

outside support was made at a senior, primarily medical, management level, all of whom 

were Ethiopian. Most of the people who subsequently participated in the study were not 

part of this elite group.

In the early days following my arrival, there was a lack of clarity as to my role, a 

situation, which was to emerge again at a later date. This issue will be explored later in 

this chapter and in Chapter Eight. I perceived the principal agenda to relate to the 

hospital and to nursing and patient care in particular. This was supported by comments 

made by a health advisor in the European aid programme. Prior to his appointment as 

health advisor, he had held senior posts in the local government health department and 

the academic institution. He identified the issues as follows; ‘no proper planning of 

activities’; ‘no management protocols’; ‘no opportunity for continuing education for 

nurses’; ‘most of the nursing care is left to the family’; and ‘poor motivation leads to 

reduced quality of care and work in all areas’ (Interview Dr. ‘C’, 29/03/96). Earlier in 

1995, problems associated with standards of nursing and patient care in the hospital had 

been documented in a report by two visiting nurses from the United Kingdom.^ Thus, 

change towards better nursing and patient care became the focus of my work and I set 

about engaging with the staff from both the hospital and academic institution to 

determine the nature of what needed to be changed and how.

The social world of this study was the day-to-day activities of nursing practice and 

patient care in the hospital. For me it involved identifying practical concems, exploring 

ways of overcoming issues of practice and staying afloat in the practical realities and 

conflicts o f change. By this I mean a struggle with my many identities, the “I” as the 

nurse, the “I” as a change agent and the “I” as a woman. I found it difficult to moderate

Although the report was given to senior medical management it had not been channelled back to the 
nursing management or to the nursing and health assistant staff o f  the hospital. The nature and the degree 
of the problem o f  poor patient/nursing care as outlined in this report changed the focus o f the role o f  the 
nurse advisor from that first requested by the academic institution. Initially they requested a nursing 
lecturer. However, the focus was later changed to management and nursing care within the hospital. I 
was not aware o f  the original request for a lecturer until later when I had difficulties around my role in the
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or compromise my caring, nursing attitude towards the patients when the situation also 

demanded that I, as the change agent, identify with the oppressive situation of the staff 

and their indifference, or when I challenged the behaviour of the medical staff. In other 

words, my reality of enacting multiple roles was synonymous with conflict with one 

group or another, a situation that was ever present during my time “out there.” I will 

explore this in more detail in this and subsequent chapters.

An action research approach guided my activities as a facilitator-researcher with the 

multidisciplinary team. Action research is primarily concerned with problem 

identification, problem solving, change in practice and theory development; it is 

essentially a collaborative activity (Coghlan, 1994, 1993; Hart and Bond, 1996; Holter 

and Schwartz-Barcott, 1993; Meyer, 1995, 1993). Action research uses a democratic, 

empowering and humanistic approach (Guba, 1996). According to Holter and 

Schwartz-Barcott (1993:299), action research does not ‘easily lend itself to definition.’ 

Notwithstanding this observation, they view it as a compelling method for nursing, 

where there is a need to initiate change in order to bridge the gap between theory, 

research and practice. The role of “self’ is central in social enquiry (Berg and Smith, K. 

1988) and action research requires the study to be written as a “self-reflective account” 

(Meyer, 1995).

Thus, in seeking to record my own personal account of my experience in Ethiopia, I was 

constantly challenged to explore the presence of myself in the research process. Central 

to the presence of my “self’ in the research process were (and remain) the issues of 

gender, power, hierarchy, race, ethnicity, and my emotions, fears, needs and resources. 

My fieldnotes reflect this. Thus, my fieldnotes can be read in many different ways, to 

develop different research agenda: they can be read as an action research study such as 

described by Meyer (1995) and Waterman (1994) or an ethnographic study of my reality 

in the field. Anne Williams (1990a:4) describes how her doctoral thesis entitled 

'Interpreting an Ethnography o f Nursing: Exploring Boundaries o f Self Work and 

Knowledge’ (Williams, A. 1989) ‘could have been more directly about nursing’ and 

suggests that one’s experience in the field can produce a diversity of ethnographies. My

hospital and there were conflict o f  interests between the needs o f the hospital and the needs o f  the 
academic institution for a lecturer in nursing. These are explored further in Chapter Seven.
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decision about what finally constituted my research agenda -  the ‘marked departures’ or 

‘occasioned breakdowns’ (Agar, 1985) -  was shaped largely by my fieldwork here or 

“being here,” which essentially involved a process of reflecting on my experiences of 

“being there” (Geertz, 1988; Williams, A. 1990a:2). My fieldwork “back here” 

included a search for underlying relationships and meanings in the data, concurrent with 

the activity o f searching the literature. My personal experience o f data analysis will be 

explored later in this chapter. Thus, although my focus was seeking change towards 

improved patient care, this study is not a scholarly study of action research. Rather, it is 

a feminist ethnography of my experiences, with “others” of seeking to improve patient 

care in a hospital in Ethiopia.

During my time in the field, I derived meaning for my experiences in the work o f Freire 

(1972). A comment in his book Pedagogy o f the Oppressed, in which he referred to the 

interrelationship and contradiction that can exist between the oppressor and the 

oppressed (Freire 1972:36), prompted the following fieldnote:

Perhaps/I know I have not viewed the staff as the oppressed, but rather in a way as oppressors. 
This is because o f their behaviour towards the patients. They dehumanise them by referring to 
them as bed numbers, they have httle if any physical contact with the patients, and they view 
nursing in a mechanistic way. Instead, I am seeking to change their behaviour without first trying 
to understand it. Head nurse Sr.  ̂ ‘D ’ has so often said to me: “You don’t understand, there are 
many problems.” My focus on problems has been confmed to the absence o f material and human 
resources and because of this I feel I understand the staff. Also, I have read the report (the 
report of the two v isiting nurses from the United Kingdom). Now I realise that my ignorance of 
the staffs  subjective experience of the reality of shortages, no investment, no choice o f where to 
work, no outlet for continuing education is enormous. I must begin to understand their fatalism 
before I seek to facilitate them to do so and to move towards change.

I think of health assistant Ato ‘E’s comment: “I want to learn, my brother had knowledge and he 
got to the USA.” Also, head nurse. Sr. ‘F’s comment: “You come to work today and think things 
may be better and then you realise yesterday was better.” Sr. ‘F’ questioned the attendance o f all 
the staff o f the hospital at a meeting held by the local government health department on Friday 
morning. This resulted in all patients being left without care and the cancellation o f surgery on a 
woman with a gynaecological problem. She spoke also of how the hospital nursing and medical 
management failed to comment on the timing of the meeting and how the administrator was 
pleased they were all there. 1 commented on their behaviour and likened it to that o f a wife in a 
situation of domestic violence. The husband says, “Jump” and the wife says, “How high?” 
Again, it is the principle o f fatalism illustrated by head nurse, Sr. ‘D ’s repeated comment: “What 
can we do Sr. Jean?”

(Fieldnote, 23/07/96)

 ̂ The title sister is used to address female nurses. Male nurses were addressed as Ato, meaning mister. 
Health assistants were called by their first names. Wiezero (W/ro) is the term used to address married 
women and Wiezerit (W/rt) is used to address single women.
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The writings of Freire helped me to stay afloat in what was, at times, a sea of 

inhumanity, indifference and domestic fatalism. These issues will be problematised in 

subsequent chapters. However, when I returned from the field, I realised the limitations 

of Freire s work. While his work helped me to name (in part) what I was experiencing 

and to view it as important, nevertheless, I lacked a framework to illuminate further the 

‘why? and the ‘whence?’ of my experiences. I sought, therefore, to develop a 

‘constructed knowing’ (Belenky et al 1986) defined by Hokanson Hawks (1992) as ‘the 

integration of disparate viewpoints with one’s subjective opinion for development o f an 

informed and personally authentic position on an issue.’ I began by exploring the 

feminist literature. The notion of a gendered world shed new light on my fieldwork 

experience “back there.” It has in the words of Davies (1995:13) begun to help me to 

‘understand the nature of the ground on which struggles for understanding and efforts to 

develop nursing practice actually take place.’ Thus, this ethnography is socially 

constructed and historically and gender specific. I write about how I engaged in the 

practical everyday reality of the field and its meaning for me. I write too, about 

participating in a specific culture (nursing) where the dynamic o f caring was difficult to 

understand within my own traditional and personal framework. Similar to the 

experience of Arme Williams (1990a), it means for me the inclusion of the ghosts o f  

many other potential ethnographies such as the process of change and the First 

World/Third World aid industry."̂  Essentially the course of this ethnography concurs 

with the views of Hammersley and Atkinson (1995:24, 29) in that it set out with a

At a conference in Dublin in 1997 entitled Aid and the Millennium: New Development Strategies fo r  the 
Year 2000, Olav Stokke from the Norwegian Institute of International Affairs, Oslo, spoke of how, in the 
beginning of the ‘Aid Age,’ attempts were made to build general theories of development. Development 
was equated with economic growth, theorists were mainly Western economists and theory was largely 
based on experiences gained in northern industrial societies. Stokke contends that donors are ‘different 
animals’; for example, aid from the superpowers (during the Cold War) was driven by security policy 
concerns, for some counfries an international commitment to peace motivated aid and for others the 
principles of aid emerged from a Christian or socialist tradition. More recently, in what Stokke terms 
‘second generation conditionality,’ principally human rights and democracy influence aid. In advocating 
for what he terms ‘the another development approach’; he suggests a perspective that recognises the 
following: no universal road to development exists and each society must find its own route based on its 
own circumstance of need and local/global environment and with due regard to the ecological imperative 
(Stokke, 1997). From a feminist perspective, Mohanty (1991b:63) describes how the “Women in 
Development” literature provides the best examples of ‘universalization on the basis of economic 
reductionism.’ She contends that ‘development here’ can become ‘the all-time equalizer’ leading to 
‘cultural reductionism.’ Furthermore, Mohanty (1991b;74) argues that it is only from the ‘vantage point’ 
of the West that it is possible to define the “third world” as underdeveloped and economically dependent. 
‘Without the overdetermined discourse that creates the third [original italics] world, there would be no 
(singular and privileged) first world’ (Mohanty, 1991b:74). See earlier references to Amadium (1997) 
and Mohanty (1991a) in this study.
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problem or set of issues, to seek to facilitate change, which was converted to a set of 

questions on the subjects of caring and the self-other debate, and now, is employing 

interpretation and explanation ‘by strategies of contextualisation’ (Skeggs, 1994:76) to 

seek to provide a coherent analysis. In addition, the problematising of my “self’-“other” 

dilemmas acknowledges the potential of feminist ethnography as outlined by Reinharz 

(1992:71).

Fieldwork and fieldnotes: a synergistic property

According to Fielding (1993:161) the production of fieldnotes justifies the researcher’s 

existence in the field. Thus, it could be argued that a discussion of one could not occur 

without a discussion of the other. In other words, the dynamics of being in the field and 

recording fieldnotes have a synergistic property. In my fieldwork, this synergistic 

property became central to my staying in the field. Crucially my fieldnotes, or more 

specifically the recording of them, became the vehicle which helped me to explore ways 

of coping with ‘outlaw emotions’ (Jagger, 1989) and to stay afloat in the practical 

realities and conflicts of change. My fieldnotes recorded descriptions of events, people, 

conversations and the context of events as illustrated by the following fieldnote 

recording of my first visit to the hospital.

I ask if  the director o f nursing Sr. ‘H’ will accompany me (not just the assistant medical director 
‘G ’). She joins us. She is a quiet, attractive woman. (In using the term attractive I do not wish  
to offend but rather to understand, to record the reality as I experience it, o f  nurses in the hospital 
who are, more or less, dressed as though they are going out socially, with coiffure hairdos, 
painted nails, costume jewellery. It raises an issue in relation to their preparedness to nurse, and 
to get involved in direct patient care.)^ Sr. ‘H ’ accompanies Dr ‘G ’, Sr. ‘F’ and me around the 
hospital. Sr. ‘F ’ is acting assistant director o f  nursing and during the visit they walk around 
holding hands. Does Sr. ‘H’ feel she needs moral support? Also, my attempts to engage her in 
conversation about the hospital prove quite difficult as she invariably refers the questions to Dr 
‘G ’. For example, when I ask: “How many nurses are there in the hospital?” it is Dr. ‘G ’ who 
seems to have the clearer picture.

 ̂The comment recorded in parenthesis was entered at the time o f  writing my fieldnotes.
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My overall impression o f the hospital is of a grim building; it looks dirty, unkempt and rarely did 
I see anybody engaged in patient care.*

(Fieldnote, 03/04/96 (Fieldwork visits))

This fieldnote was recorded ten days after my first visit to the hospital; my sense of 

shock at what I experienced got in the way of my ability to record the event. Although I 

did consider some theoretical principles at the time of recording the visit, unlike Lai 

(1996:192) I was not excited about the potential the field had for generating theoretical, 

historical and comparative possibilities. Instead I was numbed and fearful of the task 

that lay ahead and the isolation of being in the field. Like Stack (1996:102) I felt the 

reality of displacement far from home and I wondered: “What would people ask (or 

indeed expect) of me?” When, at a later date I did record the visit, I wrote;

I am writing this report ten days after my first visit to the hospital, following my second very 
brief visit there. The reason for my delay was my inability to write anything after my first visit, it 
just overwhelmed me. 1 only hope that my delay (in recording this fieldnote) has helped me to 
put the experience in perspective and to record a sense o f the reality.

(Fieldnote, 03/04/96)

The content of this early fieldnote established what was to be the dynamic of my 

fieldwork: observations from “over there” and an account of myself as a character in the 

event (Clandinin and Connelly, 1998:168,169). Accounts of myself as a character in the 

event allowed me, inter alia, to record my personal impressions and feelings (Fielding, 

1993:161), sometimes as an early retrospective process (Schwartz and Schwartz, 

1969:91) but always with the added dynamic of providing me with an opportunity for 

dealing with my outlaw emotions (Jagger, 1986) and the culture shocks and exoticisms 

(Woolgar, 1988) I was experiencing. Also, in choosing to make myself visible in my 

fieldnotes, I now realise I was learning and using feminist strategies to survive in the 

field. Diane Wolf (1996:3) believes that fieldwork challenges fieldworkers ‘to witness, 

record, and try to understand vastly different and often harsh conditions.’ My 

experience would suggest that fieldnotes make it possible to cope with the different and

® Although the dominant experience of my “reality” in the hospital was the experience o f a breakdown in 
caring, it was not my only experience of caring. There were many occasions when I witnessed and 
sometimes experienced both professional and lay caring. The issue of a breakdown in caring will form the 
central focus o f the findings of this research study. My findings will be discussed in Chapters Seven and 
Eight.
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often harsh conditions, in other words, to carry on with the fieldwork. For this reason I 

make the claim for the existence of a synergistic property between both. This 

synergistic property provided a certain catharsis and in a sense allowed me to continue 

“being there.” For example, I write in fieldnotes recorded following a day of working 

alongside the staff on one of the wards;

I feel so angry and frustrated so little done and so much to be done. Patients needing “simple” 
caring and somehow it is just not possible.’

As I sit here writing about the day’s events, I am aware o f the distress I feel, both physical and 
emotional. I feel tearful and a tension in my shoulders and head. Yet I have a great need to 
write, to have a symbolic catharsis of the day’s events. I cannot commit my thoughts to the 
computer -  perhaps on another occasion -  but right now to do so would seem unethical, or even 
voyeuristic, as though my thesis was what mattered. When in fact I cannot even think thesis at 
this time. I have not been able to do so for greater than one week. I’m just overwhelmed by it 
all. David Coghlan’ was so right when he said, “Gathering data may not be possible, you may be 
overwhelmed by it all.” And I am!

(Fieldnote, 28/05/96)

My experience of the synergistic property, where I gazed at the world and myself and 

attempted to ‘grasp the moment productively’ (Gouldner, 1971:35), helped me to 

challenge my biases and behaviour in the field and, principally, the potential for abusing 

my privileged position as a white woman from the First World working in the Third 

World. It helped me to engage in personal “conscientization” -  to borrow a term from 

Freire (1972) -  in order to circumvent the capacity to misuse the ‘cultural capital’* or 

‘idealized/idolized Western trappings’ (Lai, 1996:191) of neo-colonialism and the First 

World aid industry. It helped me to pay attention to the tensions and contradictions in 

my experience and allowed for the maintenance of a self-other, working relationship 

between the staff and me, an issue that will be explored in greater detail later in this 

chapter. Another example of what I term the synergistic property is illustrated in the 

following fieldnote in which I reflect on my behaviour both in practice and when writing

 ̂ David Coghlan is an Irish academic who completed his doctoral studies on change. See Coughlan D. 
(1993) Planned Change in the Irish Province o f the Society o f  Jesus, 1965-1986. A Case Study in 
Organisation Development. Unpublished Ph.D. University College Dublin.

* Pierre Bourdieu first used the term ‘cultural capital.’ It connotes individual and societies cultivated 
disposition and cultural competence to engage with, interact with, enjoy, and exploit generalist art (in all 
its form), and personal art (clothes, furniture, cookery, home), and is based on educational status and 
social origin. (See Bourdieu (1984, 1990).)
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the fieldnote as I struggle to ‘grasp the moment productively’ in one of my multiple 
roles:

Sr. ‘J’ and Sr. ‘D’ ask my opinion about catheterising a female patient with spinal injuries. She 
has passed urine since admission but today she has urinary retention. We briefly debate the 
situation and I suggest that we do not catheterise her. We did not catheterise the woman and she 
passed urine. (In retrospect I should have asked the nurses to outline the pros, and cons, o f the 
procedure for this patient and sought a decision from them, rather than I making the decision.)

Later I raise the issue of holistic care for a patient with a fractured tibia and fibula, who is eight 
months pregnant. She is for discharge; she has had no obstetric assessment. Initially, I suggest I 
will assess the patient. Then, on my way to the labour ward to borrow a foetal stethoscope I 
decide that the clinical expertise of midwives should be used and also that it should be requested 
by the nursing staff from the ward, and not by me.

(Fieldnote, 08/10/96)

Back here the synergistic property between my fieldwork and fieldnotes continued, 

though this time with a different consequence or outcome. The recording of my 

fieldnotes “back here” on “being there” allowed me to record personal impressions and 

feelings, which were more contextually specific. This allowed me to see the bigger 

picture (Lai, 1996:192), or in other words, the demands of life and living in Ethiopia and 

the complexity of the situation, as opposed to the more limited picture of health care and 

patient care (in particular, my own belief in the primacy of the patient and her or his 

needs) that dominated during my time in the field. That is not to say that I did not 

attempt to look at the wider picture while I was in Ethiopia as this fieldnote suggests. 

The fieldnote records a brief, opportunistic meeting with a pharmacist who spoke of 

how poor stock management in the pharmacy was attributed to the absence of wood to 

provide shelving.

I’m beginning to suspect that the shortage of material resources is used to validate poor practices 
but I also acknowledge how the constant struggle to survive on limited resources could sap one’s 
energy to be creative in the face of scarcity.

(Fieldnote, 23/04/96)

While this fieldnote suggests a developing awareness of the complexities of the context 

of patient care, in a relatively short time I found it difficult to maintain such a 

perspective at all times.

In negotiating the passage from what I experienced “being there” to what it means 

“being here,” I experience a sense of what Geertz (1988:78) describes as T-Witnessing.’
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However my experience of the ‘I-Witnessing’ challenges Geertz’s (1988:78) belief that 

it is literary rather than psychological in character. For me it is both: finding the words 

to describe the process of negotiating the passage but also accepting myself for the times 

I was judgmental, superior and moralistic in my approach in the field, as the following 

fieldnotes demonstrate. (The fieldnotes are in relation to an occasion when I tried to get 

the nursing staff o f the surgical ward to look at our working relationship.)

I ask if  we can talk about the situation -  my experience o f being ignored and my queries if it is 
worth my continuing to work on the ward, given the nurses do not work with/ignore me. The 
nurses say it is up to me but that they do not see themselves changing . . . .  They say they do not 
like my attitude: “You criticise us and tell people outside.” I say I have difficulty with them 
sitting down in the office. I do not criticise them outside the ward other than to relate my 
experiences to the nursing director and also, I use examples o f standards o f nursing care at the 
hospital in my teaching. I remind them that the X Report^ supports my observations. Also it is 
their brothers and sisters, their people who need the care and that it is pointless my being there if 
they do not want to work towards change. I also point out that I do compliment them on work 
well done but that there is need for more improvement. They say, “We will not work for you or 
for the [local government health department]. . . . We work for ourselves and for the patients.” 1 
say, “ I do not expect you to work for me, but to work with me.” And, I ask, “Do you want me 
to stay?” Sr. ‘D ’, Sr. ‘K’ and Sr. ‘L’ reply by saying they will not work any more than what they 
are doing at present. 1 then say, “It is best then if 1 do not continue to work on the ward though I 
will stay for the morning.”

(Fieldnote, 28/10/96)

I revisit this fieldnote one-year later when I record:

I feel a sense o f  guilt at my judgmental attitude to the nurses. But then I am not involved in the 
scene now. I do not see the patients and experience their reality. It had a profound effect on me, 
the reality o f the field, so different to the safe environment o f my study. I note Zerwekh’s (1992, 
cited in Rodwell, 1996) observation that ‘the apparently contradictory activities o f empowerment 
and coercion often co-exist in helping relationships.’

(Reflective diary, 24/10/97)

Two years later when I consult the literature I record:

Reading the following comments from Anspach (1993:196, 198) have a resonance for me. 
‘Recording data is a social activity that takes place within a social context.’ and ‘The norms o f 
discretion -  if they may be said to exist at all -  are created only in the breach, so only 
retrospectively did I leam that I had ventured beyond the pale o f discreet interaction.

I continue to feel uncomfortable about my judgmental responses (sometimes) to what people did 
or said at a particular time, for example, my entry of 28/10/96. It is so much easier to view the 
experience differently when I revisit my fieldnotes from afar, which is back here in the safety 
o f  home.

(Reflective diary, 07/02/99)

Report by the nurses from the United Kingdom.
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My ability to see more clearly “being here,” phenomena from “being there,” explains 

further the notion of fieldwork as an activity that extends beyond the narrowly 

demarcated period of being in the field and the notion that ‘immersion in the field’ — in 

my experience the examination of the data, the reading of the literature and the writing 

of the text — provides its own corrective (Lai, 1996:192). That is not to say that my 

immersion in the field, out there, did not facilitate a greater understanding of the 

perspectives of the staff who lived the realities of life and work in Ethiopia as the 

following fieldnote implies:

Yesterday when I saw people lying out near outpatients and it raining I looked on with regret, but 
I did nothing. Neither did I follow up on my response -  need to provide a chair -  to the man (a 
patient) standing outside the door of the pre-clinical building. He and others were waiting with 
medical notes and the man looked unsteady on his feet. I know I considered the hassle I would 
probably endure and decided against it. Perhaps I too am becoming inhuman in my actions, by 
considering the hassle rather than the needs o f the man. Am I too becoming sensitised, and after 
only ten months? Perhaps I should begin to understand the staffs lack o f caring/humanity a little 
more and to see it in part as necessary to their need to survive.

(Fieldnote, 17/01/97)

Notwithstanding my experience of sensitisation in the field, which it must be said was 

both framed and confined by my own ideological principles of social justice and the 

primacy of patients, I have become more sensitised to the perspectives of the staff, from 

the vantage point of academia and my developing theoretical categories. This shift in 

perspective was facilitated by the absence of overt suffering -  that of the patients -  

which I found allowed for the emergence of a more covert type of suffering, that of 

oppression, an issue which will be explored in greater detail in Chapters Seven and 

Eight. My experiences of sensitisation “being here” seem somewhat contradictory to 

those of Lai (1996:192) and Dorothy Smith (1987) who essentially view the academic 

vantage point as imperialist, with a tendency to locate the experience of “others” into 

predetermined theoretical categories. Furthermore, the problematising of the 

substantive issue of this study, which is caring, within the larger global principles of 

gender and oppression works against the potential for neo-colonial self-righteousness 

and the problematisation of the phenomena of Third World itself. In other words, the 

‘Continuation of the fieldwork (reflective analysis and writing) is, inter alia, the 

continuation of fieldnotes back here and an acknowledgement of the synergism between 

fieldwork and fieldnotes. Fieldwork “back here” has enabled me to write an
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ethnography of my experience in order to situate both my “self’ and other within the 

boundaries of what is both different and the same between our two identities. The 

following section will explore my journey in finding a home for my research activities.

Finding a home for my research activities

In this section I will discuss how my research activities finally found an academic home 

in a centre for women’s studies. The purpose of writing about this particular journey in 

the research process is to demonstrate how the last academic resting place for this piece 

of research influenced the ‘signature dilemma’ (Geertz, 1988:24) o f the final 

ethnography. As I outlined earlier, I seized upon the opportunity of working with the 

European aid programme to engage in research and to pursue my doctoral studies. My 

belief in the development principles of participation, empowerment and sustainability 

suggested that I might approach my work for improved patient care within the concept 

of primary health care and employ these principles in order to facilitate change. I was 

enthused by the beliefs of Dr Halfdan Mahler, a former Director-General o f the World 

Health Organization who in 1987 referred to nurses as ‘a powerhouse for change’; 

‘resources to people rather than resources to physicians’; ‘leaders and managers of 

primary health care teams.’ He acknowledged also nurses’ capacity for assuming 

‘greater responsibility for taking decisions within health care teams’ (Mahler, 1987:1).

Many models of assistance have been employed by agencies of the First World towards 

improving the health status of peoples and communities in the Third World, including 

what Foster (1987) terms “The Silver Platter Model,” where programmes seek to 

duplicate strategies and technologies which are employed in the industrial regions of the 

world. More recently, the preferred model is primary health care, which includes the 

major principles of equity, participation and collaboration (World Health Organization, 

1978). The relevance of a primary health care model to the health needs of the Third 

World arises from a belief that adaptation is what is needed rather than the adoption of 

the technology of the West.
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Prior to my departure to Ethiopia, I engaged with the literature on development, primary 

health care and action research and I set about finding a home for my research activities.

1 spoke to academics from various disciplines including community health, psychology 

and business studies, development studies and sociology. Since I did not have any 

formal academic qualification in either development studies or sociology — my academic 

background is nursing and community health — neither of these mainstream disciplines 

was open to me. Both of the other disciplines were receptive and open to my research 

ideas, though the advice I received from the person I met in psychology and business 

was to take ‘a wait and see will it work in the field’ approach before committing myself 

to the structure of doctoral studies. An academic department o f community health 

medicine invited me to present my research proposal and this I did. I described the 

broad aims for the study:

• ‘To strengthen the capacity of a group of health professionals in providing the health 

needs o f a given population’ and,

• ‘To document the process of introducing a nurse advisor in order to facilitate change 

in a health care facility in Ethiopia.

I proposed the use of a participatory model of inquiry, described by Reason (1994:325) 

as ‘living processes of coming to know rather than as formal academic method.’ I took 

note of the three main approaches to action research: the technical collaborative 

approach, the mutual collaborative approach, and the enhancement approach (Holter and 

Schwartz-Barcott, 1993). In setting out a time-scale and research process for the study, I 

acknowledged Meyer’s (1993:1067) caveat about action research relying ‘more heavily 

on the skills of the enquirer, with the approach being more personal and interpersonal 

than methodological.’ Thus I provided what 1 described as a loose framework for the 

study. It included two phases. Phase one involved a final preparatory reading and 

literature review and interviews with both non-government organisation aid workers 

with experience of working in Ethiopia and one Ethiopian student who at the time was 

studying in Ireland. Phase two had five stages: preliminary settling in stage, assessment 

stage, planning stage, action stage, evaluation stage, and finally withdrawal stage.
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My presentation to a department of community health was well received and I felt 

comfortable in the knowledge that I had found a home for my research endeavours. In 

revisiting the content of the research proposal, it is now clear that I was seeking to draw 

parallel lines between two different philosophical epistemological approaches. I 

outlined my proposal to use a naturalist or qualitative enquiry but within a type of 

positivist straight-jacket; for example, I referred to reliability and validity, though I did 

suggest that they were largely redundant in action research (Waterman, 1995). Perhaps 

too, I was playing to my audience -  all were academic staff members or students of a 

department within a medical faculty. Also, the stages of phase two provided me with a 

belief that I could do something “out there”; I could travel to the field fired up with a 

belief in my ability to bring about change. In essence I believed that because I had a 

“method” my anxieties would be reduced and the method itself would enable me to 

function in the field (Behar, 1996:6).**̂  In a sense I left for the field as a naive do-gooder 

(a type o f imperialist, if not within the traditional political sense, at least verging on 

imperialism within the notion of aid and the notion of academic endeavour) because I 

had a framework to follow. I was soon to learn otherwise.^*

My belief that I might locate my experiences within a neat, albeit loose, framework of 

stages was soon shattered. The cosy academic framework, which prior to my departure 

seemed appropriate, soon became a type of imperialist tool that frustrated my efforts 

rather than supported them. That is not to say that on many occasions I did not seek to 

make it fit and in some sense, even on my journey home from the field, I still believed 

that somehow I needed to make sense of my experience in relation to the change I did or 

did not facilitate. However, alongside this homeward bound belief was a need to be 

taken down a path that would acknowledge the humanity of my experiences and a need 

to achieve a humanity of understanding. In other words, I had a need to be allowed to 

‘tell it as it was.’ I needed to be liberated from my role as change agent and to find a

Ruth Behar (1996:6) suggests that we can develop devices or “method” to survive the field, in other 
Words, to reduce anxiety or to enable us to function efficiently in the field.

" The naivete o f  the aims o f  my research proposal around action research are somewhat comparable to 
what Van Maanen describes as his initial ‘doctrinaire or ideological canopy’ to cover the work he 
intended within police organisations. Such research canopies according to Van Maanen (1991:33) are 
essentially used to persuade rather than to establish purpose. They minimise the fact that research is a 
social and personal act and thus a biographical and situational experience in which experiences are made 
sensible’ (Van Maanen, 1991:33).
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home for my outlaw emotions. I needed to explore the reality of seeking to work within 

a primary health care philosophical paradigm, which meant confronting issues of 

hierarchy, status, gender, power and oppression. I needed to explore the reality of the 

‘expressions of the masculine division of organizational life’ (Davies, 1995). I needed 

‘to bring the ethnographic moment back, to resurrect it, to communicate the distance,. .

. to do justice to it’ (Behar, 1996:9). Above all, I needed to look at the principal 

dilemma I confronted during my fieldwork experience -  staying afloat in what I 

perceived to be a sea of inhumanity -  and to have my experience and the experience of 

“others” legitimised and illuminated. I did not feel that the initial domicile for my 

research activities would facilitate such an approach to my study, particularly given the 

strong tradition of positivism and reductionism in medicine.

Thus 1 set out on another journey to find a home for my research activities. I found it 

within the academic discipline of women’s studies. My insider role in women’s studies 

facilitated me to adopt a changing identity, to become an “outsider” in the process of my 

understanding of my reality. This allowed me to look at the micro politics and macro 

politics o f patient care and development aid and in so doing to position the patients, the 

health care workers and myself within the larger context that situated our responses and 

reality. When I began to read feminism into my fieldnotes, like Aime Williams 

(1990b:255), I looked for constructions of my “self,” in the sense of looking for my 

emotions and how I felt about what 1 was doing in the field and about the people I 

encountered there. Thus my destination in women’s studies has resulted in a shift in the 

focus o f my study, from writing a piece of action research to writing a feminist 

ethnographic text of my experience. It has allowed me to explore the problems of my 

fieldwork and to produce a text that is the story of me being “out there,” what Coffey 

(1999:131) terms an embodied auto/biography or autobiographical ethnography. It has 

provided a solution to the signature dilemmas of this study.

The next section of this chapter will provide a description of out there, my arrival and 

early days “out there”; it will describe my reality of recording fieldnotes and how the 

inclusion of my personal experience is relevant to the complexities of truth and 

trustworthiness in relation to this study.
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Entering the field

My first days in the field began in March 1996 when I arrived in Ethiopia. After a brief 

introduction to the European aid programme, which provided an opportunity to meet 

with some of the people with knowledge of the specific setting of this study, I travelled 

to the area that was to be the physical and social setting of my year’s work in Ethiopia. 

As mentioned earlier, the raison d ’etre of my work was to act as ‘Advisor -  Nursing 

Services’; also, I had recognised the potential opportunity that my work might provide 

for research activities. The negotiation of my initial entree into the field was facilitated 

by the donor aid programme, which had been (and continues to be) involved in a 

supportive way with the area since 1994. Entering the field is a complex process that 

can be influenced by gender, colour, class and race (Lai, 1996; Papanek, 1964; Warren, 

1988; Wolf, D. 1996). In my case my association with the European aid programme 

provided me with status, which allowed, in the first instance, for my easy access to the 

field. The notion of status within the international aid industry or the ‘donor-recipient 

model’ (Foster, 1987) is essentially about power, paternalism and ethnocentrism: a 

sense of “we know what is best.” This may seem a harsh criticism, given the principles 

of the European aid programme which essentially reflect the donor principles within the 

notion of the human society. This is described by Olweny (1994:171) as ‘distributive 

justice, a[nd] societal obligation to distribute its goods equitably to all its members,’ and 

the principles of co-operation and support between local communities, government 

bodies and international agencies as outlined in the Alma Ata Declaration on Primary 

Health Care (World Health Organization, 1978). However, some argue that the 

inclusion of principles such as participation and gender reflect Western cultural values 

rather than those of the Third World (Brownlea, 1987 and Stone, 1992). Thus, in the 

early days of my entry into the field, my status as a European aid worker overshadowed 

my individual gender, race, class and colour. At the same time it embraced more 

organisational notions of gender meaning power; race meaning “Western”; and finally 

class meaning difference in economic capacity. Essentially, I gained entrance through 

patriarchal or male privilege (Walby, 1990) and in essence I used what Diane Wolf 

(1996:9) refers to as ‘essentialist notions of womanhood in a strategic manner . . .  to 

gain access.’ That is not to say that issues of my individual gender, class, race and
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power did not influence my fieldwork experience, they did and these will be explored in 

Chapter Six, when I explore my reality of the self-other hyphen (Fine, 1994).

The art of fieldwork includes two types of access: physical access and social access. It 

involves intimate, long-term acquaintance and an ideal of 12 months in the field 

(Wolcott, 1995:76). Following my initial arrival in the field (a stay of just 24 hours) it 

became clear that I needed to negotiate my social or work entree into the field and to 

clarify my role responsibilities. I recorded the following fieldnote:

My overall feeling is that they are unclear as to my role here. The registrar o f  the academic 
institution knew I was coming and that was it. ‘M’ (a senior nurse academic from West Africa) 
was originally expecting me in January -  three months ago. Just the other day she was told I was 
coming in September. It appears that the School of Nursing is short staffed and ‘M ’ sees me as a 
member o f  the teaching staff.

(Fieldnote, 27/03/96)

It was also necessary for me to make clear my ‘double edged or academic interest in the 

field’ (Van Maanen, 1991:34) and to seek a scholarly entree in order to do so. Thus, the 

first days and weeks in the field involved multiple negotiations, which were mainly 

interrelated to my work as a nurse advisor and my fieldwork activity as a researcher. 

These negotiations were at times easy, at other times complicated, and sometimes 

involved painful deliberations.

The negotiations began in Addis Ababa with the senior person from the European aid 

programme and during a very brief meeting with senior medical academics from the 

institution. I sought to establish a realistic and pragmatic role for myself and to clarify 

what I viewed as possible achievements within my own capacity and ability. I was 

anxious to clarify the dominant location and focus of my work being the hospital and the 

need for change there, rather than a perception of my role as principally a 

teacher/lecturer in the School of Nursing. The duties outlined in my job description 

suggested that the following areas should be viewed as a priority: ‘improving the quality 

of nursing care’; ‘creating efficient and effective nursing management procedures in the 

hospital’; the development of a ‘nursing care philosophy’; and the ‘training of nursing 

personnel in nursing management.’ 1 suggested that activities relating to hospital and 

community liaison and community-based training and research would over stretch my
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capacity. It was not that I did not want to engage in community-based activities. 

Instead, I was anxious to clarify what I viewed as tenable within their expressed need 

[my italics] (Bradshaw, 1972:641), as outlined in the ‘duties’ of my job description and 

what I felt I could realistically address within a period of twelve months. In essence, 

what I sought was the notion of ‘agreed need,’ which allows for ‘common sense and 

realism to prevail’ (Clarke, 1994:71).

I continued to negotiate the idea of a pragmatic role for myself when, five days later, I 

returned to the fieldwork site. On that occasion I was accompanied by a senior person 

from the European aid programme who was concerned that I should ‘sort out my role’ 

(Fieldnote, 01/04/96) when I sought clarification of my duties, with the senior medical 

academic and the senior medical officer of the local government health department. My 

experience of the meeting oscillated between acceptance, understanding and perceived 

powerlessness. I noted that the senior medical academic ‘has taken on board what I said 

yesterday with regard to my main brief relating to the hospital and to initiating change 

there,’ while the senior medical officer of the local government health department 

‘outlined my role more or less as per my job description’ (Fieldnote, 02/04/96 

(Fieldwork visits)). However, my fieldnotes also refer to a ‘mention again (by the 

senior medical academic) of my teaching role’ and my ‘fear that their expectations are 

too great and that I’ll bum out and achieve nothing.’ At the same time, I noted: ‘They 

have so many needs that their expectations of me at this stage are over ambitious.’ My 

fieldnotes recall my experience of ‘all three men talking about me and of one referring 

to me as “her”’ (Fieldnote, 02/04/96 (Fieldwork visits)). In situating the experiences of 

my first attempts at negotiating my social and work entree into the field, I confi'onted the 

cultural and perceptive differences that existed between me, as the nurse advisor and the 

researcher, and they as my employers and the researched. I confronted issues of gender 

and power. Both of these issues will be explored within the debate on the self-other in 

Chapter Six. In Chapter Eight, I will refer again to my early negotiations about my role 

in the field.

At this stage of my entry into the field, the parameters of my duties lay somewhere 

between the duties as outlined within my job description, my own declaration of what I 

felt was tenable within a twelve month period, and the need for teaching staff within the
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School of Nursing. Notwithstanding the confusion of this situation, aided in part by my 

being a novice in the field, I set about gaining access into the everyday world of the 

hospital. Although my status, back in Ireland, as a nurse-academic in a imiversity, 

would have equipped me to work in the School of Nursing, nevertheless I was clear 

about the nature of my appointment which required, inter alia, qualifications and 

experiences in nursing management and administration, while teaching experience was 

only viewed as ‘an advantage.’ Despite the level of ambiguity that existed about my 

role, I felt a need to “get started” and to carve out some sense of belonging for myself. 

In retrospect, like Anne Williams (1989:64), my entry into the field confronted my 

conceptions of myself. I tried to (re)construct myself, which in this situation meant my 

“self’ as nurse advisor, by trusting my instincts and by valuing my experiences 

(Wolcott, 1995:32). At this stage, my fieldnotes reflected the early construction of a 

“self,” an “other/s,” a “field,” and a “world of patient care” with its own culture, 

customs, beliefs and values (Williams, A. 1989:64)

On my second day a senior hospital doctor took me to visit the hospital. Thus, I began 

the second phase of my entree into the field. My first visit there, referred to earlier in 

this chapter, confirmed the need to prioritise the hospital as a location and focus for my 

work. My sense of shock at the situation, affected no doubt by my ovm values of social 

justice and the priority of patient care, facilitated my sense of knowing and gave me a 

clear sense of what I did and did not know (Wolcott, 1995:32). It also helped to keep 

me focused in the early days when ambiguity about my role still persisted. Essentially, 

my own biases facilitated my degree of clarity and were resources in helping me to 

understand my own interpretations and behaviour in the research (Olesen, 1998:314), 

which in turn was tied in with my role as a nurse advisor. My perceptions, informed by 

my ‘“outlaw” emotions,’ facilitated what I perceived as ‘a reliable appraisal of the 

situation’ (Jagger, 1987:161).

During the visit to the hospital 1 was introduced to the director of nursing. From there, 

through a compendium of activities 1 began my immersion into the culture and activities 

of the hospital and to a lesser extent into the activities of the academic institution. My 

immersion involved formal and informal meetings with the director of nursing, 

introductions to the nursing staff of the hospital, meetings with the teaching staff of the
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School of Nursing and the clinical academic staff of the Medical School. In the early 

days it became clear that the nursing staff of the hospital, including the director of 

nursing, were in the dark about my arrival and the role I was to play in their hospital. 

Thus, I set about explaining my role and my interest in working, in a collaborative 

manner, with the nursing staff and health assistants towards improving the quality of 

patient/nursing care. I quickly began to engage in both clinical nursing activities by 

working on the wards and in nursing management activities through joint facilitation 

(with the director of nursing) of head nurse meeting. Through these activities I hoped to 

establish a relationship or ‘bonding’ (Coghlan, 1993) with the staff, towards begirming a 

process o f change.

My ability to engage in nursing activities provided a ‘technique of immersion’ and, 

while they were an essential element of my role as a nurse advisor, they did to some 

degree allow me to downplay my privilege (Woolgar, 1988:28) and difference, and 

facilitated a ‘less intrusive and obtrusive methodology’ (Wolf, D. 1996:9). Arme 

Williams’s (1989; 1990a) experience of being a nurse allowed her to consciously 

‘nativise’ herself in her research study, while Webb’s (1989:407) engagement in nursing 

activities helped to naturalise her presence as an action researcher in a hospital ward. I 

wore a nurse’s uniform, both as a symbol of identity and for practical reasons. The 

wearing of the uniform symbolised conformity and suggested a suitable appearance 

conducive to interaction with the “other” (Gurney, 1991:61). Although Papanek 

(1964:161) refers to the limitations that dress can impose on women’s behaviour in the 

research setting, overall, 1 found that the wearing of the uniform projected a professional 

image and role identification as a nurse, which enabled me to work alongside the nurses 

and the health assistants. Once identified as a nurse I engaged in the doctor-nurse 

relationship, which, at times, was problematic. According to Diane Wolf (1996:10) the 

issue of immersion in the field is a vexed one, with associated concerns of ethics and 

power. These issues will be explored further in Chapter Six.

In summary, my initial entree into the field was facilitated by my participation in the 

European aid programme and by my nursing activities. However, gaining access is a 

social process over the duration of the research activity and is not a one-off event 

(Burgess, 1991:52). Maintaining access is less dependent on the nature of the study and
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more on the perception of the researched of the researcher’s abiUty to ‘conform to their 

code of behaviour when he/she is with them’ (Shaffir, 1991:80). My acceptance in the 

field was tempered by the assorted relationships with the many “others” in the field. My 

experience of being accepted was inconsistent; it largely depended on which ‘inner 

circle’ (Van Maanen (1991:40) I accepted as my own. The choice of which ‘inner 

circle’ was greatly influenced by my personal biography and in particular by my sense of 

social justice and the primacy of patient care. Thus, I experienced, at times, conflicts of 

interest, which on many occasions meant non-conformity with the behaviour of the 

health care workers. Our cultural and ascriptive values in relation to patient care were 

often different. In some instances the difference was “minimal”*̂ , for example, when 

beds were not washed following the discharge of a patient. At other times it was big, 

for example, when staff refused to bed bath and care for a patient who was incontinent 

and with a discharging wound because they did not have sterile gloves, despite the 

availability of non-sterile gloves.'^ The process of maintaining acceptance in the field 

will be explored in Chapter Six “Situating Identities: Self and Other.” The next section 

will seek to explicate the meaning of setting in this particular study.

Description of the setting

The setting of this study is at once both simple and complex. Using a simple description 

it can be described as a teaching and service hospital of 220 beds and an academic 

institution in Ethiopia during a period from March 1996 to March 1997. But that 

description confines itself to the boundaries of time, place and space of the study and is,

I suggest, essentially a positivist notion of what “the setting” means. Setting can also 

imply context meaning, ‘the circumstances relevant to something under consideration’ 

(Concise Oxford Dictionary, 1995:288), or in other words, the social, cultural, political 

setting. In seeking to articulate the meaning of “setting” to this study, it is necessary to

In writing the word minimal in parenthesis I wish to indicate my use o f  the word in a tentative way, 
since the cleansing o f  beds following a patient’s discharge is a necessary activity to reduce the spread o f  
infection.

The use o f  gloves as a protection against infection (particularly HIV) when caring for patients with 
body discharges is essential and good practice. However, when bed bathing a patient -  a non-sterile 
technique — it is not necessary to use sterile gloves. Non-sterile gloves are adequate for protection.
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explore the meaning of hospital from a neo-colonialist perspective in order to situate it 

within the African context. Furthermore, it is important that I view myself as part of the 

construct, which I suggest, embraces a feminist perspective of the notion of “the 

setting.” Background information to contextualise the study has been outlined in 

Chapter One; hence, in seeking to describe the setting at this stage of the study I will 

explore the notion of hospital as a Western colonial institution. This will be followed 

by an examination of how my understanding and description of the setting reflect my 

insider experience meaning “being there”; my reality of being “on the spot” meaning the 

time and place experience; and finally my “being here” meaning the experience of being 

“away from the spot.”

The hospital where the study took place was founded originally by a group of European 

religious, nursing sisters in the first half of the last century. The hospital is now a health 

care institution of the Ministry of Health and provides for the needs of a population of 

four million. Other health care facilities in the immediate area included a health centre, a 

mother and child care centre, and five private health clinics. The hospital is also a 

teaching hospital and acts as the clinical learning laboratory for the students of the third 

level academic institution that is situated adjacent to it. The academic institution is 

another Westem-style institution, where all lectures are given in English. The tĵ De of 

health care provided by the hospital is derived from what Good et al (1979:141) 

describes as ‘modem, scientific and Western’''* and its ethos is synonymous with the 

‘monopolistic medical “establishment” and a doctor-dependent’ health care system 

familiar to the West. In Africa the introduction of Western science and technology 

largely dates from the 19'*’ century and is associated with colonial invasions, the rise of 

capitalism and the entrance of European educational values, commonly with 

Christianisation (Good et al, 1979:146).

Chandra Talpade Mohanty (199la: 15) suggests that a consequence of imperial rule, 

forms of knowledge and institutions is ‘the ideological construction and consolidation of

According to Good et al (1979:142), Western-inspired medical systems as designed in developing  
countries are ineflficient, dependent on expensively trained personnel, overburdened by the demands and 
expectations placed upon them and typically o f  limited relevance to the local conditions and goals o f  
health care.
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white mascuhnity as normative . . . ’ or a type of ruling apparatus, which Dorothy Smith 

(1987:108) describes as:

A complex o f management, government administration, professions, and intelligentsia, as well as 
the textually mediated discourses that coordinate and interpenetrate it. Its special capacity is the 
organization o f particular actual places, persons, and events into generalized and abstracted 
modes vested in categorical systems, rules, laws, and conceptual practices. The former thereby 
become subject to an abstracted and universalized system o f ruling mediated by texts.’

To further support my description of the hospital in Africa as a Western colonial 

institution, I draw on Holden’s (1991:76) experience of nursing in Uganda which she 

describes as a transference of a Westem-design which ‘attempted as far as possible to 

replicate that of the home culture of the colonialists’ and Gamamikow’s (1991) 

assertion that nursing is essentially a Western professional construct. The titles used by 

the nurses in the hospital - matron, head nurse, and sister - cormote both a neo-colonial 

and religious construct.

In seeking to contextualise or frame the setting within the notion of Western 

colonialism, I am attempting to describe the backdrop to the complexity of the concerns 

that were part of my fieldwork “out there.” My field “out there” was, on the one hand, 

located in a town in Ethiopia, while on the other hand, it was located in a Western style 

institution, one that was familiar to me as a nurse. In other words, I was both ‘at home’ 

and ‘abroad’ (Williams, A. 1990a: 15). The reality of this complexity was, for me, a 

struggle with different contextual identities. Thus, depending on the situation I could 

feel confident in my role as a nurse while, at the same time, I could be critical and 

judgmental of what I perceived, at times, to be an inhuman situation where 

nursing/patient care had broken down. At other times, I found myself confronting 

power relationships in the field, which meant being fixed within the role of helper to the 

doctor with its implied values of loyalty and subservience. Chapter Six will examine 

power and issues around my multiple identities in the field. Chapters Seven and Eight 

will explore the breakdown of caring within a context of oppression.

Thus, I locate the setting of this study within the complex positionality of a place in 

Ethiopia, in the continent of Africa and in a Western-colonial institution. This 

positionality of setting is integrated and enmeshed with my own positionality as both
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insider and outsider, a situation which has the effect of challenging the notion of setting 

as a discrete boundary and separate to the researcher. In other words, ‘we are what we 

study’ (Stanley and Wise, 1990:83). This reflexive aspect of “the setting” suggests a 

feminist influence and feminist notion of what is essentially a complex and not fiilly 

knowable entity. Since the integrated positionality of both the researcher and the setting 

suggests that as long as the analysis of the researcher’s experience is ongoing, so also is 

the description of the setting ongoing. In other words, immersion in the data extends my 

understanding of the setting and my experience supports the contention that 

representation is not a neutral, passive process (Gouldner, 1971; Jagger, 1989; Stanley 

and Wise, 1990; Williams, A. 1990a; Woolgar, 1988). The following section will 

describe the reality of my data gathering and the writing of my fieldnotes.

The circumstances of data gathering and the writing of fieldnotes

My data gathering began from the moment I applied for the post of nurse advisor with 

the European aid programme in Ethiopia. From the outset, my job description provided 

me with a lens through which I saw the potential for using the experience as an 

opportunity for research. I began my data gathering, as recorded above, before I left 

Ireland, when I interviewed an Ethiopian student studying in Ireland, Irish non

government aid agency workers and an academic with experience of working in 

Ethiopia. I used a semi-structured style of interviewing which allowed me to gain some 

general information towards constructing a reality of the social, historical and physical 

world I was about to enter (Schwartz and Jacobs, 1979). Birch (1998:172) uses the term 

‘"going there” [original italics] to describe this type of activity or theoretical exploration 

before entering the field.

Later, “out there,” I engaged in reflective interviewing using both a directive and non

directive approach (Hammersley and Atkinson, 1983) in order to gain a clearer 

understanding of what I was experiencing as a participant observer (McCall and 

Simmons, 1969). Interviewees included the medical, nursing and health assistant staff 

of the hospital and the academic nursing, medical, para-medical staff and students and 

administrative staff of the learning institution. I interviewed people who were employed
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by the European aid programme, both Ethiopian and European, and also people who 

worked in other government agencies and non-govemment agencies, always assimiing 

the expertise of the interviewee to illuminate my understanding of “being there” 

(Bermey and Hughes, 1997). I arranged the formal interviews myself and they were 

held either in my office or the office of the interviewee. My ability and capacity to 

arrange my own interviews avoided potential power hierarchies (Lai, 1996:193), which 

might have arisen had interviews been arranged and facilitated by the managers of either 

the hospital or the educational institution. However, it is likely that my status as a nurse 

advisor did influence people’s willingness to be interviewed since I experienced the 

refusal o f one group to be interviewed -  the degree nursing students -  when I returned to 

the field, solely as a researcher, in December 1998.

Having a job to do brought me into contact with the staff of both institutions and the 

European aid programme, and provided a relatively easy opportunity to hear what 

people had to say about the situation both I and they were experiencing. While some 

interviews were pre-arranged, many happened informally and in passing as I shared the 

route between my home, the hospital and the institution. Webb (1989:408) argues that 

information obtained in a social encounter or when “off duty” should not be used, as 

staff do not expect the researcher to be “doing research” and to do so would be a 

betrayal of confidence. While it could be argued that I was “off duty” at least between 

my home and the institutions, it is difficult to build a wall around what is and is not 

fieldwork, particularly when most of my life involved living and working on campus 

and being involved, as a white woman from Europe, in the social matrix of life there. 

Van Maanen (1991:39) believes that neutrality in the field is an illusion and ‘Only by 

entering into the webs of local associations does the field-worker begin to understand 

the distinctive nature of what lies within and without these webs.’ For me not to record 

the shared information exchanged in the informal conversations would be to strip this 

study of what could essentially be described as “the flesh on the bones” of 

representation from the field. I draw on two examples (quoted earlier) to demonstrate 

this. The first when the head nurse shared with me her comment: “You come to work 

today and think things may be better and then you realise yesterday was better” and the 

second when the health assistant commented: “I want to learn, my brother had

130



knowledge and he got to the USA.”*̂ Both of these comments, made to me when I was 

“off duty,” provide some insight into the oppression people experienced as part of their 

lives in Ethiopia. It is difficult to imagine that the two people in question did not in 

some way choose to say what they said and to say it to me specifically. Van Maanen 

(1991:36) considers that ‘informants probably select the researcher as much as the 

researcher selects them.’ Perhaps the act of telling me somehow legitimised their 

“truth” by providing some explanation of the contextual boundaries of their life’s 

reality. The issue of oppression will be explored in relation to the substantive issue of 

this study -  the breakdown of caring -  in Chapter Seven and Chapter Eight.

While the use of data from informal conversations during my “off duty” may not fit 

within Webb’s (1989) sense of protecting the researched, it is sympathetic with Shaffir’s 

(1991:77) understanding of participant observation as mildly deceptive, despite a 

commitment to engage in open research activities. Such deception suggests a power 

differential between the researcher and the researched, an issue that will be explored 

later and in the self-other debate. On the other hand, it assumes that openness is a 

characteristic of all engaged in the research process and this is clearly not the case as 

Anne Williams (1990) asserts when she comments on the potential for, and the 

likelihood of, the researcher being studied by the researched. It was my experience that 

what I shared in one context was sometimes carried to another; for example as referred 

to earlier, when the staff of one of the wards became angry with me because they 

perceived me to be critical of their ward to a group of students. My understanding of 

the dynamic was that I had challenged the students, by explaining my experience of 

nursing/patient care, in order to critically appraise the nursing literature in the context of 

what was happening to patients in the hospital. In taking my experience from the 

hospital to the classroom, 1 had plumbed and referred to their dark secrets for which I 

experienced a sense of marginality (Shaffir and Stebbins, 1991:20).

Research “out there” was conducted between March 1996 and February 1997. I 

returned to the field again between December 1998 and January 1999. The purpose of

Jayati Lai (1996:204) contends that participants in research activities are not just engaged in responding 
to the researcher’s agenda and questions but often also, have their own agenda o f  how they wish to be 
fepresented.
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the second visit was to gather data on the ‘historical situatedness of the study’ (Guba 

and Lincoln, 1998:114) and how the researched experienced my work wdth them as a 

nurse advisor. Data gathered on this occasion were obtained from informal and formal, 

unstructured and semi-structured interviews and from opportunistic observations. 

During my second visit, my job related primarily to the collection of data and to a lesser 

extent the social occasion it provided to meet with former colleagues and friends in the 

field. As I mentioned earlier a group of students, whom I had taught, refused to meet 

with me and although no formal reason was given for their decision, informally I was 

told that they were still concerned that I had failed the work of some students during my 

“time” as a nurse advisor. This refusal, viewed within the status of my second visit, 

suggests the power associated with having a job to do and also how the researcher can 

experience ‘marginality’ (Shaffir and Stebbins, 1991:22) as a social experience of 

fieldwork. The issue of marginality will be explored in the next chapter.

Interviews, during both periods in the field were either recorded as fieldnotes or in the 

case of formal interviews were audio taped, with the agreement of the interviewees, and 

were subsequently transcribed. All communication with those I encountered was 

through English, through the use of sign language, or through using the few words of 

Amharic I had learned. The staff of the hospital and the staff and students of the 

academic institution related to each other in Amharic, however, teaching was conducted 

through English and patient records were recorded in English. The patients spoke 

varying languages; some spoke Amharic.

Fieldnotes are the raison d’etre of fieldwork and as argued earlier were, in my 

experience, a resource that enabled me to stay in the field. I recorded my fieldnotes 

daily and sometimes on an event-to-event basis. Like Anne Williams (1990b:256), 

when I wrote my fieldnotes I also recorded my personal feelings as the following 

fieldnotes illustrate. The first refers to my work in the hospital:

I left the ward, came home for lunch and as I was sitting there the tears came to my eyes, so little
caring and so little will to change it.

(Fieldnote, 27/05/96)
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The second refers to the conflict that accompanied the issue of me providing teaching in 

the School of Nursing. After six months I was being directed to change the focus of my 

work from the hospital to the school and I had received two letters, one suggesting, inter 

alia, that I was uncooperative and the second inviting me to a meeting to discuss the 

issue. Others invited to attend the meeting included: the senior medical academic, the 

registrar of the academic institution, the head of the school of nursing, the co-ordinator 

of the degree programme and the head of the local government health department. The 

senior medical academic had earlier suggested to me: “You are emotional about the 

letter/situation.” My reaction to the situation in which I found myself was one of 

vulnerability; I wrote:

I feel so stressed and so unsupported. The tears are not very far from my eyes. I am glad I was
able to speak a little by phone with Sr. ‘N ’,'® at least to someone who listened to “my story.”

(Fieldnote: 04/09/96)

In choosing these vignettes from my fieldwork, to illustrate the personal “se lf’ recorded 

in the fieldnotes, I am struck by what they refer to beyond my emotions of stress and 

vulnerability. They refer, directly and indirectly to two substantive issues: caring and 

power, both principal issues in this study. My sense of vulnerability is legitimised by 

Behar’s (1996) commentary on “TTze Vulnerable Observer” and the role of emotion in 

fieldwork (Behar, 1996; Coffey, 1999). It was my experience that both emotion and 

vulnerability were central to my engagement with and construction of the world, and to 

my epistemic endeavour and to the production of knowledge. (These issues will be 

debated further in Chapter Nine.) Thus, I suggest that the inclusion of my personal 

feelings as part of my fieldnotes have played a part in defining boundaries for this study 

(Williams, A. 1990b:256). They have facilitated my decision dilemmas of what to 

include and what not to include (Anspach, 1993:177) in seeking to determine the 

substantive issues of the study.

My role of participant-as-observer in allowing me to enter the complex reality of the 

world of the researched also provided the principal source of my data. Since the essence

Sr. ‘N ’ was an Irish religious sister who lived and worked in the town. She was a nurse and along with 
another Irish religious, nursing sister, both engaged in ‘missionary work’ supported me by acting as my 
‘audience o f  others’ (Wolcott, 1995:32).
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of the role of participant-as-observer is the development of relationships over time 

(Adler and Adler, 1998; Gold, 1969:35; Anspach, 1993:183), an analysis of my 

relationship with the researched is critical to the epistemic authority of this study 

(Foucault, 1989)*^. It will be an opportunity to ‘scrutinize the cormections, intellectual 

and emotional between the observer and the observed,’ in essence an occasion of 

‘vulnerable writing’ in order ‘to take [me] somewhere [I] couldn’t otherwise get to’ 

(Behar, 1996:14). Chapter Six will situate the researcher-in-practice “out there” by 

exploring the hyphen of the self-other debate (Fine, 1994) and the multiple “ I’s’ 

(Williams, A. 1990a) that were me. The following section will address the issue of 

credibility and trustworthiness within the context of this study.

Credibility and  authenticity

Feminists and others have problematised the notion of “objectivity” in doing research 

(Agar, 1985; Anspach, 1993; Fine, 1994; Harding, 1993; Oakley, 1992; Olesen, 1998), 

an issue which has been debated in Chapter Four of this study. In seeking to achieve 

credibility and authenticity in feminist research, Lentin (1993) calls for passionate 

research involving personal criticism, precision and a high degree of responsibility, 

towards achieving critical argument. In this chapter and the following chapter, I provide 

a carefully guided map of the social labour or “housework” of this study by engaging in 

a reflexive ethnography or what Anspach (1993:182) refers to as an ‘ethnography of the 

ethnographer.’ I have attempted to use my own biases in a reflexive way (Olesen, 

1998:314) by providing a chronicle of my subjective self, which is presented inter alia 

in my personal biography and in my account of how the recording of my fieldnotes 

became a resource to me in the field.

The working concept o f  ‘discontinuity’ (Foucault 1989:9) accommodates both the historico-social 
context and the “s e lf ’ o f  the researcher in seeking regimes o f  truth. I refer to Foucault in Chapter Three 
3nd I refer to him again here to support my decision to pay special attention to the self-other debate in this 
study. The writings o f  feminist authors (Behar, 1996; Fine, 1994; Williams, A. 1989, 1990a, 1990b, 
1993, 1995 and others) have also been a principal influence in making my decision to engage in the 
‘peopling’ (Coffey, 1999:131) o f  this ethnography.
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My fieldnotes provide an account of both “others” and myself as characters in the events 

of my fieldwork and my use of narrative material around episodes of ‘“outlaw 

emotions (Jagger, 1989) illuminates the reality of the social relations I experienced in 

the field. Harding (1993:74) believes in explicating the relationship between the 

researched and the researcher as a ‘resource’ towards ‘maximising objectivity.’ 

Chesney (2001:133) describes ‘dilemmas of self in her reflexive account of cross- 

cultural research, and she views this type of exercise as an opportunity to ‘make the 

translators’ role transparent.’ However, Waterman (1994:38) cautions against the 

potential to neglect objectivity in favour of reflexive conmientary, but believes that the 

very nature of reflexive writing should counteract problems of introspection by bringing 

these to the attention of researchers.’

Therefore, following on from Waterman (1994), I am satisfied that I have attempted to 

write of my experiences in a “connected” (Belenky, et al, 1997) way, in order to present 

to the reader my understanding of the meaning of these experiences. In seeking to 

convey “close-in contact with far-out lives” (Behar, 1996:7), I have endeavoured 

throughout the writing of this study to recall the ethnographic moment from “out there” 

and to bridge the distance between the potential reader of this study and the reality of 

my experience. In deciding to use a self-conscious and reflexive process there is the 

potential to become enmeshed in ‘infinite regression’ (Waterman, 1993:38), and to lose 

sight of the purpose of reflection and consequently the notion of credibility, authenticity 

and ‘connected knowledge’ (Belenky et al, 1997:101,102). I avoided regression by 

seeking at all times to stay “connected” to my reality in the field. This was facilitated to 

a great degree by my supervisor who acted as my ‘audience of other’ (Wolcott, 1995:32) 

during the fieldwork period “back here”; by returning to the fieldwork site on two 

occasions'*; and by exercising a constant comparative method by listening to other 

peoples’ fieldwork stories and recounting mine. In addition, I have, presented academic 

papers on my fieldwork experiences at international conferences (Clarke, 2000a, 2000b, 

2001a, 2001b). These activities have helped me to find meaning in my experience and 

to stay in touch with the ‘tragedy’ (Behar, 1996:9) of the field “out there,” towards

'* During my second return visit to the field 1 had the opportunity to discuss the framework o f  my findings 
on oppression with a senior nurse academic and with a senior medical academic. Both lead me to believe  
that my findings reflected the reality o f  the situation.
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achieving the goal of authentic representation; in other words, I have attempted to stay 

in touch with the often painfiil reahty of the field where my values were challenged, 

where I questioned both the authenticity of my presence there £ind my ability to recount 

that reality and, where insight seemed always to arrive late.

In seeking to continue my work towards authentic representation. Chapter Six will 

explore the complexity of my relationships in the field, and the ethical concerns of this 

research study. Specifically, it will involve personal criticism and precision in seeking 

to understand how my work stands in relation to my “self’ and “other.” Chapters Seven 

and Eight of this study will engage in a deconstructive analysis o f the ‘“breakdowns’” 

(Agar, 1985:18) or conflicts I experiences between my own “traditions” and what were 

(and still are) the “traditions” of the researched. This will require a process of intensive 

“mining” of my fieldnotes in order to access the participants world and, to pay attention 

to ‘the standpoint of all those who take part in it' [original italics] and to ‘hear’ the 

‘quality’ (Oakley, 1992:343). My endeavours will be extensive and exhaustive, towards 

the deconstruction of my reality in the field. However, because of the dynamic nature of 

feminist ethnography it will always remain incomplete. According to Opie (1992), 

deconstruction may mitigate the issues of authority and ideological appropriation, but 

never entirely overcome them. She contends that ‘mitigation is possible because a 

deconstructive reading does not attempt to be definitive’ (Opie, 1992:57). The 

following section will give an overview of my activities in relation to data analysis.

Data analysis

In Chapter Four 1 provided an overview of the cyclical process of ethnographic 

knowledge (Agar, 1985; Fetterman, 1989). While not engaging in the totality of Agar’s 

(1985) model of data analysis I did embrace the spirit or tenor of his approach. The 

dominant source of my data was fieldnotes with the additional data derived from the 

transcription of interviews, both formal and informal (some audio-taped), that were 

conducted during my two visits to the field. Data analyses, which began “out there” in 

niy attempts to find meaning for my experiences — a breakdown in caring (principally an 

occasioned breakdown (Agar, 1985)), were continued “back here,” but this time in a
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more detached way in that the context of the “out there” fieldwork was absent. 

However, this allowed for a greater degree of attachment, this time to the vulnerability 

of my experience, which facilitated the hearing of my own voice as a critical element in 

the data analysis. The hearing of my own voice as a critical component in my analysis 

allowed me to deliberately put forward questions and doubts to challenge my 

understanding of situations as I experienced them, and as such represent what Agar 

(1985) views as ‘mandated breakdowns.’ Gray (1997:99) argues that preparedness to 

use one’s positionality is ‘what is at stake for a genuinely reflexive and radical use of the 

category “experience”.’

“Back here” I engaged in an in-dept process of reading my fieldnotes, which are 

essentially stories from the field. This involved reading them as records of unique 

episodes that together provided a whole picture. Thus, I viewed individual episodes (or 

critical incidents) within Agar’s (1985) notion of breakdowns and ‘phenomena of 

diversity’ and “strips.” I engaged in both ‘single-strip’ analysis (Agar, 1985), for 

example, in Chapter Seven where I draw on a single episode or critical incident towards 

representation of the “other’s” world and situation of oppression in relation to caring, 

and in ‘multiple-strip’ analysis (Agar, 1985) in Chapter Eight, towards transforming 

understanding of situations of oppression into a pattern or trajectory.

In drawing upon critical incidents, I recognised that some were more powerful than 

others, in that the recall of the episode brought back memories of emotional responses 

experienced in the field. According to Coffey (1999:136 referring to Hastrup, 1992*®) 

analysis and writing in ethnographic endeavours accommodate both self and field as 

both interconnected and coexistent. ‘Both are sets of craft skills and emotional 

activities’ (Coffey, 1999:136). An entry from my refiective diary, which I kept during 

my fieldwork “back here,” illustrates this. The entry was made during my exploration 

of the literature on feminist research.

On the issue o f  oppression and the sharing o f  the experience o f  oppression (Lentin 1993:128) it 
did not always occur to me at the time (fieldwork “out there”) that I might be sharing in the 
sta ffs  or the patients’ oppression. I have a greater sense o f  it since my attempts to view  the

Hastrup, K. (1992) Writing ethnography: state o f the art. In: Anthropology and Autobiography (Okely, 
J- and Callaway, H. eds.) Routledge, London, ppl 16-133.
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totality o f  my experience from afar. Perhaps a consequence o f my lack o f understanding “out 
there” was my experience o f conflict with Sr. ‘D ’, Sr. ‘O’ and Sr. ‘K’. It would be good to 
explore it with them in December (when I make my second visit to the field).

(Reflective diary, 01/08/98)

The process of isolating particular powerful episodes from the field involved a narrow 

microscopic focus on details (Fetterman, 1989), where I sought to find the answer to the 

question: Why did this happen? This allowed me to find meaning both from the larger 

frame of theoretical principles such as gender, power, oppression and caring, and from a 

framework of understanding that is essentially my ovm biography. Meaning and 

understanding were developed further by deliberate attempts to engage in what Lai 

(1996:204) refers to as ‘read[ing] against the grain’ while at the same time seeking to 

find meaning or ‘coherence’ (Agar, 1985) within the larger contexts that situate this 

ethnographic experience.

In seeking to explain the substantive issue of this study: Why did a breakdown in caring 

occur? I provide two “findings” chapters: “Situating Oppression” and “A Trajectory of 

Oppression.” I do not intend that these should represent resolution as implied by Agar 

(1985) since resolution suggests a terminal state of understanding. Rather, I suggest the 

“findings” of my data analysis represent what Denzin (1997:xviii) refers to as ‘an 

evocative epistemiology that performs, rather than represents the world.’ I will refer 

again to data analysis in Chapter Eight.

Summary

This chapter has provided a description of my fieldwork endeavours. Specifically, it 

addressed the issues of representation and the personal voice in ethnographic text. An 

overview of my biography is presented and how the final academic resting-place for my 

research activities has influenced the text of this study. In describing the setting for this 

study, I begin to problematise the notion of First World/Third World aid though 

recognising that therein lies the ghost of another ethnography, rather than the focus of 

this ethnographic study, which focuses on working for improved patient care in a 

hospital in Ethiopia. Fieldnotes are explored at two levels: as a synergistic property in
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relation to fieldwork (a process which facilitated me to stay in the field) and as a 

specific activity in relation to data gathering. Credibility and authenticity are examined 

from a feminist perspective and finally my approach to data analysis based on the tenor 

(though not the totality) of Agar’s (1985) style of ethnographic knowing is described. 

The next chapter will explore further my fieldwork experiences “out there” by 

examining the hyphen of the self-other (Fine, 1994).
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CHAPTER SIX

SITUATING IDENTITIES: SELF AND OTHER

Introduction

Earlier in this study (Chapter Three) I explored the role of experience in ethnography 

(Skeggs, 1994; Williams, A. 1993; Hammersley, 1992). I advanced a belief that without 

personal experience there is no ethnography; also, that symbolic interactionism as an 

epistemological paradigm could provide a framework to account for the ethnographic 

experience. I have already explored my actions in relation to the meanings I derived 

from some of my ethnographic experiences; for example, ‘fieldwork and fieldnotes -  a 

synergistic property’ and ‘description of the setting.’ A critical assumption of symbolic 

interactionism, that human beings act towards other human beings and daily life 

situations on the basis of the meanings they have for them (Blumer, 1969:2), lends itself 

to an exploration of the multiple identities I experienced in the field. This exploration 

will situate my identities in relation to the multiple “others” I encountered and the 

meanings derived from these encounters. According to Fine (1994:74),

Qualitative researchers need to recognize that our work stands in some relation to othering. . . . 
But when we look, get involved, demur, analyze, interpret, probe, speak, remain silent, walk 
away, organize for outrage, or sanitize our stories, and when we construct our texts in or on their 
words, we decide how to nuance our relations with/for/despite those who have been deemed 
Others.

This chapter will explore and trace my relationship with “others” in the field. It will 

examine the multiple “ I’s’ (Williams, 1989; 1990a) that were my “self,” both in my 

work and in my relations with “others.” In so doing, it is intended to provide readers of 

this study with an example of the complexity of relationships that can exist in the field 

and how these relationships present working dilemmas that confront issues of power, 

gender, alienation, oppression and vulnerability. Since there is no single right way to 

present these experiences, it is necessary that the reader frames what is read within my 

critical standpoint, which I have attempted to describe in the preceding chapter and, in, 

particular in the subjectivity of my own personal biography. Ethical concerns are also 

addressed.
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Multiple identities of “I” and “other”

From the outset of this study I wanted to develop a sense of identity and belonging with 

the people with whom I was working. Thus, I set about cultivating collaborative activity 

or a working unit between “self’ and “other.” This involved an acknowledgement of 

situational and working identities towards the development of improved patient care in 

the hospital. I viewed this working unit as having the potential to operationalise the 

principles of primary health care -  sustainability, collaboration and empowerment -  as 

part of the process and outcome of change consequent to my presence there, and 

particularly after my departure from the field. Furthermore, I needed to feel a sense of 

belonging and inclusion, or a sense of kinship, given I was far removed from my home 

and my family. While the notion of a working unit suggests some degree of pragmatism 

towards achievement, of itself it needs to be problematised and explored in order to 

understand the process involved in seeking to achieve it. In essence, that means 

exploring the “self’ and “other” in order to locate the process of collaborative activity 

and to show its dilemmas and qualities.

Shared positionalities and dual identities

The “ F s’ I can construct are self as woman, expatriate (Irish), nurse, technical advisor, 

aid worker, change agent and researcher. The “others” I can construct are the staff 

(European and Ethiopian) of the European aid programme; the staff (nurses, doctors, 

health assistants, household staff, administrators), patients and relatives of the hospital; 

the staff (nurses, doctors,' paramedics, non-medics, administrators) and students of the 

academic institution; and finally the people (Ethiopian and expatriate, nurses and non

nurses) outside the institutional settings who, like some people from within the 

institutions, became my friends, ‘my “kin”’ (Stack, 1996:97) and my ‘audience of 

others’ (Wolcott, 1995:32). My audience of others stood by and encouraged me in what 

I was doing, by helping me to reflect on my role, my activities and my conflicts. They 

provided much needed support for me in the everyday personal confrontation I

' Most o f  the doctors in the academic institution provided a medical service to the hospital.
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experienced, by helping me to stay afloat in the murky and often bewildered reality of 

seeking to bring about change.

In my working relationships, I shared some “realities” with the “others” of my study. At 

the same time I recognised the existence, for both of us, of disparate “realities”; 

principally my “reality” of freedom to leave the situation and to return home to my 

country and the privilege of a Western society and economy. Thus, my relationships in 

the field were both diverse and complex. My experience concurs with Anne Williams’ 

(1990a:31) experience of the ethnographer as both a ‘native’ and a ‘stranger’ and 

supports the problematisation of the assumption that fieldwork relationships can be 

categorised neatly as either “outsider” or “insider” (Aguilar, 1981; Coffey, 1999; de 

Laine, 2000; Lai, 1996; Oaks, 1998; Skeggs, 1994; Wolf, M. 1996).

My occupation of a multiplicity of roles or locations within the field provided, inter 

alia, occasions for shared positionalities with some “others”; for example, as women 

and as nurses. As I mentioned earlier, our shared identities allowed for my early 

immersion in the field and some sense of belonging. My ‘dual identity’ (Lai, 1996), as 

“Irish woman” and “Irish nurse” meant a constant dilemma of understanding for me, 

particularly around my actions as a nurse. For example, I could feel similar to the 

“other” and different to the “other” at one and the same time. By similarity I mean 

recognising the need for, and the actual activities of, patient care; while difference 

meant experiencing difficulties in understanding the absence and/or the process o f the 

activities of patient care, as the following fieldnote indicates. It records one of my first 

visits to the hospital.

My overall impression o f  the hospital was grim. It looked dirty, unkempt and rarely did I see 
anybody engaged in patient care. I saw a health assistant dress a young boy’s bums. The child 
was distressed; his mother was holding him. There was no nurse there to comfort him, or his 
mother. For the brief time I was there, no dialogue took place between the parties involved. . . .  I 
also saw a young doctor do a rectal examination on a female patient in full view  o f  the ward. He 
was not chaperoned and there were no screens to maintain the dignity o f  the patient. I asked Sr. 
‘F’ if, “Doctors are accompanied for such procedures?” She replied: “Y es.” For the most part I 
saw the staff sitting in the office, while the relatives were engaged in patient care. . . .  I was most 
impressed with the mother and child clinic; it looked clean and ordered.

(Fieldnote, 03/04/96 (Fieldwork visits))
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In seeking to do a brief contextualisation of my experience at the time, I made the 

following comments: ‘hospital environment is unkempt’; ‘absence of nursing as an art’; 

‘concept of caring’; ‘dignity of patients’; and ‘the reality of self-care is care by relatives 

in the absence of any other type of care.’

On reflection, I recognise the focus of the language of my recording and understanding 

as stemming from my identity as a nurse. I took note of the activities of dressing a bum 

and of doing a rectal examination and I contextualised them in abstract concepts such as 

‘nursing as an art’ and the ‘dignity of patients.’ However, the cormections I made 

between what I saw and what I recorded suggest some level of intellectual and 

emotional difference between me, the observer as a nurse and they, the observed as 

nurses and health care workers. It is these connections that point to the complexity of 

the dual identity. For it is likely that had I been an Ethiopian nurse my observations 

may have been less judgmental and I may instead have recorded: ‘The hospital is an old 

building in need of repair,’ or, commented positively on the opportimities presented to 

the relatives to engage in caring for the patients. Instead, language such as the ‘hospital 

was grim and unkempt’ or ‘no dialogue took place between the parties involved’ 

suggests an alien experience for me and positions my experience as a nurse firmly 

within my identity as an “outsider.”

I also noted the following and commented on them as ‘positive activities’: the use of ‘a 

folded x-ray for sharps^ in the medical ward’ and ‘head nurse Ato ‘P’ recycling used 

ampoules to collect blood specimens’ (Fieldnotes, 17/04/96 (Fieldwork visits)). My 

concern about hygiene and cleanliness reflects Holden’s (1991:81) association of such 

issues with the behaviour of early European nursing sisters in Africa, while my 

observation of improvisation echoes, somewhat, her comment on their tendency to 

improvise in the tradition of guiding and adventure stories.

 ̂The safe disposal o f  sharps (needles, blades etc.) is important for the health and safety o f  staff, patients 
and their relatives. The innovative use o f a piece o f  folded and sealed x-ray film ensured the safe disposal 
o f sharps in the ward.
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Working as a change agent

My role as a nurse advisor, which carried with it the expectation that I would facilitate a 

change in practice towards improved patient care, complicated further my dual identity. 

It could be argued that my encounters in the field were, of necessity, meant to look at 

areas that required change and, in turn, to seek to do something about it. My dual 

identity, as an Irish nurse, allowed me to view ‘exotic’ practices (Woolgar, 1988:28) of 

nursing and patient care, taking exotic to mean strange and unusual. Thus, in order to 

seek to achieve my responsibility as a nurse advisor, I needed to continuously refer to 

the exoticism of the “other,” with the purpose of achieving a better deal for another 

“other,” the patient. This involved the need to develop more relationships, this time with 

senior academic and non-academic medical persormel, academic nursing staff and with 

administrators, that is, with more “others.” Coffey (1999:48) uses the term ‘crafting 

relationships’ to describe the process of building relationships in the field, a process that 

involves ‘familiarity and distance, engagement and strangeness.’ (Coffey, 1999:48).

My experience of the complexity of my multiple positions calls into question Woolgar’s 

(1988:28) notion of playing down the exoticism of the other in favour of highlighting 

‘the familiarity of our subjects/objects.’ While the latter was needed, so too was it 

necessary to highlight the exoticism of the “other,” at least as a heuristic device, in order 

to begin to explore how I felt challenged, both positively and negatively, by my multiple 

positions. Indeed, as I sought to engage in reflexive research “at home,” I found it 

difficult not to see much of the behaviour of the “other” (nurses, doctors and health care 

workers) as strange and unusual within my understanding of patient care. However, by 

acknowledging the exotic -  the reality of patient care -  and by seeking to problematise 

it, I could begin to contextualise it in a broader historical, social and political framework 

(see Chapters Seven and Eight). In so doing, I began to challenge my ovm privilege of 

understanding, essentially gleaned from my position as an expatriate, white, middle- 

class woman from the Western World.

In seeking to explore the multiplicity of my roles it seems appropriate that I should refer 

to the term ‘dual identity’ in the way Lai (1996) uses it to indicate some degree of 

familiarity, but against a background of privilege afforded me by my white. Western,
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middle class status. Now that I am removed from the reality of patient care and the field 

environment, I can let go of the responsibility I felt as a nurse and begin to problematise 

my own ethnic identity. In my aloneness in the activity o f writing this study, like Stack 

(1996:99), I can feel the “white woman’s burden” through my attempts at becoming 

colour and politically conscious. My aloneness “back here” is essentially that of a 

physical “outsider” away from “out there.” Curiously, “Being Here” (Geertz, 1988) 

facilitates what Aguilar (1981:17) attributes to the role of insider in the field; that is, an 

ability to be both ‘free’ from ‘culture shock’ and, ‘to pursue it [alien situations] under 

the impetus o f curiosity.’ This experience calls into question (again) the neatness o f the 

insider-outsider debate within the notion of fieldwork as a distinct process, separate 

from the research process itself, a process that includes the complexity o f fieldwork “at 

home”; that is, reflection and writing.

John Aguilar (1981:19,20) believes an insider’s familiarity may prevent curiosity 

resulting from novelty; that ‘ultimately theoretical considerations define what is 

interesting and not personal curiosity’ and ‘exoticism has no place in scientific 

ethnology.’ This too is problematic, since in my experience “the exotic” and my 

subsequent feelings of “outlaw emotions” (Jagger, 1989) are the genesis o f  my 

theoretical considerations. Perhaps coming from a more positivist patriarchal paradigm, 

“exocticism” may be viewed as a subjective and irrelevant non-scientific perspective 

where “reason” must prevail. On the other hand, “exotic” meaning strange and unusual 

or “outlaw,” allows for the legitimacy of emotion as the catalyst for epistemic endeavour 

and the production of knowledge.

Working identities and working dilemmas

My multiple and complex identities involved a tightrope of mediation in order to 

construct workable identities. In so doing I confronted dilemmas, made mistakes and 

engaged in creative and adaptive behaviour (Gold, 1969). From the outset I recognised 

the dilemma o f my positionality both as a change agent vis-a-vis the staff and as a nurse 

caring for patients. The following fieldnote illustrates this dilemma. It refers to an early 

experience I had while working on one of the wards. I was working with a staff nurse
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who was engaged in bed making. On that occasion too, there were student nurses 

visiting from the School of Nursing.^ The total staff/student complement was 14: one 

head nurse, two staff nurses, two health assistants, seven diploma-nursing students and 

two degree-nursing students. There were thirty patients.

Staff nurse Sr. ‘Q’ is changing a patient’s bed linen, without giving the patient a bed bath. The 
patient, a young woman, semi-comatosed has a urinary catheter in situ with no drainage bag 
a tta c h e d .H e r  bed is wet from the urine draining directly into the bed. I suggest to Sr. ‘Q ’ that 
we coimect the urinary catheter to a closed drainage system, bed bath the patient, change her 
position and do some passive exercises. She replies: “We will get the student to do it.” I suggest 
that we act as role models for students. Later in the course o f doing the bed bath I notice that the 
standards of practice are very poor and the staff nurse would have been a very poor role model. 
Sr. ‘Q’ is quite rough in her treatment of the patient, pushing her about while saying: “She is 
unconscious.” The patient does in fact respond to me, with her eyes, and she shows some 
distress when her relatives leave her. My efforts to get Sr. ‘Q ’ to look at this and also the issue of 
essential patient care, for example, bed bathing, the maintenance o f  skin integrity, passive 
movement and recording vital signs, receives the response: “We have a shortage o f human and 
material resources.” I point out it does not require equipment to take pulse and respirations. I 
refer to the abundance of staff and students on duty, to which she replies: “They are not always 
here; we have no time.

(Fieldnote, 02/05/96 (Fieldwork visits))

In seeking to collaborate with the staff of the hospital, I found it difficult not to 

challenge their behaviour, particularly when I perceived it to be contrary to the needs of 

the patients. This caused many problems and more often than not alienated me from the 

staff Again the following fieldnote illustrates this:

I attempt to discuss with one of the doctors (Dr. ‘R ’), the technique of traction^ used on the ward. 
I have some concerns about it in relation to a child’s skin integrity. Dr. ‘R ’ replies: “I do not 
need you to tell me about traction.” He starts to raise his voice and tells me: “We don’t need you 
to come and tell us what to do.” I reply: “I am here for patient care.” Dr. ‘R ’ argues: “These are 
our people and we are here for patient care too, the doctors and the nurses.” He refers to my 
country being different and that it cannot be compared to Ethiopia. I refer to the standards of 
care and I ask: “If the situation is good why was I asked to come here?” I say no more and I feel

 ̂These were student nurses engaged in ward activities independent o f the ward staff. They were allocated 
patients by their tutor from the school. The provision o f nursing care was under the supervision o f  the 
nurse tutor.

“ Urinary catheters are normally attached to a drainage bag in a closed drainage system, to avoid the risk 
of infection. Failure to use a closed drainage system represents unsafe practice. Although drainage bags 
were not available, empty infravenous fluid bags (as an alternative) were available and were sometimes 
used.

’ Traction: the process of putting a limb, bone, or group of muscles under tension by means of weights or 
pulleys to align or immobilise the part or to relieve pressure on it. (Mosby’s Medical and Nursing 
Dictionary, 1986:1139)
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frustrated, believing that my challenge about being invited to work here is less than sensitive nor 
is it objective.

(Fieldnote, 16/12/96)

However, there were occasions when I was supported by some staff, ignored by other 

staff and acknowledged and affirmed by the patients’ relatives. I recorded:

While the ward staff are sitting in the office I hear a child cry, a boy, 10 years old with bums. He 
had a learning disability. He is incontinent, has a rash on his head and an infected abscess behind 
his ear. I ask the staff about his care and they respond; “The mother is caring.” To which I 
reply: “The mother needs support.” I ask if  one o f the nurses will explain the situation to the 
mother. Staff Nurse, Sr. ‘L’ agrees to help, but says she does not speak the woman’s particular 
dialect. The woman does speak the common dialect known to the staff. The mother and I give 
her child a bed bath; there is no sign of the staff nurse. However, another staff nurse, Sr. ‘D ’ 
offers her help. I experience this as a positive response o f caring and collaboration. During the 
bed making we ask the mother to hold her child. She does and the child quietens. I suggest she 
hold on to him for a while. The women in the other two beds look on and comment on our 
practice as “nice” and “good.”

(Fieldnote, 13/12/96)

The experience of being challenged about patient care made some members o f the staff 

uneasy. The challenge seemed to highlight a conflict o f interests, where I wanted to 

engage in patient care against the intention of some of the staff. This inevitably led to 

what Anspach (1993:186) refers to as ‘built-in marginality,’ a situation that at times 

made me peripheral to some group of “others.” Thus, my sense o f “kinship,” with the 

nurses, was episodic. The affirmation I received from the relatives would suggest some 

level o f “kinship” with them within the caring act, a “kinship” that transcends race, class 

and role identity. It would appear that the process of caring -  the “doing to” and the 

“being with” -  can, of itself, both unite people and provide a sense o f belonging. At the 

same time it can alienate and marginalise, when the need to provide care is superseded 

by other issues such as oppression and poor physical and human resources. A post 

fieldwork interview with Sr. ‘Q’ referred to in fieldnote (02/05/96) contextualises her 

behaviour on that occasion. She recalled the occasion without being prompted. She 

said:

We had an argum ent. . .  1 had been working as a head nurse for 8 years with no extra payment. 1 
was fed up with it and had been seeking to be relieved of my role. . . .  I had gone to Dr ‘T ’s 
[senior medical officer, local government health department] office crying to be relieved o f my 
duties and he had agreed that 1 would no longer be head nurse but instead I would work around 
the hospital. 1 found myself arguing with both Dr ‘T ’ and Sr. ‘H ’ [director of nursing] to  be let
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go. When I got to the ward I was not happy. [She gestures with her hands against her eyes about 
her unhappiness.] I was not interested in patient care on the morning I met you.

(Fieldnote, 21/12/98)

The issue of oppression and resources will be explored in Chapters Seven and Eight.

My experience of the doctor’s response suggests some degree of “kinship,” as a nurse, 

within the notion of the doctor-nurse game (Stein, 1998) and the idea of the doctor as 

director and the nurse as assistant.^ The doctor’s uneasiness and agitation around my 

attempts to raise the issue of traction was a challenge to any suggestion that I might have 

more knowledge than he, or indeed, that I might appear to have some greater level of 

importance. Any “privilege” I might have had as a Western woman quickly faded when 

I acted (or did not act) as a nurse. My experience with the doctor reflects an observation 

by Beates (1909, cited in Ashley 1976:81), a Philadelphia physician, who stated: 

‘[Nurses] should . . . never attempt to appear learned or of great importance.’ Another 

possible reading of his comment: “We don’t need you to come and tell us what to do.” 

suggests a challenge to the notion of me as the researcher having what Diane Wolf 

(1996:26 referring to Goerlick, 1991^) terms as a more ‘true and superior consciousness’ 

of what the researched needed to know. However, this understanding somewhat 

conflicts with my roles as a nurse advisor and change agent and the idea of shared 

learning that might be expected to accompany such roles.

During my return visit to the field, comments from some of the people I worked with 

suggested that my attempts at consciousness-raising were viewed both positively 

(helpful and appropriate) and negatively (interference and a nuisance). Whether I was 

perceived positively or negatively appeared to be time related. This is not surprising 

given the nature of the work of a change agent and Diane W olfs (1996:31) observation

® Power within the doctor-nurse game is situated with the doctor and while the nurse may make a 
suggestion about patient care it is necessary for her to do so ‘without appearing insolent’ (Stein, 1998: 
260). In other words, the nurse must stay within the rules of the doctor-nurse game by avoiding 
disagreement at all costs (Stein, 1998:261). Clearly I did not stay within the rules. Instead, I stepped 
outside the nurse-doctor relation (necessary to maintain the hierarchical divisions between nursing and 
medicine) and challenged the authority of medicine alone to define ‘medical’ matters (Gamamikow, 
1978:105).

’ Gorelick, Sherry (1991) Contradictions of feminist methodology. Gender and Society 5(4), 459-477.
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that activities associated with action research while benefiting the need o f the poorest 

may conflict with those who are better-off. It is not surprising too that the value of my 

intervention was appreciated more fully when I left the field, since it is likely that things 

became easier once I had gone (Wolf, D. 1996:31). Fieldnotes recorded during my 

return visit to the field illustrate this.

You were running here and there [usually means busy], always nagging at them, they did not like 
it at the time, but later, after you left, they realised it was good.

(Fieldnote, 17/12/98. Paramedic)

I heard about you, confronting staff about their poor standards o f  practice, telling people you 
should do it this way.

(Fieldnote, 18/12/98. Paramedic, expatriate, aid worker)

At a seminar on gender I met with Dr ‘U’; he spoke o f how he was recalling to Ato ‘V ’ [an 
academic] the “troubled” relationship we had vis-a-vis my role at the hospital. Dr. ‘U ’ spoke of 
how I was a “nuisance,” . . . “because you were challenging us, we did not like it. We are not 
used to such challenges.” I asked Dr. ‘U ’ about the experience o f  doctors being challenged by a 
nurse and a woman. He replied: “We are not used to it.”

(Fieldnote, 18/12/98. Senior medical doctor)

We did not make enough of you or [another visiting nurse]. People here have a fear o f  being 
challenged. Mainly the approach for people here is to [“beat about the bush”] and not to 
confront. There is a fear that if they confront they will not be liked.

(Fieldnote, 18/12/98. Paramedic)

At the time your comments were not appreciated, though a shift began before you left when, 
doctors [they refer to a senior doctor in particular] said: “She is right we have forgotten how 
to practice good medicine.”

(Fieldnote, 19/12/98. Doctor ‘G ’. (Comment supported by a nurse manager, a midwife and a
nurse))

I will never forget you; your dedication to your work, what you were doing was for the patients.

(Fieldnote, 21/12/98. Head nurse. Sr. ‘W ’)

Doctor ‘X ’ spoke about how 1 challenged the staff and their discomfort with it and with having 
me around (the doctors in particular). He said: “Challenging behaviour is not common; if  you 
want to live with these people* you don’t say anything.”

(Fieldnote, 22/12/98. Doctor ‘X ’)

* Dr ‘X ’s comment on “these people” suggests a conflict of difference as outlined by Freire (1972:63) 
when he refers to oppression and the consideration of self as a member o f  the ‘in-group o f ‘pure’ men, the 
owners o f  truth and knowledge for whom all non-members are ‘these people’ or ‘the great unwashed.’ 
Difference connoted by the term ‘these people’ will be referred to again in Chapter Seven.
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The dynamic o f  workable identities as the “centre o f  struggle  ”

In walking the tightrope of multiple identities and in seeking to engage in workable 

identities, I could see then, and I now recognise even more, that kinship and divergence 

between self and other are interrelated with issues o f power and gender. The dynamic of 

workable identities was my “centre o f struggle” towards negotiating the 

multidimensional power relationships structured around the patriarchal system of health 

care. How I negotiated these relationships was dependent on ‘the situation, the moment, 

the nature of the coalition, the day, the audience and their mood’ (Stack, 1996:101) and 

my own mood. Fieldnotes recorded following a shift on the obstetric ward provide 

insight into my reality of the struggle.

I arrive on the ward in the morning. There is a woman in labour; she is awaiting a craniotomy,® 
because o f an intrauterine death. I decide to stay with her. The scene in the cubicle is chaotic, 
the organisation of the delivery set sloppy; there is no light. The nurse Ato ‘Y ’ is walking here 
and there with no sense of purpose. Later, he establishes an intravenous line in the m other’s arm 
. . . .  The technique he uses to catheterise the woman is poor; no drainage bag is attached to the 
catheter. I stay with the woman and just about managed not to lose my temper with the nurse. 
However, at one stage -  as Ato ‘Y ’ stands m the way o f the only available light (from the 
window) -  I say: “There is no need to stand there, I'm sure people in postnatal need care and I 
will manage.” He moves away without any reaction. (Ato ‘Y ’s manner suggests oppression 
more than most in this institution.) The woman has a large post-partum haemorrhage; there is no 
available blood to give her.'” At the end of the procedure I bed bath the woman, attend to her 
personal hygiene and record her vital signs. Sr. ‘ W ’ receives the dead baby. I suggest to her that 
she tell the mother the sex of the baby. She does and she spends sometime speaking with her. 
(Sr. ‘ W ’ is very caring. She is a very good communicator. She always tries to make time for the 
women in her care.) The obstetrician leaves without saying anything to the mother.

After the procedure I feel sick. It is my first experience o f a craniotomy. The disorganisation, 
the lack o f communication with the mother, the inhumanity really upset me. (I do not feel I can 
blame the staff. I fear that instead I just do not understand the pattern/history o f  their 
socialisation, which seems to manifest itself in a domestic fatalism o f indifference.) I ask 
permission to leave the ward to go for my mail and to have a cup o f coffee.

On the way I see people standing outside the hospital gate awaiting their treatment cards. They 
are standing and holding on to the wire with thin hands. I am immediately reminded o f  the 
scenes from the concentration camps of the Second World War. The ache in my heart increases 
and I wonder about it all, knowing I have no answers but feeling I should have.

On my return to the ward, I notice the security guard at the gate “directing” people away; he is 
waving his stick. One woman carrying a food bowl is trying to gain entry. I visualise her relative

’ A craniotomy involves an opening or perforation into the skull in order to reduce the size o f a baby’s 
head to allow for delivery o f the head through the birth passage. This is necessary when there is an 
intrauterine death due to cephalopelvic disproportion -  an obstetric condition in which a baby’s head is 
too large or a mother’s birth canal too small to permit normal delivery through the birth passage.

Patients would only receive a blood transfusion if a relative donated blood to the blood bank.
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in the hospital, and my own experience of trying to be with my father during his illness. I give a 
pleading look to the guard to let her in. His look in response suggests; “Should I?” I nod: “Yes.” 
He lets her through and she starts to cry. I place my arm around her; I have no words, just a 
sense o f  needing to acknowledge her distress. She appears to accept my response. I stay with 
her for a few minutes and then she and I go our separate ways. I notice people are watching me. 
The opportunity suggests some degree of power on my part and an occasion for me to act as an 
advocate and perhaps as a role model too.

There is so much pain around here. How do people survive it? Perhaps the lack of interest by 
the staff and their apparent indifference is their method o f survival in what is essentially a terrible 
situation o f oppression. By oppression I mean a lack o f services, a lack o f care for the patients, 
and for the professionals and staff, a lack o f opportunity to travel, to study, to work in their town 
o f choice and to obtain “luxury” items for living, such as a simple lamp. A simple lamp can cost 
a quarter of a doctor’s monthly salary and half a nurse’s monthly salary.

(Fieldnote, 06/11/96)

The process of reading my fieldnotes to select suitable critical incidents to illustrate 

theoretical considerations has allowed me to revisit the reality of the field on the above 

and other occasions. The content of my fieldnotes on this occasion acknowledges my 

feelings at the time, feelings of power, powerlessness and isolation. It is reassuring and 

therapeutic to read accounts of other researchers (Lai, 1996; Hsiung, 1996; Stack, 1996) 

and particularly in nursing, albeit in the United Kingdom, (Meyer 1995; 1993), in order 

to seek some reference for my sense of vulnerability. My sense of ‘having no words’ 

speaks to my vulnerability and gives voice (Belenky, et al, 1986, 1997) to my “centre of 

struggle.” The next section will explore my experience of power relationships in my 

“centre of struggle.”

Power relationships in the field

Inclusion and exclusion

My immersion in the field meant that little of the day-to-day activities was closed to me. 

However, 1 experienced a relationship of relative powerlessness with the management of 

the academic institution and the donor aid programme, and backroom decision-making 

was obscured from me. Thus, 1 was both included and excluded. For example, I was 

unable to make representation on my own behalf during a donor aid management 

committee meeting, which considered extending my term in Ethiopia for another year. 

In retrospect, this is not surprising, as I have found out since returning from the field
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that the role of the technical assistant^' within the aid industry is both ambiguous and 

complex. The line of accountability can be either the national or local government 

agency, a local organisation or the field director o f the country programme. 

Furthermore, technical assistants are usually attached to a counterpart in the host 

country. The expatriate technical assistant becomes an advisor to the counterpart of the 

host country for a short period of time, usually one to two years, before withdrawing 

from the field.

My job in Ethiopia involved me working at a micro, meso and macro level. This, in 

retrospect, seems to have challenged the status quo both of the local institutions and the 

donor aid programme itself. In seeking to explore my relational experience with the 

donor aid programme, it became clear that my work as a technical assistant was viewed 

as somewhat separate to the total programme in the locality, which in turn involved only 

ten percent of the budget for the total Ethiopian aid programme by the donor agency. 

The senior person fi-om the European aid programme later pointed out to me that: “[it] 

was never envisaged that the technical assistant would be a major element of the [local] 

programme” (Interview, senior aid person ‘TT’, 12/01/99). This comment seems to 

make an important distinction about the role of the technical assistant in relation to 

overall aid programmes at a local level. It suggests ‘exclusion on the one hand and 

segregation with inclusion on the other’ (Walby, 1990:55).

In articulating my experiences of power and powerlessness in the field, it is necessary to 

acknowledge my ever-present superior position of power because of my white, 

Western, middle-class status. This is not to suggest the absence of personal agency 

amongst those I researched, nor is it an attempt to engage in the ‘oppression 

competition” (Wolf, M. 1996:220). Rather, it is to acknowledge my sense of security in 

knowing that I was free to retum to where I came from. I had choice. Thus Diane 

W olfs (1996:10) observation that successful immersion can create more sensitive 

researchers but cannot change where we come from speak of my own experiences in the

" My job  as a nurse advisor was ranked as a technical assistant post within the donor aid programme.

Ruth Frankenberg (1993:1) in her book White Woman, Race Matters: The Social Construction o f  
Whiteness refers to the crucial “racialness” o f  white experience, characteristics o f  which are whiteness as a 
location o f ‘structural advantage’ and ‘race privilege.’
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field. Although I use “where we come from” in this instant to imply my whiteness, my 

location in the West and my middle class status, nonetheless there were times when my 

identity with feminism meant I openly challenged gendered behaviour and expressed my 

feminist beliefs to challenge behaviour. I will refer briefly to how I negotiated gender in 

the next section. The principles of gender and power will be further explicated, when I 

explore my findings in Chapters Seven and Eight.

Negotiating gender

Shulamit Reinharz (1992:64) believes feminist consciousness typically alerts 

researchers to issues such as ‘gendered behaviour’ and ‘cultural misogyny.’ In the 

hospital and academic institution, as men and women routinely interacted with each 

other, we continuously negotiated gender and the attributes and behaviours associated 

with a gendered world. Sometimes, personal interactive experiences on a one-to-one 

basis provided insight into the complexity of a gendered world within a global 

dimension as the following fieldnotes recorded after a shift on the obstetric ward 

illustrate.

A woman arrives on the ward from a health centre out of town. She is transferred because o f a 
post-partum haemorrhage. The two doctors (interns, male) and the student nurses (two females) 
arrive in the cubicle. 1 direct one o f the student nurses to stand at the woman’s side and to stay 
with her . . . .  The doctor examines the woman and diagnoses a cervical tear. He proceeds to 
apply a sponge forceps to hold the edges together. The woman is distressed, but no pain relief is 
given. I suggest to the doctor that he should consider giving the woman pain relief. He replies: 
“We have no pethidine.” I tell him that it arrived yesterday. He replies: “We use it for post
operative pain.” He continues to examine the patient, something I am concerned about, given the 
woman’s trauma and shock, his relative inexperience and the need for the woman to be examined 
by a more senior doctor. I ask him to await the arrival o f the more senior doctor, to which he 
agrees. Away from the woman, I ask him if he would like someone to treat trauma to his testicle 
without pain relief He replies: “You’re a feminist.”

(Fieldnote, 05/06/96; Fieldwork)

Concern about me being a feminist was expressed on more than one occasion; also, a 

fear that I might “leave my feminist ideas here” was disquieting for some, the doctors in 

particular. Some were afraid that I might influence their wives and the female nurses 

and midwives. Such concern seemed to refer to their own need to maintain the status 

quo and their power in particular. The misogynist behaviour of the doctor in his 

apparent disregard for the woman’s pain, and his defence. You re a feminist, reflected
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what I believe to be a type of singular or universal gendered experience and attitude that 

united the woman and myself in a common feminism that transcended race and colour. 

In Mohanty’s (1991a;4) terms it suggested an alignment within her notion of ‘imagined 

community.’ This seems somewhat at odds with the notion of whether or not there can 

be a shared feminism of global sisterhood between women of colour and white women 

(Simmonds, 1997).*^ It does, however, find sympathy with Marjorie W olfs (1996:221) 

belief that one’s ability to understand knowledge acquired through another person’s 

experience is not determined by colour of skin or ethnicity.

My experience of closeness to privileged, white, male doctors allowed me to mediate on 

this woman’s behalf in the hospital (a state institution), which carries the dynamic of 

power of a Western colonial institution and, where doctors of colour are socialised to 

take on the privilege of the privileged white man. I argue that my experience of 

mediation in the mediation -  meaning the interaction between the woman and the doctor 

-  defined a feminist politics that was neither white feminism nor black feminism. In 

other words, the struggle of the interaction was, for both of us, a gender struggle rather 

than a struggle with race. On the other hand, the broadening of my analysis to include a 

racial element of the dynamic, that of scarce resources in the Third World (against a 

world of plenty for the Westem World), might somehow rationalise the behaviour. I 

suggest that such rationalisation, in this instance, has the potential to condone 

oppressive behaviour and the oppression of women in a situation of patriarchal 

dominance and hierarchical power. The next section will describe how I experienced a 

shared sisterhood within my audience of others.

My audience of others

Outside the hospital, school and aid agency, I found opportunities to put voice to and to 

“hear” my “centre of struggle” through my audience of others (Wolcott, 1995), who 

provided me with much needed support in the everyday personal challenges I

Felly Nkweto Simmonds (1997:9) contends that the existence of an imbalance o f  power o f  privilege 
(located in the silent centre o f colour from which privilege springs) challenges the notion o f  global 
sisterhood and makes it suspect as a political stance.
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experienced. They helped me, by being there when I questioned my taken for granted 

assumptions and complacency about nursing care and patient care against the multiple 

cultural realities of those with whom I worked. While I experienced some support from 

the people I worked with, I was fortunate to have the friendship of an Ethiopian woman 

and two Irish religious nursing sisters. The sisters facilitated the displacement of my 

anger, frustration and vulnerability by reflecting my experiences within our "Irishness." 

My friend W/rt ‘RR’, who had no involvement in professional health care, helped me to 

reflect my experiences within her cultural experiences as an Ethiopian woman. Her 

friendship also afforded me the opportunity to have fiin. Thus, my audience of others 

enhanced my sense of self and belonging (Coffey, 1999:43). Meyer’s (1995:323) 

assertion of the need for researcher support when seeking to initiate change accords with 

my own fieldwork experiences, though I am aware that when such support is informal, it 

has the potential for exploitation of the “other,” particularly when the support is 

unconditional and borne out of friendship, a caring humanity and a shared identity.

The issue of friendship in ethnography is a contentious one and the notion of combining 

the role of friend and informant is often viewed as problematic (Coffey, 1999:42). 

While it could be argued that my audience of others -  W/rt ‘RR’ and the Irish religious 

sisters -  were not informants (at least not within a narrow sense of informants, that is 

they were not part of the research setting), nonetheless their presence did allow me to 

understand my own standpoint and positionality. Thus, it could be argued that wdthin 

the notion of reflexivity an audience of others can play a central role of informant by 

helping the researcher to sharpen her or his ability for critical reflection and is therefore 

essential to the research process.

Ethical concerns

Inherent within the activities of ethnography are principles of ethics such as 

exploitation, power (Coffey, 1999; Fetterman, 1989; Skeggs, 1994; Stacey, 1988; Wolf, 

M. 1996) and informed consent (Coffey, 1999; de Laine, 2000; Merrell, 1996; Meyer, 

1995). Ethical commitments challenge the researcher both “out there” and “at home,” 

and principles o f ethics have to be considered at every stage of the research process.
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Firstly, I will deal with the vexed question of informed consent and how it influenced 

my behaviour and my relationships with “others” in the field. Later I will consider the 

sensitive issue of ensuring anonymity and confidentiality, both of the researched and the 

research setting. Finally I will look at the question of the ethics of reciprocity.

Informed consent

According to Catherine Seaman (1987:22), ‘Informed consent means that the subjects 

have a fiill knowledge and understanding about the research project in which they are 

being asked to participate.’ This I will argue is problematic in ethnographic research.

As stated earlier in this study, I recognised the potential opportunity for research 

activities that were provided by my work in Ethiopia. Thus, I set out fi"om the begiiming 

to inform people of my intention to use the experience of being a nurse advisor as an 

opportunity for engaging in a piece of research. I informed the co-ordinator of the donor 

aid programme, the senior medical academic and the senior medical officer of the local 

government health department. They were supportive of my intentions, though it must 

be made clear that I did not seek written informed consent. In seeking to obtain 

“informal” informed consent, I recognised the complexity of the whole notion of 

informed consent in ethnographic studies. While the people I first approached were able 

to agree, in principle, to my intentions to do research in their area, the nature of 

ethnographic research would have made it impossible for them to have agreed on behalf 

of those who were likely to inform my study. Punch (1998:171) maintains there are no 

easy answers to the situational ethics within fieldwork, while de Laine (2000:24) argues 

in favour of more ‘processual and negotiated’ consent before and during fieldwork 

rather than the notion of agreement as a one-off contractual event prior to research. 

Merrell (1996:122), in her study of work relationships in two well-women centres in the 

United Kingdom, observed: ‘In a participant observation study, the researcher cannot 

control who enters and leaves the field of study, nor can he/she control when [original 

italics] a person enters and leaves.’ Thus, I found it necessary to view the consent from 

the various “heads” as ‘approval and clearance . . .  of officials in the area’ (Wolf, D. 

1996:23) while recognising the need for me to inform people as I went along during the 

course o f my activities. However, this was not easy because of the unpredictability of
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what is data in ethnographic studies, though it did avoid Lai’s (1996:195) experience of 

power by association, where managers, in order to illustrate a point, called on workers to 

behave in a certain way in her presence.

My work in the hospital involved participating in the day to day patient care activities of 

two wards; intermittent work with all the head nurses (mainly in relation to staff 

development); and with one year of the education programme in the school of nursing. I 

did, from the outset, inform them -  as groups -  of my research activities. This was 

necessary from both an ethical and participatory point of view. Other participants were 

told in the course of everyday conversations and most particularly when I asked if  they 

would agree to be interviewed by me. I sought to “keep telling” as I went along, but 

like Merrell (1996), I found it difficult within the reality of my multiple relationships in 

the field as nurse, change agent, researcher, woman and expatriate. For example, I 

would have found it difficult to interrupt the informal conversation I had with the health 

assistant, about the consequences of education and the opportunity it provides to leave 

the country (Fieldnote, 23/07/96), to ask him; “Do you, in the light o f my research 

activities, consent to tell me this?” My observation of patients and clients, both within 

and around the hospital, would have been impossible had I had to first engage in seeking 

consent. Also, the practicalities of seeking informed consent in a reality where the 

patients and I did not speak the same language would not have always been possible.

Decision making in the field is complex; it cannot be viewed as separate from the 

research roles in practice, which are ‘tentative offerings, possible forms of self, subject 

to negotiation and to the vicissitudes of the action settings’ (Mitchell, 1991:101). The 

reality of her research setting and the decision dilemmas associated with it prompted 

Merrell (1996:125) to challenge the notion of ‘ethics as either/or’ and to suggest that 

such a principle of ethics undermines the complexity of decision making in 

ethnographic research. Meyer (1995:316) questions the feasibility of informed consent 

in studies that involve the researched and the researcher in activities towards change (an 

activity central to this research study), since not everyone agrees on what change is 

needed and some inevitably will feel pressurised to change in ways that may not be 

acceptable to them. Conversely, some “others,” as in my experience, may choose to 

ignore the change agent and pursue their own agenda. While this has implications for
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the change process, it still provides data to illuminate the research study. Thus, the 

presence or absence of informed consent does not always influence what is available to 

the researcher as empirical data; instead it challenges the notion of what should or 

should not be used as data.

In making the decision to include (or not) the dynamic of what happens when someone 

withdraws her or himself from a situation in the field, it may be necessary to consider 

how the exclusion of details around the event may lead to a failure to explore ethical 

issues. These may include issues of power, exploitation and the potential for ignoring 

occasions when the researcher is less than appreciated, and where the researcher’s 

behaviour needs to be explored and challenged (as I have outlined earlier in this 

chapter). I can recall a situation where a staff nurse refused to engage with me in the 

activities of patient care and implied his reluctance to have anything to do with me by 

walking away and, thereafter, ignoring me. It would be difficult to view with certainty 

the basis for his behaviour; a reftisal to engage in my research activities, or a refusal to 

engage in the change process, or a refusal to engage in the nursing care of a patient? 

Yet I believe it is necessary to explore such behaviour. This is necessary to understand 

an important dynamic of the research process, that is, the power of the researched to 

ignore the researcher and the power of the researcher to both upset the field and to 

witness it and write about it. Van Maanen (1991:37) draws attention to this when he 

writes:

A good part o f  fieldwork is simply paying attention to the impressions one’s location, words, and 
activities cast off. Being out o f  line or, more crudely, making an ass o f  oneself is an operational 
indicator o f  subjecting oneself to the life situation o f  others. From this perspective, field-workers 
are concerned not only with what is revealed explicitly by others but also with the conditional 
properties that appear to lubricate (or jam) such revelations. Sharpening one’s character in the 
field is both a means o f  inquiry and, when recognized, an end.

In choosing to explore ethical dilemmas in fieldwork, by referring to the staff nurse’s 

behaviour, I have clearly made a decision to use the data despite the imcertainty of 

whether or not his consent could be taken as given. However, this dichotomy of what is 

consented and non-consented data is complex and concurs with Merrell’s (1996) 

contention that the bifurcation of ethical dilemmas as either/or is unhelpful in seeking to 

understand field research.
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Joy Merrell (1996) points out, also, that consent to what will be eventually written is 

difficult since issues only arise as the research unfolds. In the case of ethnographic 

studies, the question of what constitutes fieldwork adds to this dilemma. In this study, 

true illumination of what are the substantive issues of the study beccime evident from 

afar, as part of the retrospective process of viewing “out there” fi*om “back here.” Thus, 

the notion of informed consent is problematic within field research, a situation where, it 

is not always possible or indeed feasible to interrupt activity to tell the researcher’s 

identity and purpose to one and all. While it was always my intention that the 

researched should not be willingly deceived, it was not always possible to be totally 

open about my research activities particularly when I needed to attend to my multiple 

agendas; for example, as a nurse and nurse advisor. My reality of multiple roles, like 

Merrell’s (1996), demanded the adoption of a pragmatic perspective where deception 

(though not willingly) was both inevitable and intrinsic to my fieldwork.

Anonymity and confidentiality

Other ethical dilemmas in fieldwork relate to the sensitive issue of ensuring anonymity 

and confidentiality, both of the researched and the research setting (Meyer, 1995:313). I 

have, with great difficulty, attempted to write this study with integrity while at the same 

time considering the need to do so without revealing identities and thus compromising 

the anonymity and vulnerability of those with whom I shared the research experience. 

The location of the site, in a different continent to where I live and work would suggest 

that the findings of this study could be written with relative ease. However, I have 

chosen to identify the country, Ethiopia, not only to acknowledge its uniqueness 

socially, culturally and politically but also to avoid the potential for stereotyping the 

continent of Africa as a type of mono-culture. Ethiopians are a proud and appreciative 

people and their efforts and struggles need to be contextualised in the socio-political 

reality that is theirs. Thus the decision to identify the country of this research takes 

cognisance of the notion of the ethics of representation.

I have not identified the specific setting within the country where the study took place 

and all people referred to have been given pseudonyms. However, I am aware that even 

such precautions do not provide watertight assurances of confidentiality and anonymity
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(Punch, 1998:175). Furthermore, I carmot be assured that the passage of time from my 

activities in the field will cushion my unease about writing publicly about the problems 

encountered in the course of doing this study, since the reality of job opportunities in 

Ethiopia means little opportunity for change in the location of one’s work. I have 

considered the action taken by Turton (1995) who, because of the sensitivity of her 

research, placed an embargo on her thesis for a period of ten years. However, I have 

come to realise that the issues 1 explore in this study are relevant to health care in 

Ethiopia, to the Third World generally, and to the whole debate on attempts by First 

World white feminist researchers to engage in activities of change and development in 

the Third World. Also, the particular setting in which I worked placed a high emphasis 

on research activities. Thus, I feel obliged to make my findings available to “others,” 

including the researched. I trust that in attempting to describe, honestly, the hyphen of 

the self-other relationship and to contextualise the substantive issues of the study (care 

and oppression) in the historic-political reality of Ethiopia, the researched will not feel 

compromised or vulnerable by what I have written.

The ethics o f  reciprocity

A third issue related to this study concerns the ethics of reciprocity or attempting to 

make right the inequalities that arise because of the “predatory nature” of research, 

particularly that which can occur between researchers from the Western World and the 

researched of Third World settings (Wolf, D. 1996:24). Reciprocity implies mutuality 

and the opportunity to share something with another or “others.” 1 enjoyed the privilege 

of experiencing a changed culture for a period of one year. Also, 1 have been able to 

reap further rewards from that year by pursuing doctoral studies and the academic 

credibility that is part of such activities. Such rewards are personal to me and no matter 

what I may try to do to somehow reciprocate my rewards to the people 1 worked with 

and studied, it would be impossible to do so. Clearly it is not possible to have a mutual 

exchange of privileges.

However, there is the question of whether my work produced gain for anyone else 

besides me? I provided care for the patients of the hospital, sometimes in the absence of 

caring by members of the hospital staff. Now it could be argued that such benefits for
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some — the patients — directly or indirectly hurt “others” — the staff — given that my 

activities made visible my opinions on their reluctance (sometimes) to engage in caring 

for patients and implied also a criticism of their behaviour. Yet, not to do so would 

have suggested a subtle encouragement of some health workers’ apparently uncaring 

behaviour. Also, one of my functions was to advise on methods o f improving patient 

care. Thus, reciprocity is more complex than the notion o f mutual exchange, since 

exchange with some maybe viewed as a criticism of “others.”

My role as a nurse advisor and change agent did have within it the potential to exchange 

something -  my experience and skills, as a nurse and an academic. I aspired to do this 

at every opportunity of my work, by attempting to work in a partnership model at a 

micro, meso and macro level. My fieldnotes record moments o f  acknowledged 

reciprocity, both by the staff and by me as the following examples illustrate:

Sr. ‘F’, one o f  the head nurses calls to my office. Together we plan to write the minutes of 
TAC.''* She speaks of how she has confronted those who did not attend the meeting by saying to 
them: “The committee is there for us, not for Jean Clarke.” She speaks too o f  how she perceives 
me as “a strong woman” and how, “I have learned so much from you . . .  it is like going to 
school. I want to say thank you.” (This piece o f positive feedback makes me feel good. It 
supports the potential for working at an informal level within the hospital, through role modelling 
and mentorship).

(Fieldnote, 26/08/96)

I overhear W/ro ‘Z’, one of the health assistants; she is talking to the patient about the ferengie'^ 
and I ask: “What are you saying?” She replies, “You will leave us a gift when you leave.” I ask: 
“What do you mean?” W/ro ‘Z’ replies, “Your knowledge.” Later she asks: “Why do you not 
work on other wards to help them, like you help us?”

(Fieldnote, 18/09/96)

In addition, a comment made by the senior medical officer of the local government 
health department, on my departure, would suggest that some level o f reciprocity had 
occurred. He stated:

We have learned a lot from her. For Jean, professional dedication, humanism and hard working 
and critical analysis are all her guiding principles. I hope these have been imparted to most of

TAC refers to a Technical Advice Committee, which was set up to explore difficulties in relation to the 
delivery o f  patient care. The suggestion came from the senior medical officer o f  the local government 
health department. It was intended to be a collaborative activity between the hospital, local government 
health department and the academic instiUition. Because o f a lack o f interest it did not survive beyond 
three meetings.

Firengie a term used to describe a foreigner. I was frequently referred to as the firengie, by the patients, 
by their relatives and sometimes by the staff.
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the staff in our institutions. She is successful too in challenging us, officials o f  the institutions, to 
play our decision-making, interpersonal and informational roles as managers and change agents. 
Secondly during her time she has been successful in improving the level o f  patient care, 
particularly nursing care, through the introduction o f management structure in the hospital, 
setting up o f two Nursing Development Units and the facilitation of an inspiring programme of 
training for head nurses which she named “Training for Transformation; Towards a Caring 
Community.”

(Written testimonial given to me prior to my departure, 28/02/97)

This comment made in what was referred to as a “Testimonial Letter to Ms. Jean 

Clarke,” illustrates further the complexity of reciprocity, since the comments refer both 

to what I did and who I am. It provides additional evidence to support the notion of the 

importance of the researcher’s biography in the research process. Thus reciprocity is 

greater than the notion of giving material goods and the notion of achieving some kind 

of equality between the researcher and the researched, particularly in a Third World 

setting. I did leave some material goods behind me: books for the School of Nursing 

and for the hospital and audiotapes of music, which my Ethiopian friends and colleagues 

enjoyed. However, I would not like to view these gifts as an attempt at dealing with 

guilt concerning my superior privilege (Wolf, D. 1996:24), but rather as the essence of 

human friendship, where sharing is an expression of such friendship. I too received 

gifts of local crafts and music. Therefore, 1 believe that the exchange of gifts should not 

be viewed within the context of reciprocity, a sort of quid pro quo for what the 

researcher receives. In referring to the issue of “poverty” and in particular the dilemma 

of attempting a fair exchange between ‘middle-class Westerners and their poorer 

subjects, particularly in Third World settings’ (Wolf, D. 1996:24), it is important that 

we acknowledge the incongruity of such an aspiration. Thus, as researchers we must not 

engage in creating a false security that might allow us to move away from what is 

essentially there, that is, some degree of exploitation and some degree of reciprocity.

I am satisfied that this research proceeded with the optimum level of ethical integrity. 1 

have acknowledged the similarities and differences that existed between those I 

encountered in my research activities and me. Finally, I have sought at all times to be 

truthful about my activities, which were based on a need to be both practical and 

responsible.
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Summary

In summary, this chapter has explored the hyphen of the self-other relationship (Fine, 

1994); it has problematised the notion of “othering” and self-consciously presented the 

multiple “ I’s’ of the researcher and the multiple “others” of the researched. I have 

explicated the reality of my working identities and dilemmas within my experiences of 

power, powerlessness, gender, alienation, oppression and vulnerability. In exploring my 

experiences of the self-other relationship, I have tried at all times to attend to the 

principles of ethics and confidentiality of ethnographic research. I have included my 

subjectivity as a constituent part of the ‘discourse of meaning’ (Oakley, 1992:344) 

within which the fieldwork is located. Additionally, I have acknowledged the role of 

my ‘audience of others’ (Wolcott, 1995) in supporting and illuminating my sense of 

subjectivity. However, this is an interpretive text of what happened for me. It can never 

be a completed task, since in writing the text itself my consciousness of “I” has grown, 

but this time in relation to the context of authorship, the responsibility o f “what to tell” 

and the unknown readers that will inevitably read this study. However, it is necessary to 

accept such incompleteness in the belief that; ‘Our work will never “arrive” but must 

always struggle “between”’ (Fine, 1994:75). In conclusion, it is my experience that 

ethical dilemmas in field research are both multiple and complex. I have specifically 

addressed the dilemmas of informed consent and reciprocity. These ethical dilemmas 

require on-going exploration and truthfulness in how we as researchers debate them. 

This will allow us to engage in practical and responsible research activities in the future.
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CHAPTER SEVEN

SITUATING OPPRESSION 

Introduction

The principal focus of my ethnographic experience in Ethiopia was to initiate change 

towards improved nursing/patient care in a teaching and service hospital. In seeking to 

make sense of my experience, I adapted Agar’s (1985) framework towards the 

achievement of ethnographic understanding, as outlined in Chapter Five. This allowed 

me to identify breakdowns or contradictions between my culturally socialised 

expectations of nursing/patient care and the reality of what actually happened. At the 

outset, I placed these breakdowns into preliminary categories in order to keep track of 

them. Preliminary categories included: caring, power structures and privilege, job 

identity, images of women, images of nurses, images of oppression, seeking change, 

relationship building, activities towards better patient care, and living the reality of 

breakdowns and contradictions. Principal elements within the final category have been 

explored in Chapter Six; “Situating Identities: Self and Others.”

In seeking to crystallise the overall image of my experience -  a breakdown of caring - 1 

posed the question: “Why did a breakdown in caring occur?” This prompted me to 

engage in map drawing and the development of flow charts to bring together both the 

simple and complex perceptions derived from my analyses. These in turn suggested 

new avenues towards exploring my ethnographic experience. Principally they brought 

me towards recognition of oppression and dehumanisation as an historical reality against 

which dilemmas in caring need to be explored. This chapter will be the first of two 

chapters that will present my findings on oppression. Here I will present data and 

analysis of a situation of oppression.

An occasion of oppression

In his book Pedagogy o f the Oppressed, Freire (1972) provides a comprehensive 

definition of oppression. He states:
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Any situation in which A objectively exploits B or hinders his pursuit of self-affirmation as a 
responsible person is one o f  oppression. Such a situation in itself constitutes violence, even 
when sweetened by false generosity, because it interferes with man’s ontological and historical 
vocation to be more fully human. With the establishment o f  a relationship o f oppression, 
violence has already [original italics] begun. (Freire, 1972:31)

In Chapter Two of this study I reviewed a body of knowledge, which suggested that 

respect for others is a principled element of caring and the unique function of nursing 

care is life-enhancing, or when necessary, enabling a peaceful and comfortable death. 

Data presented in Chapter Two made reference to how T experienced my situation as a 

sea of inhumanity, where the patients suffered and the staff did not seem to care. In 

seeking to stay afloat in the details of the patients’/clients’ cases I failed at times to see 

the bigger picture . . . ’ (Chapter Two:53).

Paulo Freire’s (1967) perspective on what constitutes oppression suggests both 

subjective and objective elements and is firmly rooted within the notion of 

dehumanisation. Elias (1994: 102) is critical of Freire’s view of oppression as a process 

of dehumanisation, which he suggests, is abstract and dangerous because it fails to spell 

out ‘his criteria for self-affirmation or humanization of the person.’ Notwithstanding 

Elias’s criticism, I argue that, viewed within the concept of both lay and professional 

caring, Freire’s notion of oppression accommodates my dilemma of recognising the 

inhumanity of a situation while not always being present to the “bigger picture” or the 

‘violence’ of the situation. Thus, in setting out the following experiences of oppression, 

I seek to illuminate the reader’s understanding of what constituted the violence that 

interfered with the ‘ontological and historical vocation’ of the “I” and the multiple 

“others” of this study. In essence this means exploring what Wicks (1998:xvi) refers to 

as ‘the role of agency in the everyday practice of power relations’ along with an 

exploration of macro-level power structures. The specificity and form (Abberley, 

1987:7) o f these experiences are articulated in the language of my fieldnotes and from 

my own frame of reference as an Irish nurse and feminist working for change in a 

hospital in Ethiopia. My analysis will attempt to seek solidarity or commonality with 

the experiences and writings of others on the subject of oppression. According to Basu 

(1995), acknowledging both specificity and commonality is a principal theme of global 

feminist writings. Moane (1999:191) believes: ‘A global perspective recognizes that 

patriarchy, capitalism, imperialism and other systems of domination are global systems,
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that is, they are not confined to one country or region o f the world, but span different 

regions in an interconnected way.’

The following fieldnote situates an occasion o f oppression within the ward o f the 

hospital.

Today I work alongside Sr. ‘D’, the acting head nurse. We provide care for W/ro ‘AA’ a young 
woman with disseminating TB'. She is terminally ill, although nobody has acknowledged this. 
Her husband, young son (approximately 14 months) and her mother are with her. She occupies a 
bed on the corridor. She has multiple pressure sores, is extremely emaciated and she is doubly 
incontinent. Her family hover in the little space there is around the bed. I suggest to Sr. ‘D ’ that 
we bed bath the woman, change her sheets -  she is lying in a pool o f  diarrhoea, urine and pus -  
and clean her mouth. I comment on the condition in which we fmd her and suggest that it is 
unacceptable that patients should be cared for in such a way. Sr. ‘D ’ blames the family. She 
says, “They should have changed her.” When I mention the absence o f  sheets -  they are locked 
away and only available during the day shift -  she replies, “They [the family] could have used the 
top sh ee t. .  . they are not very good . . .  they are a weak family.”

I make a case for us providing the care by suggesting that care o f  a very sick person is beyond the 
capacity o f family members alone. I ask, “What if  it was your partner or child in a similar 
situation?” Then, I ask for a towel. Sr. ‘D’ tells me “there are no towels available.”  ̂ I plead for 
one, knowing that some reserves are locked away. (On the corridor I watch a tutor from the 
nursing school and a nursing student do an inventory o f equipment in their cupboard, equipment 
that is not available to patients. The equipment includes two towels, which are mildewed.) I am 
handed a damp towel, one used yesterday. I ask, “Would you use a damp towel to dry one of 
your children?” I plead again and eventually Sr. ‘D ’ gives me a towel from the reserves. We 
both care for the woman and when we finish she rewards our efforts with a wonderful smile of 
gratitude.

When we complete our care 1 make a case to Sr. ‘D ’ that we negotiate with another patient 
(ambulant and awaiting discharge) to exchange a room space for a corridor space. This we 
achieve but not without argument with the patient as to who deserves the room space over the 
corridor space. Also, our request to obtain room space is challenged by the other patients in the
room on the basis that the woman with TB ‘smells,’ which indeed she does because o f  the
discharge from her multiple pressure sores.

Later, in the afternoon, the woman collapses. Her family comes to tell me. I outline to them 
(using non-verbal language) what is happening and I go with them to be with her by the bedside. 
The doctors proceed to resuscitate her. I suggest we discuss the situation (which we do in the 
office) and I make a case that they “let her die with dignity.” Dr. ‘R ’ comments: “We carmot let 
a patient die because of dehydration,” and he speaks o f the “ethics o f practice in the hospital.” 
He proceeds to give her extra fluids and some 40% dextrose -  treatment that would not have 
been available during lunch time because of the absence of the nurses and health assistants from 
the ward during that time.^ While this treatment does resuscitate the woman, she is now more 
distressed. . . (She dies later at 18.15hours.)

' The condition o f  disseminating TB involves the spread o f tuberculosis throughout the whole body, rather
than the condition being confined to one area, for example, the lung.

 ̂ Viewed in context, the reluctance to provide linen was understandable, since head nurses were 
accountable for missing equipment and were expected to pay for it. Although they were accountable for 
missing equipment they had no authority to order it as each order had to be signed by a senior doctor on 
the ward. However, this state o f affairs only became know to me sometime after the event.

 ̂The nurse or health assistant held the key to the drug cupboard.
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At 16.00hrs on my way o ff duty I call to the director o f nursing’s office to seek a meeting with 
the management committee. There follows an acrimonious meeting in which I seek clarification 
o f the issues of punctuality and flexibility during meal breaks have been discussed with the staff 
o f  the ward.

J.C: (Having failed to get a clear response I ask the director o f  nursing Ato. ‘BB’) “Did you 
speak to the staff about the issue of punctuality and flexibility, yes or no?”

Ato. ‘BB’ challenges my style of questioning and says, “I am not in a police station.”

J. C. (I apologise then and repeat my apology on three other occasions during the rest of the 
meeting.)

Ato ‘BB’; “You always come in here with problems.”

Later, Ato ‘BB’ questions my motives for being there and suggests, “you are only interested in 
your research on changing behaviour.” I tried to explain the process o f  change as a difficult 
process. I outlined that it was not always possible to ‘smooth things over’ and that the crisis we 
were experiencing was part of the change and our discussion, acrimonious and all as it was, 
should be seen as an integral part of the change process.

When writing up the events of the day I recorded:

I experienced Ato ‘BB’s comments as personalised criticism. I feel I achieved little at the 
meeting, except to alienate my work and I from the nursing management. On reflection o f  the 
process o f  the meeting, I do feel that I was too direct in my questioning o f  ‘B B ’ and despite his 
hedging o f  my earlier questions about punctuality and flexibility, I did allow my armoyance to 
change my approach from being assertive to being aggressive. However, I did accept his 
criticism o f me and I did apologise. The experience o f dealing with two managers was difficuh 
and I left feeling very unsupported and not understood.

(Fieldnote, 30/07/96)

The next day I note the following entry in the nursing record book:

Patient 2/1 expired.

(Fieldnote, 31/07/96)

In seeking to explicate this critical incident, my observation: ‘I feel I’m trying to 

improve patient care with my hands tied behind my back,’ speaks o f my sense of 

oppression and helplessness. It articulates an encounter o f difference, which when 

analysed provides the following alternative construction and change in understanding of 

the experience o f both self and “other.”

" At this time there were two nurses working in the capacity o f director of nursing. One was due to 
leave/retire, the other a new graduate of the post registration degree programme was to take up the post 
when that happened. I had earlier discussed with them (19/07/96) the need to address the issues of 
punctuality and the absence o f all staff from the ward during meal times.
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The disease experience, fragmentation and alienation

The admission of the young woman to hospital, with a diagnosis of tuberculosis, meant 

from the outset a situation of alienation from her own personal ontological experience 

and security (Thompson, 1998:15).^ Within a medical discourse, nothing could be taken 

for granted by the patient or her family. Once categorised as a patient she became 

fragmented from what was beyond the hospital and became instead a constituent part or 

property of the medical “text” or discourse. Her location on the corridor of the ward, 

where she was on public view, exemplified the environment o f overcrowding and 

poverty that existed within the hospital.

Neil Thompson (1998:86,87) contends that freedom is replaced by powerlessness for 

individuals within a medical discourse and this in essence represents a dehumanisation 

of the person. The patient’s alienation was exacerbated by the disease process itself -  

multiple pressure sores, emaciation, incontinence, a break down of her body systems 

and an offensive body odour. Her condition deprived her of the human characteristics 

of caring for herself in the activities of daily living and her self-care agency was severely 

compromised by the symptoms of the disease. My proposal to Sr. ‘D ’, that we bed bath 

the patient and care for her, suggests a recognition of her vulnerability and a sense of my 

being present to the reality of her alienation. However, in seeking to obtain the tools 

necessary for this care -  a towel -  there was evidence of a complex dynamic of 

alienation, discrimination and dehumanisation where the nurse was reluctant to give me 

a towel and there was evidence of resources available to students that were not available 

to patients. This suggests that part of the patient’s oppression was linked to social 

location and a situation where students’ needs were more visible than patients’ needs.

In handing me a damp towel, the behaviour of the nurse suggested a further act of 

dehumanisation, a conscious or unconscious disregard for the patient as a feeling, tactile

’ Neil Thompson (1998:15) uses the term ‘ontological security’ to indicate a sense o f  rootedness and 
psychological integration. This he views as a positive aspect o f  becoming part o f  the taken-for- 
grantedness” o f  everyday life where people can become so immersed in their own cultural patterns, 
assumptions and values they cease to notice. However, Thompson associates ontological security with 
essentialism and its potential for occasions o f  ideological legitimation o f  inequality, discrimination and 
oppression.
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human being. Her actions reinforced and exacerbated the existing inequalities and 

suggested tolerance of these inequalities and of a situation of oppression. However, an 

analysis of the personal level of discrimination is problematic. It tends to ignore the 

cultural and structural influences on behaviour and fails to take cognisance of situations 

where discrimination may be unintentional and where the oppressor is both a victim and 

perpetrator of oppression (Freire, 1972; Thompson, 1998). The potential for this 

historicity in the context of Ethiopia has had brief mention in Chapter Six of this study. 

It will be explored further in the next section and in Chapter Nine.

The patient’s reality was fragmented and alienated further when she collapsed. Her 

reality of dying was articulated within a framework of symptoms and in particular the 

symptom of dehydration, which was viewed as treatable with the administration of intra

venous fluids. This treatment was justified within ‘the ethics of practice o f the 

hospital.’ An opportunity for the patient and her family to experience the ‘vocation of 

becoming more fully human’ (Freire, 1972:21), through the act of dying with dignity 

was interfered with and, once again, the humanity or “personhood” of the patient was 

dehumanised.*^ Lingis (1994) illuminates our understanding of being with the person 

who is dying and in particular what he describes as the ‘limit-situation’ at this time. Our 

need to be there, to be with the person who is dying, goes beyond what he terms the 

common discourse of rational culture and serious speech and instead takes us to the 

limit of speech. He states:

This is not where the necessity of language ends in silence, but where it is no longer what has to 
be said that is the essential, and the saying and the one that says inessential: now you find you 
have to be there and have to speak. You have to say something -  something that language cannot 
say, something that is not in the resources of common discourse to be able to say, and something 
that is, in the end, inessential. It is the saying that is imperative; your hand extended to the one 
who is departing, the light o f your eyes meeting the eyes of the other that are turned to where 
there is nothing to see, and the warmth of your voice brought to her as her own breath gives 
away. This situation is not only the end of language -  the last moment when all we have to say to 
one another ends in the silence and death of the one to whom it has to be said and in the 
speechlessness and sobs o f the one who has come to say something. It is also the beginning, the 
beginning o f communication. (Lingis, 1994:113,114)

While the condition o f  dehydration is treatable with the administration o f intravenous fluids, within the 
totality o f  this patient’s condition it was essentially a response o f “cure” rather than a response o f  “care.” 
I interpreted her need for a peaceful death, at that time, hence my request to the doctor not to interfere 
with the final moment(s) o f being, both for the patient and this family.
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The recording of the patient’s death -  ‘patient 2/1 expired’ -  points to a process of 

dehumanisation through the use of language. The term expired suggests loss of an 

inanimate “thing” rather than the death of a human being, while reference to the patient 

as a bed number denies the individuality and uniqueness of the woman who occupied 

the bed. Enquiries to non-health care workers indicated that the term ‘expired’ is not 

used in normal discourse surrounding death in Ethiopia. The situation of the woman’s 

death had reduced her to a “thing.” According to Freire (1972:34) ‘other people are 

things’ in an oppressive situation.

The process of alienation was not confined to the patient but was inclusive also of her 

family. They were not seen to fit into the order of things by doing what was expected of 

them -  caring for their relative. The fact that family and lay caring may not be possible 

given the severity of a patient’s illness and the process of disintegration this patient was 

experiencing was not considered. Instead the individualism of the family was lost. 

They were presented as members of an indefinite, impersonal and unimportant group: 

“They are a weak family,” rather than as a family experiencing the loss o f a loved one 

and with a need for caring too. In other words, they were outside the rational discourse 

of medicine and nursing, which sought to legislate how they should behave within 

universal categories, rather than being present to the ‘here-now index’ (Lingis, 

1994:104) of the family’s reality of being with a loved one who is dying.

In her wounded state, the patient’s vulnerability was intense, essentially leaving her 

defenceless and exposed. The association between the vulnerability of the patient and 

her wounded state concurs with Spiers’ (2000:718) concept of vulnerability as ‘an 

experience of exposure to harm through challenges to one’s integrity’ and the notion of 

vulnerability as a lived experience. Part of that lived experience was the patient’s 

reliance on others, her family and the health care workers, to care for her. This was, in 

turn, compromised by a synthesis of ontological experiences that existed and in 

particular by her and her family’s position of “being-in-between.” This issue will be 

explored in the next section.
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A synthesis of ontological experiences and the oppression of being-in- 
between

The context of the alienation and dehumanisation of the patient and her family appears 

to suggest an oppression of being-in-between a synthesis o f ontological experiences. 

The experiences included those of medicine, nursing, academia. Western aid, Sr. ‘D’ (as 

person) and I (as person). The patient and her family were both central and peripheral to 

other people’s reality while at the same time being present to their own reality, a reality 

which was essentially denied and invisible within the dominant text of the medical 

discourse. The synthesis of ontological experiences will be explored imder the 

following headings; the space of the bed and the bedside, being cared for and being-in- 

between, being-in-between: living and dying and the dominance of a medical 

ontological experience.

The space o f  the bed and the bedside

While remaining invisible within the dominant text of medical discourse, that o f “cure,” 

the location of the patient on the corridor was a visible presence or commodity o f the 

“trade” o f medicine. The space of her bed and bedside became contestable between her 

family, the nurses, the doctors and other patients. On the one hand, the presence of her 

family indicated a sense of belonging and legitimisation beyond the disease, in other 

words the patient’s own personal ontological experience. On the other hand, the need 

for professional caring excluded the family from the limited space available and gave 

dominance to the ontological experience of nursing. Our successful attempt at 

negotiating a “better” space for the patient to allow for some degree of privacy, beyond 

the public space of the corridor, compromised another patient’s ontological experience 

and allowed her to be categorised within a medical discourse of ‘ambulant and awaiting 

discharge.’

The family was again excluded when the patient’s condition was viewed as a treatable 

symptom and the ontological experience of medicine took precedence over the very 

personal, powerful and emotional ontological experience of dying. Thus, it is suggested 

that the work of the bedside and the bed space itself can be viewed as a dynamic of
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oppression where patients and their famiUes may fall in-between a number of 

ontological experiences. This finding is supportive of Latimer’s (2000; 7) experience of 

the bedside as ‘a socially constructed location’ of ‘contested interests.’ In the context of 

this incident, the process of engagement at the bedside accommodated either alienation 

or belonging depending on which ontological experience was being played out.

Being cared for and being-in-between

In our activities of caring for the patient, both Sr. ‘D’ and I played out our ovm personal 

discourses before reaching an understanding of a shared discourse of caring. When I 

chose to be critical of the care the patient received, and in defending the family against 

Sr. ‘D’s criticism, (‘They are a weak family.”), I entered a nurse-nvirse pathway of 

conflict and ambivalence. I challenged Sr. ‘D’s ontological security, which appeared to 

legitimate the situation of oppression and inequality of the patient and her family and to 

deny the professional responsibility and agency of nursing or, more specifically, of 

“being a nurse.”

In making a case for us to provide the care for the patient, I engaged in consciousness of 

victimisation (Bartky, 1990:15) towards redressing the alienation and marginalisation of 

the patient and her family. This involved attempts at personalising the situation of 

“other” as “se lf’ where I ask, “What if it was your partner or child in a similar 

situation?” and, “Would you use a damp towel to dry one of your children?” In other 

words, I sought to personalise the situation towards activities and characteristics of 

caring for one’s own loved ones and, in so doing, I introduced an alternative ontological 

security, that of Sr. ‘D’s family experience of being as opposed to her organisational 

experience of being. Intuitively, I began to take a moral stance towards recognising the 

patient as a meaningful “category” that equates with family member as meaningful. 

Seedhouse (1998:111) believes that the equality of basic characteristics in persons 

implies a moral duty to treat people equally whenever we can. The action of ‘pleading’ 

for a towel, on behalf of the patient, suggested an emotional response of empathy to 

what were the patient’s needs at that time. Reynolds et al (2000) view the emotion of 

empathy as a key element in the moral dimension of clinical practice. However, they 

caution that environmental expectations can militate against empathy, leading to

172



situations where nurses are less likely to appreciate the meaning of the patient’s 
experience.

In seeking to acquire a towel for the patient, I continued to engage in the conflict of 

what constitutes care and in particular the comfort needs o f the patient. My behaviour 

was firmly rooted in my ontological security of the availability of resources (when 

nursing back home) to engage in the task of bed bathing and the structural reality of my 

appointment to seek to bring about change towards improved nursing/patient care. 

However, my own sense blinded my understanding of Sr. ‘D ’s structural reality where 

resources were limited and theft of equipment was an “enviroimiental hazard” for which 

nursing management were responsible. On a later occasion, when I returned to the field 

and we revisited the incident. Sr. ‘D’ stated: “I was fearful o f theft because I had taken 

out so many towels the previous day” (Fieldnote, 23/12/98).

Thus, in seeking to locate the oppression and inequality experienced by the patient, it is 

insufficient to simply view Sr. ‘D’s expression of agency as a factor in the oppression. 

Rather, it is necessary to explore the dynamic of patient oppression within a number of 

ontological experiences or what Thompson (1998:6) refers to as a ‘PCS analysis’ -  

personal, cultural and structural. In other words, it is necessary to locate the hyphens of 

being-in-between to understand the complexity of being cared for or not being cared for.

In negotiating our different realities at the time, both Sr. ‘D’ and I reached a sense of 

meaning that allowed us to engage in a humanising experience of caring for the patient. 

The “personhood” of the patient was achieved, inter alia, by relating to Sr. ‘D’s 

personal ontological reality, which was distant from the context of care but which 

appeared to take the patient and her needs in from the margins of medical discourse and 

a “text” of oppression. The patient’s smile brought a sense of humanity to an otherwise 

dehumanising experience, an act that suggested some degree of ‘self-reconstruction’ 

(Frank, 1997:137) as agency within her illness experience. She provided an opportunity 

for us to experience the pleasure of caring (Wicks, 1998:75) and, for a brief moment, the 

patient moved outside her powerlessness within a medical discourse. This suggests that 

within discourses of caring, opportunities for agency exist when, for example, a 

patient’s smile can change a situation of oppression to one of shared humanity.
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However, agency within medical discourse appears to be influenced by who lays claim 

to ownership o f interpretation.

Being-in-between: living and dying and the dominance o f  a medical ontological 

experience

The dominance of a medical discourse essentially came between the patient’s reality of 

living and dying. It also dictated how her final hours of living were to be experienced. 

Through the process of fragmentation and the use o f technical impersonal language the 

patient was alienated from the wholeness o f her being and in essence was denied the 

ontology of dying. The experience o f a desperate attempt to deny the reality o f dying, 

albeit based on an argument of ethical concern, resulted instead, in a brief experience of 

“living” that increased the distress of the patient and prolonged the inevitable experience 

of her dying. My attempt to advocate on her behalf, to “bear witness” to her experience, 

resulted in a doctor-nurse conflict where the power of medical discourse won over a 

caring discourse of holism.^ In other words, the rational discourse (of medicine) 

legislated for the discourse of everyone: in this case, the patient and her family and their 

need to experience the limit of living and the origin o f dying (Lingis, 1994: 108-110). I 

had a different view to the doctor of what constituted the “facts”  ̂ o f the situation and 

hence a conflicting conception of the right thing to do. In her study o f how nurses use 

their ‘gaze’ to assess patients’ needs and to make them visible, Latimer (2000:93) found 

that nurses ‘go far beyond drawing on biomedical imderstandings.’ Instead, they

’’ Eva Rom^n et al (2001:339,344) in their study of nurses’ attitudes to terminally ill patients in Catalonia, 
Spain identify a lack of consensus among health care workers about appropriate performance criteria in 
the care of the terminally ill, and advocate the need to emphasise the importance of caregiver attitudes as 
much as technical knowledge. Bolmsjo and Hermeren (1998:455) use a case study of one patient in 
Sweden to address the issue of challenging assumptions in end-of-life situations and conclude inter alia 
that factors influencing staff interpretations are mainly based on values, knowledge, experiences and 
empathy. Writing from the United Kingdom, James and Field (1996) explore the locus of power in the 
professional care of dying people and, in particular, the problems and issues related to nursing power, 
control and interdisciplinary care. While acknowledging the potential power of nurses to advocate for 
dying people and their families they describe the frequent tensions that exist between medical and nursing 
staff on how care should be focused (James and Field, 1996:75). According to Speck (1998:146) the 
power struggles acted out between professionals can be mirrored in the patient-carer relationship.

*ln her study, Deciding Who Lives: Fateful choices in the intensive-care nursery, Ren^e Anspach 
(1993:21) contends that people’s decisions arise out of their location in the social structure. Nurses 
because of their different work experiences -  greater level of involvement with patients -  develop varying 
views of the “facts” and conflicting conceptions of the right thing to do.
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‘supplement the medical gaze by surveying the patient in relation to the prospect they 

have ahead of them’ (Latimer, 2000; 112).

My view of the patient was facilitated by my experience of caring for her. I had got to 

know her through bed bathing her, caring for her wounds and cleaning her mouth. I had 

experienced a shared meaning with her when she smiled her gratitude for the care we 

had given her. Despite this I could see her pressure sores, her emaciation and the quality 

of her life. My sense of, and opportunity for, engagement with the patient was greater 

than that of the medical staff because of our different work experiences and the 

gendered roles played out by doctors and nurses within a hospital setting. However, the 

patient’s illness placed her within the domain of the medical profession and the decision 

to resuscitate her arose out of the dominant location of medicine in the social structure 

of competing ontological experiences on that occasion. In accessing the dominant 

discourse of medicine, to determine how to treat the patient, the doctor wittingly or 

unwittingly engaged in what Young (1990:59) terms an ‘oppression of cultural 

imperialism,’  ̂where he chose to engage in an exclusive interpretation of the situation. 

The objectification of the patient as a symptom and the resultant treatment o f her 

dehydration allowed for a ‘paradoxical oppression’**’ (Young, 1990:59). She was 

identified by a textbook standard of what constitutes dehydration and how it is treated, 

while at the same time her total experience was rendered invisible.

The competing ontological experiences conveyed different social meanings o f the 

patient’s reality for me as the nurse, hence the occasion of doctor-nurse conflict. Wicks 

(1998:132) contends that the most significant instances of obvious doctor-nurse conflict 

are related to what constitutes appropriate levels of care and intervention for the dying 

patient and where the discourse of holistic healing is marginalised by the dominant 

mechanical and objectifying discourses of scientific medicine. Furthermore, she argues

’According to Iris Young (1990:58-61) cultural imperialism allows for the dominance and universalisation 
o f  a particular group’s experience and culture and its establishment as the norm. When other groups 
challenge the norm or universality as dictated by the dominant group they become reconstructed largely as 
deviant and inferior. Furthermore, the dominant group is likely to construct the differences, which some 
groups display as lack and negation.

'“iris Young (1990:59) uses the term ‘paradoxical oppression’ to describe how the culturally dominated 
are both delineated by stereotypes and at the same time rendered invisible.
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that such environments of conflict are the context of diminished care for patients 

(Wicks, 1998:132). The next section will situate my own experience of being-in- 

between in a context of diminished care.

Submersion and conflict: the oppression of being-in-between

My own experience of being-in-between and being party to many structural agendas -  

the patient and her family’s reality of powerlessness within the structural agenda of 

medical discourse and power; Sr. B’s responsibility for equipment within the 

organisation; my responsibility to the demands of my recruitment; and the hospital as a 

clinical learning laboratory for medical and nursing students — contributed to my own 

sense of oppression and vulnerability. This concurs with Maeve’s (1994:13) contention 

that the in-between stance of nurses evokes the notion of ordeal both in the interaction 

with other health professionals and in the sharing of any pain or suffering that the 

patient might be experiencing.

The occasion of the acrimonious meeting with the nursing management allowed me to 

play out my emotional response to a situation of oppression, albeit unwittingly. In so 

doing I became the oppressor. Freire (1978:27) writes of the dualism that can be part of 

oppression: ‘Reality which becomes oppressive results in the contradistinction of men 

as oppressors and oppressed.’ Ato ‘BB’s comment: “I’m not in a police station” 

suggested his sense of submersion within our conflict and articulated clearly his sense of 

oppression within the immediate experience, where we both challenged the other’s 

ontological security -  his as manager and mine as a change agent and researcher. In 

confronting our reality on that occasion both Ato ‘BB’ and I advanced towards making 

‘real oppression more oppressive still by adding to it the realization of oppression’ 

(Freire, 1978:28). The dialectical relationship or interdependence of our conflict 

suggested a situation of being-in-between a dynamic of what was happening in one 

worldview, which was Ethiopia -  a reality that was present at that moment and also had 

a past -  and my worldview, a reality that included the totality of the world of my 

employment, research and change activities. My worldview was a distant and unreal
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world of privilege where the notion of reciprocity could never be fully equalised (see 

section on “Ethics of reciprocity” in Chapter Six).

The situation of conflict experienced by Ato ‘BB’ and I mirrored somewhat, B’s 

criticism of the family and her initial conflict in providing care. This suggests a shared 

experience of the dualism of oppression, an experience that was played out in varying 

degrees of horizontal violence, where we directed our oppression towards each other 

and towards the patient. Although horizontal violence was first used to refer to the 

oppression of colonisation in Africa, Freshwater (2000) uses the term to describe 

behaviour that can result from unexpressed conflict, oppression and subordination 

within the cultural narrative of nursing. A study done by McCall (1996) in Australia 

suggests that horizontal violence is expected and accepted as part o f nursing life.

In seeking to explore my experience of oppression on that day, I engaged in a process of 

reflection where I looked at my “personhood” within the experience. The expression of 

my “personhood” was a feeling self where I felt ‘emotionally drained and very 

unsupported.’ My oppression was expressed metaphorically as a feeling of 

powerlessness. I recorded: ‘I feel I’m trying to improve patient care with my hands tied 

behind my back’ (Fieldnotes, 30/07/96). The concept of a feeling self within oppression 

will be explored in the next chapter.

Discussion

This section of the thesis has begun an exploration of the experiences of oppression 

towards framing a reality of a breakdown in caring. It addresses issues of alienation, 

agency and power, which essentially describe the hyphens of being-in-between a 

synthesis of ontological experiences with medical discourse as dominant. While 

oppression is the chief feature, it is not possible to view it as separate from agency, 

power and resistance.

There is evidence of agency at many levels, where individuals acted independently of 

structural constraints and resistance. Evidence includes: Sr. D s decision to take out
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another towel (despite her fear that it might be stolen); the patient’s smile; my refusal to 

accept B s initial decision about using a new towel; and finally the doctor’s decision to 

resuscitate the patient despite resistance from me. Within our expressions of agency, a 

hierarchy of power existed, with the dominant power resting with the doctor. Thus the 

doctor-nurse conflict was not resolvable. However, the nurse-nurse conflict was 

dissolved in our mutual act of caring, which we achieved through a sense of meeming by 

negotiation of the patient’s personhood and her needs.

By keeping the patient as our focus, both Sr. ‘D’ and I were able to find a way to 

provide care in a situation of oppression. On the other hand, care provided by the doctor 

was situated within a context of medical discourse, which failed to take cognisance of 

the nurse’s gaze, not to mention the patient’s ontological experience. Latimer’s (2000) 

concept of the ‘purity of medicine’ can illuminate our imderstanding of the doctor-nurse 

conflict and the alienation of the patient within the conflicting discourses. She states, 

‘To be pure, clinical medicine effaces the social and is premised on disciplined and 

objective knowledge. This is because it is only purely clinical medicine that makes the 

causes of death, pain and suffering visible. (Latimer, 2000:28)

My sense of disaffection with my failure to make the patient’s imminent death, pain and 

suffering visible, and the enforced deference to the doctor’s decision to resuscitate her, 

left me emotionally drained. Bartky (1990) fi-ames her exploration of the deference and 

disaffection in women’s emotional labour within a framework of ‘feeding egos and 

tending wounds.’ She includes within her analyses commercial caregiving roles" and 

whilst acknowledging their difference to relationships of intimacy she articulates a 

resemblance in their capacity to influence the ‘macrosocial domain of status’ (Bartky, 

1990:109). My challenge to the doctor to allow the patient to die with dignity was 

essentially a conflict between tending wounds and feeding egos. To have accepted the 

doctor’s decision unquestioningly would be to nurture the ‘pvirity of medicine’ (Latimer, 

2000) or to accept ‘the world according to him’ (Bartky, 1990:111). In constructing the 

world according to myself (Bartky, 1990:111) -  the nurse -  I chose, instead, to tend to

"Sandra Lee Bartky (1990:109) in her book, Femininity and Domination: Studies in the phenom enology  
o f  oppression, refers to the work o f  female airline cabin crew as commercial caregiving roles. I contend 
that the work o f  nurses can be viewed within the notion o f  commercial caregiving given the central role o f  
care in the production o f  cure. (See Chapter Two)
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the wounds of the patient and to disown or repudiate morally questionable attitudes and 

standards of behaviour.

Bishop and Scudder (1990:140) believe that nurses’ in-between situation -  their 

understanding of a medical perspective, hospital policies and procedures, and close 

relationship with the patient -  is a privileged position from which to make moral 

decisions concerning patients. Furthermore they view the special expertise of knowing 

how to work in-between as a competency within nursing, which along with day-to-day 

care ‘foster the physical and psychological well-being of persons’ (Bishop and Scudder, 

1990:175). This, I suggest, is naive in that it fails to take cognisance of the oppression 

that can exist in the in-between position, not just for the nurse but most especially for 

the patient. Also, their belief:

[That] this special in-between talent places a moral imperative on the nurse to teach dialogical 
communication and cooperative decision-making to those in the health care professions whose 
pretensions to autonomy have prevented them from acquiring these talents essential to fulfilling 
the moral sense of health care. (Bishop and Scudder, 1990:141)

is problematic, given that a responsibility for this ‘moral imperative’ may contribute 

further to an already oppressive situation. It suggests a degree of exploitation of nurses’ 

labour towards fulfilling a moral sense of health care. In so doing, it fails to take 

cognisance of gender and the professional predicament in nursing (Davies, 1995), the 

patriarchal structuring of society (Walby, 1990; Walby et al, 1994), the cultural values 

of medicine -  autonomy -  and the cultural values of nursing -  adherence to rules 

(Walby etal, 1994:53).

In seeking to situate oppression within a critical incident of caring for a patient with TB, 

further illumination of the experience can be gleaned from Canales’ (2000) work 

entitled ‘Othering: toward an understanding of difference.’'^ Canales (2000: 18-20) 

uses the terms ‘Inclusionary Othering’ and ‘Exclusionary Othering’ to frame a debate on 

how we engage with those who are different from self The former attempts to utilise 

power within relationships for transformation and coalition building. I argue that the

‘̂ Mary Canales’ (2000) work is based on her dissertation research, where she conducted a grounded 
theory study to explore the teaching practices o f doctoral prepared Latino nurse educators in the United 
States o f  America.

179



process that allowed Sr. ‘D’ and I to care for the patient was primarily a process of 

‘inclusionary othering.’ Conversely, the experience of being controlled by the “rational” 

discourse of medicine was principally one of ‘exclusionary othering,’ where power was 

utilised within relationships for domination and subordination. It must be 

acknowledged, however, that my own experience of submersion and conflict within the 

situation had the potential to perpetuate domination, particularly when my unreal 

Western world of privilege was not always sympathetic to an Ethiopian worldview, as 

described in my interaction with Ato ‘BB’ a member of the nursing management. While 

recognising this potential, it is necessary to acknowledge also the potential of 

experiences of power, powerlessness and subordination to provide understanding and an 

insight into the meaning of the other’s world. These issues will be explored further in 

the next chapter.

Summary

This chapter has presented a critical incident to situate oppression as a framework to 

understanding a breakdown in caring. An analysis of the incident suggests the following 

theoretical framework for understanding oppression: the disease experience, 

fragmentation and alienation; a synthesis of ontological experiences and the oppression 

of being-in-between; and submersion and conflict, the oppression of being-in-between. 

I argue that agency, power, conflict and resistance are inherent within the experience of 

oppression. These dynamics are enacted within a number of ontological experiences 

where medical discourse is dominant. An understanding of the oppression of being-in- 

between, challenges the notion of in-between as a privileged position, at least for nurses. 

My research suggests that this privilege as outlined by Bishop and Scudder (1990) could 

be viewed as adding to oppression and to the exploitation of nurses’ labour towards 

achieving a moral sense of health care. The way in which both the participants and the 

researcher appeared to respond to situations of oppression will be the subject of the next 

chapter in which I seek to develop a trajectory of oppression.
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CHAPTER EIGHT

A TRAJECTORY OF OPPRESSION

Introduction

The principal focus of this chapter is how both the researcher and the researched 

responded to situations of oppression, which were everyday reaUties of our world of 

patient care. I have made some earlier references to oppression, see Chapters Two, 

Five, Six and Seven. In setting out our responses to oppression I will introduce the 

notion of a trajectory of oppression, meaning a pathway or course of reaction to our 

situation. Oppression connotes a sense of spiritual or mental burden, hardship, abuse of 

power and injustice. This trajectory of oppression is used to describe the experience of 

how “I” and “others” made sense of this world of oppression. Our active engagement 

with it appeared necessary to human survival within the situation. Elements of the 

trajectory include “the feeling self,” “the protective self’ and “the indifferent self” 

Dynamic constituents of each element can be either mental or physical. Essentially they 

fit with Jagger’s (1989:152,153) understanding of emotion as ways in which “whole 

people” actively engage with and in that sense ‘construct’ their immediate social world, 

in this case the social world of the hospital. Ruth Wilkins (1993:94) refers to the 

''existential perspective' [original italics] of emotion and suggests: ‘Our emotional 

responses constitute key cognitive and analytic [original italics] resources in the ‘here 

and now’ of the research setting and are capable of yielding important sociological 

insights.’

While oppression defines the dominant experiences of both “I” and “others” as borne 

out by fieldwork findings, the central argument of this chapter, based on the data 

presented suggests the existence of a circular, rather than a linear set of experiences.* 

These experiences were influenced by both subjective and objective encounters of being

‘ Individual experiences in response to oppression, as outlined in this chapter, did not involve a single 
dimension; rather, they were interactive and multidimensional. The trajectory o f responses described in 
this chapter did not follow in a line; they were experienced in a circuitous way, sometimes oscillating 
between different feelings and emotions at one and the same time.
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in the world. Processes within the trajectory are not necessarily mutually exclusive. 

Instead, evidence suggests they can be interactive; they can also combine and reinforce 

one another. The proposed trajectory of oppression is an attempt to weave ‘passions and 

intellectual life into some recognizable whole’ (Belenky et al, 1997:141).

The feeling self

In seeking to work towards the improvement of patient care, my experience of staying 

afloat in a situation of oppression involved passion and emotion, or, a “feeling self” 

Essentially, my experience was one of ‘passionate knowing’ where I used my ‘self as an 

instrument o f understanding’ (Belenky et al, 1997:141). Ruth Wilkins’ (1993) 

description of emotion allowed me to analyse the reality of the context and culture 

wherein I found myself Principally, what I am terming “the feeling self,” reflected 

emotions or a ‘dialogue with self (Belenky et al, 1997:25), whereby I attempted to 

identify and understand the absence or presence of patient CEire, the dilemmas of seeking 

change, the organisational structures and what I perceived to be the misuse of resources. 

Although recordings of a feeling self principally relate to my ovra experiences, “others” 

demonstrated or recalled emotions of a feeling self and these too wdll be referred to in 

this section of my findings.

According to Alvesson and Skolberg (2000:216) ‘Emotions are dependent on the way 

people interpret situations, and are thus intimately connected with the cognitive level, 

with how people handle impressions and make judgements.’ In examining the range of 

emotions that constituted the feeling self, early fieldnotes indicated their association 

with what I experienced in the hospital as an absence or breakdown of caring. 

Following a visit to a medical ward I recorded:

This visit to the ward was very difficult for me. I had a great task not to get angry. The total 
indifference of people (the staff),. . .  yet when I tried to challenge the diploma nursing students
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they showed enthusiasm.^
Fieldnote, 02/05/96 (Fieldwork visits))

While my observations of a paediatric ward were;

There are a lot of people on duty; one head nurse, two staff nurses, two health assistants, 8 post 
registration degree nursing students and 10 undergraduate diploma nursing students. The degree 
students seem to be taking responsibility for teaching the diploma students. It is mainly focused 
on theoretical issues. In one small room there are 10 students — two degree-nurses and 8 
diploma-nurses -  along with the patients -  two toddlers and their mothers and one older child. 
They are discussing the physiology o f pyrexia^ while the older child who had the pyrexia is 
having a rigour. There is no staff member present. One o f the degree students places a piece of 
wet gauze on the child’s forehead. There is no evidence o f  a trolley or a basin of water, no 
evidence o f the patient being touched or comforted. When I ask the students to describe what 
they are doing I get more “jargon,”  ̂ and attempts to gain specific answers re actual nursing care 
are unsuccessful.

Qualified staffs are engaged in preparing for the doctors’ round. They are cleaning, with cotton 
wool and methylated spirits, the only available metal trolley® and preparing a container o f  cotton 
balls and methylated spirits for hand cleaning during the doctors’ rounds. No trolley is available 
for dressings; instead a chair is used. . .

Again a very difficult visit; however, I am less angry today. Instead o f  seeing the staff as 
unwilling to participate in patient care I now see them as incapable o f  giving essential patient 
care. I feel it is necessary to start with the basics.

(Fieldnote, 06/05/96 (Fieldwork visits))

 ̂ The student nurses’ -  both diploma students and post registration degree students -  engagement with 
patients on the wards was independent of the ward staffs’ activities. Essentially, they worked under the 
direction o f a nurse tutor from the School o f Nursing. In my work on the wards, I attempted to engage 
with the students by asking questions about their practice and by seeking to include them in our efforts 
towards improving patient care. The students appeared to appreciate the opportunity to engage in 
discussions about patient care. The degree students, in particular, were keen to demonstrate their 
knowledge and to defend their style of practice against any criticisms I might have. I experienced this as 
enthusiasm or interest, in an environment where there was also indifference.

 ̂ Pyrexia is an abnormal rise o f body temperature, sometimes referred to as a fever.

 ̂ A rigour can accompany pyrexia, when the person with the pyrexia experiences a sense o f chilliness 
accompanied by muscle contraction and convulsive shuddering or tremor. In such circumstances, it is 
accepted nursing practice to attempt to reduce the body temperature by sponging the patient with tepid 
water.

’ 1 use the term “jargon” to indicate a memorised formulaic textbook answer, which is essentially abstract 
and not applied to the reality of a patient’s condition.

 ̂ There are many uses for trolleys on a ward; for example, to hold equipment for procedures such as 
wound care or bed bathing, administration o f medications and to hold patients’ charts and other equipment 
for doctors’ rounds. Ideally more than one trolley should be available. However, wound care is a 
complicated sterile procedure, requiring both a working surface and “at hand” equipment, in close 
proximity to a patient’s bed. Thus, it could be expected that in the absence o f  more than one trolley 
preference for its usage would be given to wound care rather than its use to carry charts. Instead, the use 
of the trolley for the doctors’ rounds suggests a hierarchical value in favour o f doctors’ needs rather than a 
patient’s need for the optimum environment for her/his dressing.
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A visit to a surgical ward resulted in the following fieldnote;

Yesterday, my day on the ward was difficult. I felt so angry and frustrated, so little done and so 
much to be done. Patients needing “simple”’ caring and somehow it is just not possible. The 
child crying, and the wound care is so awful. When I tell the staff the situation is dreadful and 
people like them need to start speaking out, they say either, “It is not possible” or, “Yes you are 
right. I see the woman with the bums and her pleading expression and I feel paralysed. Then, 
later, the staff nurse gets angry with me when I ask her a question about her level of nursing care.
I ask her about the procedure for administering intravenous dmgs. She says, “I’m hungry and 
I m going to lunch.” I’m the only one left on the ward. I notice the old woman’s food by her and 
she is lying under the covers. (The woman is blind and has no relatives). The flies are settled on 
it and I swish them away. I communicate by touch to see if  she wants her lunch. She does and 
indicates she wants to wash her hands. A relative o f  a nearby patient brings over a kettle o f water 
and another relative a basin and the old woman rinses her hands and then sucks the water from 
her hands. I see a plastic cup on her locker. I take it away to rinse it and come back and give her 
a drink o f  water. The man with the kettle provides the water. She eats every morsel o f her food.

(Fieldnote, 28/05/96)

Later I add the following to this fieldnote:

The woman with the bums aborted a 14-week foetus about 6 weeks after admission. None o f the 
staff knew she was pregnant. She died some weeks later from severe anaemia.*

Another fieldnote recorded the following;

I called to the obstetric ward (1 had a message for the head midwife). One health assistant is 
sitting down at the desk. A woman, about to deliver is screaming. Another health assistant, who 
is dressed in a white coat and a large black headscarf, which trails around her neck, is caring for 
the woman. Three diploma-nursing students are mnning in and out to a trolley, outside the 
cubicle, to get clothes and swabs. The health assistant puts on rubber gloves without washing her 
hands. I ask if there is a midwife on duty. The answer is: “No!” In the side room, next to the 
office, the two cleaning women are sitting down eating their lunch; there is nobody doing 
anything for the patients or on the wards. I leave with the screams o f the woman in my ears. 
Although there are three students and one health assistant in the cubicle with the woman, nobody 
is there for the woman, they all concentrate on the delivery.

’ I use the term “simple” caring to mean caring for the dependency needs (bathing, grooming, toileting, 
feeding, safety) and comfort needs (physical and psychological) o f the patient. The purpose o f  placing the 
word simple in quotation marks is to illustrate the complexity o f  “simple” caring. However, 
notwithstanding the term’s complexity, within the resources available in the hospital it would have been 
possible to provide for many of the dependency and comfort needs o f the patients. Some of these needs 
were partially met by patients’ relatives, if they were present. The complexity o f providing “simple” care 
is, however, further complicated when the cultural structural environment is not supportive o f it. This 
issue will be explored further in this chapter.

* The length o f the woman’s stay in hospital was influenced by the degree o f her bums -  severe bums 
covering approximately 30% o f her body -  and the complications she experienced. A complication of 
bums is infection and anaemia (particularly in situations o f  poor resources such as limited wound care, the 
absence o f  isolation facilities and poor blood supplies for transfusing patients); this woman experienced 
both, which in turn lead to the loss o f her pregnancy and eventually the loss o f her own life.
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I leave feeling very distressed, and angry. Does anybody care? Why come to X hospital to 
deliver your baby? I feel I should relate this event at Friday’s feedback meeting.^ The challenge 
to me is to seek to function ethically in a desperate situation, and I feel that that requires of me a 
responsibility to ‘tell it as it is,’’® rather than to seek to pander to the sensitivities of the 
establishment of X Hospital and the academic institution.

(Fieldnote, 21/05/96 (Fieldwork visits))

A recurring theme within the experiences o f a feeling self as outlined above is the 

marginalisation of the patient, within the context o f activities on the wards. Hall 

(1999:90) contends that marginalisation is both ‘'inclusive o f oppression’ as well as a 

'‘consequence o f oppression’ [original italics]. I recall being ‘angry’ and ‘feeling 

paralysed,’ and in the case of the former, I attempt to gauge degrees o f my anger, 

suggesting a discomfort with the emotion or, at least, an attempt to minimise its reality. 

Coupled with my anger is an attempt to make sense o f the situation and to look for 

solutions; while the staff nurse’s comment, “I’m hungry and I’m going to lunch,” 

suggests her attempt to find a solution to her anger with me.

While acknowledging my sense of paralysis, the experience o f anger provided an energy 

which prompted me to engage in consciousness raising about the standards o f  care and 

to set myself the task of ‘tell[ing] it as it is’ to the staff o f the hospital, local health 

department and academic institution. In other words, my sense o f powerlessness to act 

for and with the patients suggested to me the need to engage in ‘safety work’’* and to 

‘bear witness’ (Benner, 2000) to the reality of what was going on for them. My need to 

bear witness suggested ‘situated possibilities’’̂  (Benner and Wrubel, 1989) within 

‘fragile and risky caring practices’ (Benner, 2000) that allowed for a useful and

’ A feedback meeting I had arranged with the senior members of the hospital, local government health 
department and academic institution.

Kath Melia (1982) uses the term ‘tell it as it is’ to describe how she used a qualitative research 
methodology to research student nurses accounts of their experiences of becoming nurses.

“ Engagement in safety work essentially means not placing the patient in danger or avoiding 
circumstances, which might compromise the patient’s safety.

Patricia Benner and Judith Wrubel (1989) in their book The Primacy o f  Caring refer to the notion of 
‘situated possibilities’ to describe how patients’ goals and pleasures are circumscribed by what is possible 
for them within their self-understanding, their history and their projected future. They state, ‘Effective 
interventions must relate to situated possibilities that include meaning, practices, and personal concerns’ 
(Benner and Wrubel, 1989:24). In essence this means noticing possibilities within the reality of a 
situation rather than aspiring towards “ideal” forms (Benner and Wrubel, 1989:396).
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functional response or the exploitation of emotions as ‘active engagements’ (Jagger, 

1989:152). An example of utilising possibilities for safety work, where I tried to create 

a safe environment and to reduce potential danger and risks to a patient is illustrated in 

the following fieldnote. On the surgical ward there were two patients with chest 

wounds. One patient had stab wounds to his abdomen and chest. Each of the wounds 

had drains attached to them and the patients were lying flat.*^

The two staff nurses are making beds; the health assistants are taking care o f the two seriously ill 
patients. The two patients, both with chest drains, are lying flat. I instruct the staff to use a chair 
as a backrest to sit the patients up (there is a shortage of pillows on the ward). Within a short 
time one of the patients becomes less stressed. The second patient is in a bed on the corridor. 
He is being attended to by the surgeon/specialist who is about to remove his abdominal drain, but 
without using an aseptic (sterile) technique. He asks for a scissors and a shaving blade. He has 
no gloves nor does he wash his hands. Also, the patient is lying flat and with laboured breathing. 
I ask if we can put him sitting up first and I suggest that the nursing staff will remove the drain -  
using an aseptic technique -  if the abdominal drain is to be removed. The surgeon agrees. We 
sit the patient up and I do the dressing later. During the ward round another doctor (Dr. ‘R’) 
removes an abdominal drain from another patient, without using an aseptic technique. I 
challenge his behaviour in the context of our efforts to improve patient care.

(Fieldnote, 16/12/96)

However, in spite of my need to ‘tell it as it is’ and to engage in safety work, I was 

cautious of using my agency in this way and there were times when I considered:

“Is it OK to suggest that what I am experiencing is not acceptable and to move on or, should I 
just try to ignore it?”

(Fieldnote, 24/04/96)

Thus, from my early days in the field there was some recognition of the need to be 

cautious about speaking out and bearing witness, or actively exploiting my emotions. 

My attempts at bearing witness were not always appreciated, particularly when they 

were seen to be outside the rules of the doctor-nurse game (Stein, 1998) as the following 

comments illustrate. They were made during a final interview with one of the doctors 

when we were discussing my role as a change agent on the surgical ward; they refer to

Drains are attached to wounds to assist the drainage of fluid. In the case of a chest wound a sealed 
system of drainage is used. This is a necessary life saving device that prevents the lung from collapsing. 
It is critical when nursing patients with chest injuries and with chest drains to nurse them in the sitting-up 
position to aid breathing and to reduce respiratory distress.
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the incident when I requested the doctor to allow the nurses remove the abdominal drain 

(Fieldnote, 16/12/96).

Dr. R’; “There were areas you interfered [with], areas out o f the scope of nursing, that makes 

people irritable and that makes nobody wanting to co-operate.”

J.C.: “Can you give me an example?”

Dr. ‘R’: “When the surgeon wanted to remove a wound drain you asked him to use a sterile 
technique in front of people.”

I explained to Dr. ‘R’ that I fek it was appropriate to speak on behalf o f  the patient and suggested 
that when a patient’s safety was compromised I had a responsibility to speak out.

(Interview with Dr. ‘R’ 20/02/97)

According to James (1998:221) the management of emotions is comparable to labour 

and is context bound, thus influencing its content and form. Pam Smith (1992:7) 

suggests that emotion labour and work intervenes when we experience a contradiction 

between ‘what we actually feel and what we think we should feel.’ Part of “others” and 

mine’ emotion work appeared to be an attempt to act appropriately within the situation, 

though this, at times, meant breaking the rules of the doctor-nurse game (Stein, 1998).*'* 

At other times, we played by ‘professional feeling rules,’ which allowed us ‘to present a 

professional face’ (Bolton, 2000:583) or, in other words, to appear detached, calm and 

unemotional. However, our enactment of the rules was not solely related to the caring 

of patients. Rather, it was an attempt, sometimes, to protect our selves, to save face and 

to care for our selves. The issue of self-protection will be explored in greater detail, 

later in this chapter.

In seeking to explore the ethnographic experience of a ‘feeling self I have identified the 

following themes from my fieldnotes and interview data, which provide a framework for 

analysis. They are distancing and invisibility; engagement and cormectedness: towards 

life-affirming humanization; and the paradoxical character of distancing.

The nursing and midwifery staff were not always comfortable about challenging the doctors. However, 
they did seem to appreciate both the need for, and my efforts to address circumstances o f compromised 
patient care as illustrated by a comment by the head midwife. “‘You give the comment to the doctors in 
relation to patient care, that is good. You challenge them” (Interview with Sr. ‘W’, 28/02/97).
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D istancing an d  invisibility

The episodes of a feeling self as outlined above provide a way of illuminating 

experiences of fragile and risky caring. The experiences connote a process of 

distancing ’ where patients were not always seen, and where, at times, they were 

invisible (in a metaphorical sense). In Chapter Seven I have referred to the invisibility 

of patients within a medical discourse. However, distancing also implies activities that 

consciously or unconsciously seek to make the patient invisible.

The behaviour of the staff and students on the paediatric ward suggests distancing from 

the patient and essentially diminishes or neutralises the human connectedness between 

self and other. The students’ behaviour fits within a biomedical model o f care, a model 

of care that appears to supplant their own natural instincts of caring and where the 

physiological sjonptom of pyrexia takes precedence over the child’s response of a 

rigour. The dominance of a medical model of care is reinforced in the activities of the 

staff on the ward who give priority to the preparation for the doctors’ round, at the 

expense of the patients’ needs. Also, within the biomedical model of care, there appears 

to be no conflict around the use of scarce equipment; it is prioritised for the doctors’ 

round. Distancing is evident too in the behaviour of the staff on the obstetric ward where 

they concentrate solely on the procedure surrounding the delivery of the baby and appear 

to ignore the distressed state of the mother. On the surgical ward the patient’s needs 

appear to be rendered invisible, particularly the personal story of being pregnant as well 

as having severe bums. Also, the departure of all staff members from the ward for their 

lunch distances the need of the woman who is blind and her special needs to be helped 

to locate and eat her food. The staff response contrasts with the humanity of caring 

demonstrated by relatives of other patients who responded to her needs to wash her 

hands and to have a drink.

Distancing was accomplished in other ways too, by activities such as folding pieces of 

gauze, £ind in the style of clothing worn to work. On all wards the staff -  nurses and 

health assistants -  engaged in folding gauze‘s for wound dressings, despite complaining

When engaged in the activity o f folding gauze, the staff would sit in the office, around a table and chat 
to each other. This occurred, often despite the care needs o f patients.
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of a shortage of human resources as a reason for the poor level of patient care. Viewed 

within the notion of employment, this activity demonstrates visible and legitimate work; 

however, viewed within the notion of patient care as human cormectedness, the activity 

of folding gauze accommodates a situation of distancing from the patients and their 

needs. Furthermore, some staff chose to work in a style of clothing not always 

conducive to providing patient care, which often involves what Reed cind Proctor 

(1993:15) term ‘dirty work.’'^ For example, I comment above on the headsccirf of the 

health assistant in the obstetric ward, while another fieldnote records:

I met Sr. ‘D ’, Sr. ‘K’ and the staff nurse who looks like a mannequin. . . .  Sr. ‘D ’ was “dressed to 
kill” with an open weave, crocheted, long sleeved top and a pair o f  jeans. I will feel I have 
achieved something i f ‘D ’ begins to look like she is going to work.’

(Fieldnote, 23/04/96)

I did seek to explore the meaning of the style of dress with a woman from the ‘Women’s 

Affairs Department’ of the local government health department. She suggested:

Nurses dress up for their attraction, for self . . .  Just to make themselves happy.

(Interview with W/ro ‘CC’, 16/04/96)

Notwithstanding nurses’ desire to dress for their own attraction, their style of dress did 

not always accommodate connected activity between patient and nurse. Instead, it 

suggested distancing, in an immediate sense, from the patient and also from the 

oppression of the situation, towards attempting to be internationally globally defined (at 

least in terms of the style of their dress), rather than engaging in rule-bound conformity. 

Latimer (2000: 15) explores the practice of wearing a white uniform in clinical work as 

exemplifying ‘not just purity and cleanliness,’ but also an effacement of the wearer’s 

individuality, self-interest and social self According to Menzies (1970:12), nurses’ 

uniforms are ‘a symbol of an expected inner and behavioural uniformity.’ The decision 

by staff to dress outside the norms of a hospital uniform suggests an attempt at survival 

within an environment of oppression and an effort at maintaining some degree of

Nursing work involves inter alia dealing with body fluids such as faeces, urine, vomit, sputum, and 
blood.
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individuality and some element of self-interest.*^

In a climate where one’s ovm suffering can add to existing experiences of oppression, 

distancing can be a protective strategy towards self. I too engaged in distancing by 

physically removing myself from the hospital. This was accommodated by an incident 

of severe back pain, a condition that I had not previously experienced. By physically 

withdrawing myself from the hospital -  I was confined to bed in my own home -  both 

the patients and the staff became invisible to me. I cancelled my work schedules on the 

wards and any meetings I had arranged with people in the local goverrmient health 

department and academic institution. This distancing occurred after five months in the 

field when I was experiencing great stress because o f what I perceived as “going 

nowhere” with the change process towards improving patient care. A fieldnote recorded 

at that time identifies a sense of what I later termed oppression. I had used a chance 

meeting with the principal nurse tutor to raise the issue of poor standards of nursing care 

by students and by a nursing tutor. Underlining** done at the time o f recording the 

fieldnote, adds emphasis to the sense and weight o f burden I felt at the time.

A to ‘DD’: (Recalling a comment by one nurse about me.) She said, “You were holding up their 
task at the pharmacy by speaking at length to the pharmacist.” . . . “You can make mistakes 
too.”

J.C.: 1 acknowledge that I can and I say, “I don’t always get it right.”

Although I can accept such comments I get annoyed with myself when I hear them: it is almost a 
double criticism, a situation of Jean berating me! And that makes it difficult for me and increases 
my sense o f frustration in my work. I must try to be kinder to myself in relation to my role in the 
process (o f change).

(Fieldnote, 15/07/96)

The style o f clothing worn was also a status symbol. For example, those who were better o ff wore a 
more Western and fashionable style of clothing. In contrast, the poor, particularly patients wore 
functional clothing, often well worn and sometimes with holes. Some patients lay in bed either in their 
outside clothing or with no clothing. In addition, the decision by some nurses to dress fashionably at work 
may have been influenced by a need to look good, given the perceived attitude towards nurses as 
suggested by a member o f the staff from the Centre for Research, Training and Information on Women in 
Development (CERTWID) at Addis Ababa University. She stated: “‘People’s attitudes to nurses are very 
bad^ for example even younger nurses call older nurses chronic. . . . Here in Ethiopia it is assumed that 
female health workers are “sisters” [term used by female nurses], male are doctors.” (Post fieldwork 
interview with W/rt SS, 13/01/99).

’* When recording my fieldnotes I sometimes underlined, recorded in capitals, or recorded in bold 
lettering episodes I felt needed a greater degree of emphasis or where I needed to spotlight elements o f the 
process I found particularly germane at the time.
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On another occasion I responded with a “feeling se lf’ when I felt marginalised. This 

occurred during a meeting o f senior local health department and academic personnel. 

Personnel from the hospital were not invited to attend. The purpose of the meeting was 

to discuss changing my work activities, which involved working for better patient care 

in the hospital, to a role in the academic institution providing full time teaching to the 

nursing degree students.'^ My fieldnotes record:

The senior medical academic spoke of the purpose of the morning’s meeting whose ‘aim is to 
discuss. . . how best we can use her for X’. . . . He said, “We prioritised the service component 
from the outset. . .  the hospital service is deteriorating . . . [the nurse advisor appointment] was 
to serve as a bridge between the hospital and the academic institution. . . . There is a serious 
problem of nursing at the hospital and a demand for academic staff at the academic institution.” .

At one stage the principal nurse tutor spoke of how: “I think she could supervise the BSc students 
on the ward and still do her work [improve patient care].”

The tendency throughout the meeting of discussing me in the third person made me feel angry, as 
though I was a commodity rather than one of the people present at the meeting.

It is important to outline the background to this meeting. I had been recruited as a nurse advisor to the 
academic institution, where according to my job description it was expected that ‘much of the work will 
take place within the training hospital.’ The tenure of my job was one year. Essential professional and 
academic requirements for the role of nurse advisor included nursing, administration and management 
qualifications, while teaching experience was viewed only as an advantage. My job description involved, 
inter alia, improving the quality of patient care at the hospital, the introduction o f management structures 
and some teaching and research. From the outset I sought to negotiate a pragmatic and realistic goal for 
my work in Ethiopia (see “Entering the field,” Chapter Five). It was agreed that my priority work would 
involve the hospital and I would, if necessary, provide two hours teaching per week to the degree-nursing 
students. In September I received a letter from the Director of the School of Nursing referring to my role 
as ‘tutor to the BSc programme in nursing.’ In the letter he outlined the scarcity of teachers in the School 
and the need to get someone to teach on the nursing degree programme. It was expected that I would 
transfer my role from working in the hospital to working in the institution. This was at a critical time of 
the change process in the hospital. In response to the letter, I reiterated to the Director of the School of 
Nursing and the senior medical academic my understanding of the principal responsibilities of my role as 
nurse advisor. I pointed out that I was not recruited as a tutor to the School of Nursing but that I was 
agreeable to do some support teaching. The senior medical academic spoke of the philosophy of the 
academic institution -  service, teaching and research -  and of how the priority was service but that having 
spent my first six months in the hospital the emphasis of my efforts might change towards teaching in the 
institution. I attempted to discuss the complexity of the process of change, development and sustainability 
and the time frame for change activities. In seeking to clarify my situation, I was also fearful that should I 
spread my energies even more I would land up achieving nothing by the end my one-year confract. I 
asked for a formal meeting to discuss the situation. Prior to the meeting, I spoke by phone to the director 
of the aid agency who confirmed the outcome of our earlier meeting (shortly after my arrival) when we 
prioritised my role activities within the hospital. In addition, he sought to explain the confusion around 
my role -  nurse advisor or nurse tutor -  within the context of a change of personnel in the office of the 
senior medical academic from the time of negotiation of the aid programme to the time of my recruitment. 
The director of the aid programme said he could understand the behaviour of the academic institution, in 
the light o f their need for academic staff, pushing for me to teach their programme. He advised that 1 
should negotiate with the academic staff possibilities in relation to my workload while being conscious ‘to 
maintain your professional integrity and credibility.’ At no stage did he offer to visit me or to offer on
site support. (Fieldnote, 02/04/96 (Fieldwork visits) and Fieldnote, 04/09/96)
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Later when I spoke to Abba ‘EE’ *̂* about it, I felt it as oppression. Somehow I was there for 
them to decide my role and there was little understanding o f me as the person in all o f this. 
Perhaps that is how the staff o f the hospital feel when they speak of having no choice in their 
appointments; for example, to head nurse or indeed to X Hospital.

(Fieldnote, 05/09/96)

Further analysis of the meeting suggests attempts at both acknowledgement and 

distancing. The senior medical doctor of the local goverrmient health department spoke 

of:

Nursing care is teaching.. . .  Students go there [to the hospital]. . . . We have serious problems, 
the quality o f teaching and the quality of care in the hospital. . . . Although they are sluggish . . .  
things are improving.. . .  Teaching would be easier for Jean than what she is doing now.

(Fieldnote, 05/09/96)

However, the move to take me away from the hospital and my involvement in patient 

care, which involved bearing witness and consciousness raising, could be viewed as an 

attempt to remove me from the problem and the source o f my need ‘to tell it as it is,’ in 

other words, an attempt to distance me or to make me invisible. A comment by a senior 

person o f the European aid programme, made when I phoned him to discuss the 

situation implies support for this view. He referred to a meeting he had with the senior 

medical academic who commented on:

[The] positive work you are doing and on how you challenge him in his role as [senior academic] 
to be doing more in relation to achieving improved patient care at the hospital.^'

(Fieldnote, 05/09/96)

Some days later, during a meeting with the senior person of the aid programme, I 

outlined my understanding of the dynamic of what was going on -  a desire to move me 

from the patients and the hospital to serve the more “powerful” academic institution.

“  A priest from the United States who was working in the parish church where I attended mass.

Within my role as change agent, I continuously engaged in giving feedback to the heads o f the local 
government health authority and academic institution about my activities in the hospital and what I 
perceived as their role in facilitating an improvement in patient care at the hospital. In addition, I kept in 
regular contact with the director o f the aid agency and I sent reports o f my activities to him every three 

months.
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His response, while acknowledging the “feeling self’ around the situation, was 

dismissive of it. It suggested that he too sought to distance himself from my reality.

I can see it is getting to you. . . .  I don’t want you to get angry and bitter.” . . .

He spoke o f being 15 years in the [aid] business and o f his experience o f people coming out with 
enthusiasm and good intentions to achieve things and o f them going home feeling bitter and 
angry. . . .  He did not offer any suggestion as to how I could be supported in my current 
situation.

(Fieldnote, 20/09/96)

My own experience of being distanced was a critical moment of feminist consciousness, 

described by Bartky (1990:21) as a consciousness o f being ‘radically alienated’ from the 

world; of a divided self and a sense of self as victim and being victimised. This 

‘consciousness of victimization’ (Bartky 1990:15) [original italics] provided some 

insight and appreciation of the human reality of the staff and their struggles against 

oppressive patterns in their everyday life.

I have examined how oppression can be experienced as a feeling self and in particular 

the association between distancing and the emotion of the feeling self Distancing could 

be viewed as inventive and functional, a mechanism for survival in situations of 

oppression. Yet, there was evidence too of ‘life-affirming humanization’ (Freire, 

1972:43) demonstrated by the staff in episodes of caring and human connectedness and 

my own experience of working with the staff while caring for patients. These episodes 

were essentially the opposite of distancing; rather, they were critical moments of 

engagement or moments of finding meaning in what “others” and “I” were doing.

Engagement and connectedness: towards life-affirming humanisation

In the previous section, I describe a process of distancing where the patients and I 

(sometimes) were essentially invisible or peripheralised within an environment of 

oppression. However, there were contrasting possibilities where some people could 

take different directions towards engagement and connectedness. In the following 

fieldnote, the ability of one of the obstetricians to situate the reality of oppression and to 

connect with my experiences essentially legitimised my feeling self.
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I left the ward, came home for lunch and as I was sitting there the tears ramp tr. mv eves, so little 
caring, so little concern and so little will to change it. I went to see Dr ‘FF’ feeling terrible. 
Somehow, my meeting? with him lifted mv spirits. He identified with mv fn is tra tin n  He too was 
interested in trying to achieve a better standard o f  patient care. He said, “We could work 
together and “I would like the physicians to be involved.” He spoke of how people perceived 
punishment here -  “to be working in X”. “to work in X hospital.” “to work in the 
gynaecological/lahoiir ward.”^̂  . . .  I felt better and more enthusiastic about day two on the 
surgical ward.

(Fieldnote, 28/05/96)

Other fieldnotes describe human connectedness with patients.

Passed by labour ward, where I saw midwife Ato ‘GG’ greet a woman upon her arrival and 
escort and support her in to the ward -  AN ACT OF CARING — I remarked positively to him, on 
my observation.

(Fieldnote, 18/09/96)

I noticed Ato ‘HH’s [a health assistant] kindness towards a young patient with a fractured femur. 
He stroked her head during a painfiil procedure o f turning; he also did physiotherapy on another 
patient̂  ̂ . . .

I left feeling a bit better about my work on the surgical ward.

(Fieldnotes, 02/10/96)

The presence o f patient care provided an environment for what I experienced as a sense 

of belonging. The following fieldnote of a nursing round of the patients on the surgical 

ward illustrates this.

The nurses refer to ‘my patients.’ Patient allocation is in practice a week at a time. They refer to 
the patients bv name. They are clear in referring to ‘bed bathing’ and to ‘physiotherapy’ (aspects 
o f  care we have been concentrating on in the past weeks). One nurse demonstrates how her

People had a preference to work in the capital city both from a professional (greater opportunities for 
career advancement, particularly for the medical staff) and a social perspective. Also, many people 
preferred to work in the health centre rather than the hospital where they could have greater autonomy, an 
easier workload and there was a potential to engage in a ‘side line business’ of private health care.

In this fieldnote, it is worth noting the ‘gendered’ work o f caring by one of the male health assistants. 
Caring work is not confined to women only; indeed, to suggest this would be to view the ability to care as 
an essentialist role within human activities and clearly, it is not. However, an understanding o f how caring 
is perceived as ‘gendered’ work, that is predominantly the work o f women, is critical to both men and 
women who wish to care. According to MacDougall, (1997:811) although men have stated their desire to 
care when entering nursing, once qualified they tend to follow traditional masculine paths such as 
managerial positions and areas o f high technology. He argues it is not unreasonable to suggest that in 
the pursuit o f their traditional masculine roles, men tend to suppress their caring instincts while at the 
same time holding power over those whose profession is caring (MacDougall, 1997.812). Furthermore, 
Evans (1997:230) concludes that the gendered nature of nursing will not be altered as long as male nurses 
see advantage in separating themselves from the most ‘feminine’ areas o f  nursing in order to maintain 
their own sense o f  masculinity.
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patient has increased her ankle movements (as a consequence of the physiotherapy). . . .  1 am 
invited for tea on the ward. Head nurse, Sr. ‘J’, staff nurse, Sr. ‘K’ and 1 talk about our eating 
likes and dislikes. I feel I am more relaxed and I have a greater sense of belon^inp

(Fieldnote, 14/10/96)

Following a visit to the labour ward I recorded:

On duty: head midwife, two midwives one staff nurse and one health assistant. What strikes me 
when I enter the ward is a fresh smell of bleach, so different from a Monday when the smell is of 
stale blood from soiled linen left on the ward from Friday. . . .  Two mothers are in labour and one 
mother with her pre-term infant (32 weeks) is lying on a mattress on the floor -  no skin to skin 
contact. No report^"' but everybody sets to work.

The head midwife does a ward round and I join her. She talks to the mothers individually and 
goes to the side of the bed to be at eye level. (ACTS OF HUMANITY) She is quick to help 
mothers to fix babies to the breast and she touches the mothers. Sr. ‘JJ’ (midwife) is engaged in 
patient care too. Sr. ‘KK’ (staff nurse) is busy bathing the babies of mothers who have had a 
caesarean section. She identifies the low temperature of the pre-term baby and wraps her in a 
gown to take her to the incubator. The mcubator is cold and the baby is pale and moribund so I 
advise placing the baby next to the mother’s skin. I show what I mean and we do it. Later the 
baby dies. I comment on Sr. KK’s caring approach to the mother. She lifted the baby gently, 
wrapped her in a gown and held her to her chest on her way to the nursery. ^ACTS OF 
HUMANITY)

When I hear the baby has died, I accept it with a degree of fatalism, feeling she would have little 
hope of survival here. I look at her body in the nursery -  covered by the gown -  and I think of 
her in the next life. Somehow my belief in “a next life” helps me here. I fear that my sense of 
hopelessness would be paralysing if I did not believe and I would have little motivation to 
continue.

The health assistant is active in ward work, sorting out laundry and labour ward equipment. I 
comment to Sr. ‘W’ about the activity of staff on the labour ward and she smiles and says, 
“labour ward is now better.”

(Fieldnote, 03/01/97)

An interview with the head midwife before my departure from the field illustrates 

further what she meant by “labour ward is now better”:

The patient care, it is good patient care. Sterility techniques are good. That you give your 
comment to the doctors in relation to patient care, that is also good. You challenged them. . . 
The staff were with joy because you are doing a good thing for the patient. That is good 
experience [for us]. We accept it; it is good work.

(Interview with Sr. ‘W’, 28/02/97)

Between shifts it is usual to give a verbal report on the status of each patient and details of any 
significant event that may have happened during the preceding shift.
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My experience of the baby dying on the labour ward, and my attempt at distancing 

myself from the pain of the reality, by rationalising it within a religious context, 

provides some degree of protection. In essence, I sought to think about the loss o f a 

baby in a different way, to divert my attention from its more painful aspects, by 

presenting it within a greater structure o f humanity, within a spiritual structure (Jagger, 

1989:152). My attempts to think about the baby’s death in a spiritual way suggests that 

a “feeling se lf’ has the potential to be destructive and that, in order to survive, there is a 

need to protect the self. In other words, there is a need to minimise the feeling by 

looking for a “higher meaning” to understand it or, at least, to lessen the pain o f the 

feeling. The issue o f the protective self will be discussed later in this chapter.

In Chapter Seven I refer to the potency of a patient’s smile to bring a sense o f humanity 

to a situation o f oppression. This was demonstrated on numerous occasions when 

patients responded to the care they were given. For me this was life affirming and my 

fieldnotes record these moments; for example, when one o f the staff nurses and I bed 

bathed a young boy and changed his wound dressing:

I work with staff nurse Sr. ‘L’ on the female side. We care for a young boy with a cold abscess -  
left arm and chest. There is an unpleasant odour from him and his clothes and dressings are 
saturated in pus. I suggest to Sr. ‘L’ that we give him a bath fu-st. This we do and then his 
dressing. He is very distressed during the dressing, even when I’m not touching him. I suggest 
to his mother and to Sr. ‘L’ that they comfort him, by holding him and massaging his face. This 
action has some very slight success.. . .

This is Monday and the dressing has not been changed since F r i d a y . L a t e r  when we finish 
caring for the boy -  we put two sheets on his bed -  he has a smile on his face and I say to Sr. ‘L ’, 
“W ouldn’t that do your heart good?” She agrees. Once again I am aware o f  the response o f the 
patients to the most minimum of caring, and o f how I am both nurtured by their response and 
motivated by it to continue in my work.

(Fieldnote, 20/01/97)

However, opportunities for life-affirming humanisation can be missed when the staff 

engage in distancing to avoid situations of oppression as the following fieldnotes 

suggest:

“  As explained earlier in Chapter Two there was no wound care carried out during the weekend. Failure 
to change wound dressings, particularly infected wounds and those with a large exudate (oozing fluid) can 
increase the level o f  wound sepsis, the potential for septicaemia (blood poisoning) and, also, severely 
interfere with the patients’ level of comfort. There are available special wound care products that allow 
for longer intervals between wound care; however, these dressings are expensive and were not available in 
the hospital. Also, they are suitable only for non-infected wounds.
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Sr. ‘H ’ the director o f  nursing talked about the satisfaction one can get from nursing critically ill 
patients. You can go home and sleep. . . . How can you go home and sleep from doing 
nothing? . . .  They [the staff] have the knowledge on nursing.”

(Interview with Sr. ‘H ’, 08/05/96)

I demonstrate to a health assistant the technique for debriding^® a wound — bums o f  face, chest 
and right arm. He and a degree-student watch me for som e time. . . . The staff nurses sit in the 
office. I take 11/2 hours to do the dressing. Although I am frusfrated at the staff nurses sitting in 
the office, I feel that my contribution to today’s work is less about change/empowerment and 
sustainability -  though perhaps the students are benefiting a little -  and more about making some 
small difference to one little girl’s life. She and her relative show their appreciation by smiling, 
and she is very brave given she has had no analgesia. I show her how to do some mouth 
exercises and eye exercises. Today I have a sense o f  Carol Kirby’s b elief that nurses need their 
patients. One little girl made the difference between me feeling totally frustrated and feeling 
that my sojourn in Ethiopia has some meaning. In some ways she is my nurturing for the day.

(Fieldnote, 24/10/96)

The experience o f life-affirming humanity afforded by engagement in patient care 

suggests that distancing as a coping mechanism has the potential to reinforce an already 

existing dehumanising situation. On the one hand, the staff are afforded protection from 

the situation by being distant from it; while, on the other hand, there is within distancing 

a paradoxical status where the staff are apart from a source of humanity, i.e. the patients, 

who themselves are a frontier of compassion, nurturing, healing and love. In other 

words, distancing is the antithesis to what Doona et al (1997:3) term as ‘presence,’ that 

is, ‘the intersubjective encounter between a nurse and a patient.’

The paradoxical character o f distancing

A poem by Terry McMillan (1996:87) written in Voices o f  the Dream African-American 

Women Speak states: ‘Can’t nothing make your life work if  / you ain’t the architect.’ 

This poem speaks to the experience of oppression as articulated by “others” in this 

study, that is, the staffs sense of powerlessness and sometimes hopelessness. In 

drawing on the experiences of their “feeling self,” the data provides some understanding

Debridement is a procedure to remove dead tissue or a foreign body to aid the healing o f  a wound.

In writing about the world o f  nursing Carol Kirby (1995:50) refers to the ‘togetherness and deep 
intimacy o f  the nursing relationship’; how nursing is more than action, and how we need each other, nurse 
and patient. I identify very strongly with this understanding o f  caring and this greatly challenged me. 
However, it is worth noting that Carol Kirby writes from an understanding o f  caring within a Western 
context, albeit within the context o f  a divided community in Northern Ireland.
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for the existence of the paradoxical character of distancing, which both protected the 

staff and at the same time militated against the potential for life-enhancing activities.

In the critical incident I used in Chapter Two, I referred to the surgeon’s experience of 

“nobody listens,” his fear of speaking out and his loss of energy, after one year, to do 

anything about the situation (Fieldnote, 29/05/96). His experiences of powerlessness 

articulated in his feeling fear suggests the beginning of a need to distance himself from 

doing anything about it. Another doctor said, “We are all depressed here.” (Fieldnote, 

05/07/96). He spoke too of the potential within my role as nurse advisor and change 

agent to “sensitise people.” This suggests distancing towards a loss of agency where the 

capacity to respond had been lost.

Head nurse Sr. ‘D’ mentioned the existence of a sense of fear associated with 

powerlessness and a belief that I could act differently. Her comment referred to a 

meeting we plarmed with the senior surgeon to raise issues of patient care. Her 

hesitancy to speak of the issues on the ward suggests distancing associated with fear.

Meeting arranged with Sr. ‘D ’ to prepare for meeting with the senior surgeon. She does not 
arrive. I call to the ward. Sr. ‘D ’ says she is delayed. Also, she is reluctant to agree to address 
any o f  the ward issues with the senior surgeon. “I don’t want to argue with people. . . . You can 
tell him what vou observed. . . he will listen to you, you are a foreigner. . . .  I am afraid . . .  it is 
not easy for me.” I acknowledge her fear and explore the need for her to develop her skills and 
confidence in dealing with the medical staff. I assure her o f my support.

(Fieldnote, 05/08/96)

During the meeting the next day Sr. ‘D’ says very little.

(Fieldnote, 06/08/96)

On another occasion Sr. ‘D’ refers to her attempt at demonstrating agency when she reported the 
theft o f  a blanket from the ward by a member of the household staff The hospital management 
responded by moving the staff member to another ward.

(Fieldnote, 11/06/96)

This experience suggests a degree of powerlessness to tackle the problem of theft. On 

the other hand, it indicates an attempt at distancing -  this time by the management -  

from the reality of poverty, where the theft of a blanket cannot be viewed as separate 

from a need to survive on a very poor income.
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In contrast, to the sense of powerlessness articulated by the head nurse of the surgical 

ward, a meeting with the senior obstetrician to outline difficulties on the ward drew a 

greater level of involvement from the head midwife. My fieldnotes recorded;

There is good participation by the head midwife though I need to speak less, even when she 
looks to me to say something. I must allow the silence or refer to her by asking, “What do you 
think?”

The doctor is open in his discussion o f  the problems. I find it much easier to relate to the 
obstetric staff -  midwives, health assistants and m edics -  than to the surgical staff.

(Fieldnote, 18/07/96)

The differences between the levels of engagement by the head midwife and the head 

nurse are worth considering, within the notion of powerlessness and medical discourse. 

In part, they explain my experiences (much of the time) of a sense of connection on the 

labour ward and of frustration on the surgical ward. Midwives are essentially more 

autonomous than nurses within the hierarchical model of medicine. They can often act 

independently of medicine; they can define what is significant and they can legitimate 

action in the management of the pregnant woman in normal^* obstetrics. Also, 

midwives can ‘dramatise’ (Goffman, 1969:27) aspects of their work more clearly than 

nurses can. According to Latimer (2000:5), the ‘visibility’ of surgical nursing can be 

viewed through ''signs' [original italics] such as bandages and orthopaedic fi-ames. 

Visibility is a ‘way of seeing’ and is 'interpretative'’ [original italics]; it ‘happens when 

the work that people do appears to others as rational, sensible and appropriate’ (Latimer, 

2000:5). However, these signs may or may not be possible depending on the resources 

and ‘cultural capital’ (Bourdieu, 1984,1990; Lai, 1996) of the context in which caring is 

taking place, for example, where a boy’s wound dressing is not changed for three days

In her book Reading Birth and Death, Jo Murphy-Lawless (1998:170) refers to the confused plurality 
o f  propositions used to define the term ‘normal,’ particularly in relation to midwifery and obstetrics. 
Notwithstanding Murphy-Lawless’ concern about the clarity and stability o f  normal, I apply the term 
within the context o f  normal obstetrics as used in the following comment by Zadkan Girmay (1997:7), a 
midwife writing in the Ethiopian Midwives Magazine:

The ultimate role and goal o f  the midwife in this process [labour and delivery] is to ensure safe  
delivery fo r  the mother and a  healthy start fo r  the child. The midwife can achieve this goal 
constantly observing the process o f  labour and conducting the delivery by observing strict aseptic 
technique, anticipating the rise o f  unpredictable complications which she must have skill to 
handle and procure better medical help. The midwife being a competent professional and legally  
licenced [j/c] practitioner o f  normal obstetrics ensures high quality maternal health thereby, 
reducing the deaths o f  women in pregnancy and child birth [original italics].
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(Fieldnote, 20/01/97). On the other hand, the work of midwives can be viewed through 

a very potent sign (a baby) that does not require interpretation. Also, the delivery of a 

baby cannot be viewed as other than rational, sensible and appropriate.^^

The complexities of the paradoxical status of distancing and, in particular, the sense of 

powerlessness can be illuminated further by the following comment by a senior 

obstetrician practitioner/academic from the academic institution. It situates 

powerlessness and distancing within the macro context of the oppression experienced 

during the Derg regime, which is referred to in Chapter One;

We had been exploring the reasons for poor leadership skills. I suggested gender as a possible 
factor and the role of women in Ethiopia -  predominantly a patriarchal society. Dr ‘FF’ 
suggested that men too were reluctant to give direction and to lead. He attributed it to the Derg 
regime where government evaluation focused on how one treated one’s colleagues and 
subordinates rather than the accomplishment o f the job or task. Hence, people were reluctant to

be seen in a bad light by others for fear o f being evaluated negatively by the govenunent.

(Interview with Dr ‘FF’, 27/06/96)

I have examined the emotion of a feeling self and in particular the concept of distancing, 

which can be both actual and metaphorical. Distancing essentially neutralises or 

diminishes the human connectedness -  a principal element of caring -  between self and 

other. While the patients were visible, in that they occupied a bed in the hospital, the 

reality of the situation of oppression meant they were not always viewed as needing care 

or indeed deserving of care. However, it is important to note that while distancing can 

be a dominant behaviour, it is not consistent within situations of oppression. Instead the 

opposite of distancing, engagement, can be experienced. This in turn allows for a 

human connectedness, which provides opportunities for life-affirming experiences. The 

dual role of distancing is its potential to dehumanise further a situation of oppression 

while at the same time protecting health care workers from oppressive circumstances, 

usually at the expense of protecting patients. The notion of the protecting self will be 

explored in the next section.

This is not to suggest that the management of a delivery is always rational, sensible and appropriate.
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The protecting self

The protecting self is in many ways an extension of distancing in that it shields 

individuals from a reality of oppression by avoidance or by justifying behaviour. An 

early encounter in the field, when I was discussing a possible solution to both the poor 

hospital pharmacy practices and the absence of a stocking system, received the 

following response, from a pharmacist working in the academic institution:

The excuse will be there is no wood to make shelves.

(Fieldnote, 23/04/96)

On another occasion when I asked doctors why it was not the practice to engage in hand 

washing I was told:

There is a lack of equipment and time.̂ *̂

(Fieldnote, 24/06/96)

Although the absence of resources was an ever-present problem, there was evidence too 

of great ingenuity in finding alternative ways to utilising existing resources, particularly 

beyond the hospital. Why then was the absence of resources used to justify behaviour? 

Beyond the hospital, creativity in the use of resources facilitated a better life for the 

individual, for example, the use of a motor tyre to allow a person with paralysis to 

“shuffle” aroimd (by placing her/his buttocks in the tyre) and thus increasing her/his 

mobility. Also, water was always available to wash one’s hands before a meal, 

regardless of the poverty of a situation. However, there was little evidence to suggest 

that the ingenuity and creativity in the use of resources could be celebrated within the 

hospital environment. Perhaps the expectations of what equipment should be (and is 

not) available in a hospital (a Western institution) reinforces oppression and denies the 

opportunity for agency that can exist within the structural cultural envirormient and 

mode of functioning in Ethiopia.

Equipment such as water containers and soap were available but were not utilised to provide hand
washing facilities in close proximity to the patients. Some doctors did use methylated spirits to cleanse 
their hands before engaging in a procedure, though this was rare. Despite the reluctance to engage in hand 
washing, most o f  the nursing and medical staff did acknowledge its importance in patient care.
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In other situations the protecting self was used where “I” or “others” justified our non

involvement or lack of power in situations that demanded some degree of connectedness 

between self and other. The protective self suggests an attempt to close off deposits o f  

reality from the world outside. Thus the protecting self could be viewed as a 

demonstration o f agency in a structural world o f oppression as the following accounts 

suggest:

Staff nurse Sr. ‘L ’ is actively engaged in the nursing care o f a post-operative patient. Two health 
assistants W/ro ‘Z ’ and Ato ‘LL’ are sorting out gloves. An elderly male patient sits naked at the 
side o f  his bed. His colostomy bag is leaking and his wound is oozing. Nobody is paying any 
attention to him. I suggest to the head nurse that he needs attention and I ask three people to help 
him out. Ten minutes later, his family is given savlon (a disinfectant), cotton wool and a kidney 
dish to sort him out. Head nurse Sr. ‘D ’ says the relatives can do it and there is a discussion on 
the role of nurses as supports to family, o f family as supports to nurses rather than family being 
left with it all to do. 1 speak of the difficulties that families can encounter when caring for sick 
relatives, but I feel I do not achieve much in exploring the responsibilities o f  nurses as opposed 
to the blaming o f families for not doing it. Head nurse ‘D ’ speaks o f  it being “not practical for 
the nurses to look after the colostomy^' for 24 hours.”

Later, when 1 engage in wound care with health assistant W/ro ‘M M ’, we dress the wound o f a 
ISyear old boy. His bed is wet yet I have seen this boy continent when his father is around. 
Three nurses are sitting in the office; two are looking at a patient register. I speak to the nurses 
about the boy’s incontinence and the need for nurses to offer bedpans to bed-bound patients. 
There follows a discussion about the responsibility o f relatives in toileting patients. I say his 
father is not present.

Sr. ‘D ’; “How are we to know his father is not present?”

JC: “How did I know? By being in the ward, that is what nursing care is about, not sitting in 
offices.”

Again a defensive line of debate is taken, the need to do statistics (records o f  admissions and 
discharges).

(Fieldnote, 07/08/96)

My own experience o f seeking to protect myself is described in this fieldnote record;

I visit the hospital to see the medical director. Outside theatre, on the corridor, lying on a 
stretcher on the ground, there is a patient with a face wound. His relatives who look like they are 
trying to fix his clothing surround him. I walk on and then as I pass the outpatient department I 
see a student nurse, hand in her mouth, propping up a doorway, looking into space. Now as I 
write this fieldnote I question why did I pass the man on the corridor; I did not always pass 
people by. Am I too becoming immune? Or perhaps I have nothing to offer now, feeling too

When patients have surgery to remove or shorten the colon, because o f disease or damage, the proximal 
end o f the colon is diverted to an opening in the abdominal wall. This is known as a colostomy. 
Management o f  a newly created colostomy is a skilful procedure; it requires both physical and 
psychological skills towards helping the patient and her/his family to adjust both physically and 
emotionally to the illness condition and the change in body image.
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tired o f  the situation and also with a sense o f hopelessness of ever achieving anything! My 
feeling as I passed the man was compassion for him and his relatives in their struggle, but 
struggle seems to be the norm for so many people here. I feel I ignored him, fearing that I would 
not understand their needs and also that the struggle o f trying to get hospital staff involved would 
prove too much for me in my present vulnerable state. I say a prayer ‘Lord you mind them.’

(Fieldnote, 19/12/96)

Both o f the happenings above suggest an attempt to close off episodes of a painful 

reality o f oppression. My own experience suggests a coming together of an 

understanding o f the staff s reality of oppression, which heretofore had been invisible or 

partially invisible to me. The needs of the staff were constantly shadowed by the 

overwhelming needs of the patients and my earlier socialisation within nursing to 

always put the patient first. Ironically, my experiences o f protecting myself, where I 

sought to distance the needs of the patients provided a degree o f visibility for the staff 

and their reality o f oppression. However, my socialisation into a reality o f oppression, 

while recognising the difficulties of the staff did not necessarily bring me closer to them. 

Instead, I protected myself by ignoring (sometimes) those whom I found it most difficult 

to work with -  the nurses -  and by working either on my own or with the health 

assistants. The fieldnote recorded following a ‘morning o f poor care by nurses and 

doctors but evidence of care by relatives and health assistants’ illustrates this:

I feel I have achieved very little on Kokar Ward, essentially the staff nurses ignore me and go 
about doing as little as possible. They do not seem to ever develop a relationship with any o f  the 
patients, a relationship of human to human contact;^^ rather they seem to treat a condition or a 
bed number. I note too that I am ignoring the behaviour o f  the staff as well. I either work on my 
own, hoping that I might achieve something by example, or I work with the health assistants. 
Perhaps I am no longer able for the confrontation that questioning their behaviour invariably 
entails. The sustainability of my motivation/enthusiasm is questionable. Is this a sense o f  me 
going “native” or, in other words, have I no motivation because o f a lack o f response? In this 
case -  the “I” as the change agent -  the resistance to maintain the momentum for change is due to 
tiredness and the absence of a support network. I am just not up to the emotional drain o f it all.

(Fieldnote, 16/12/96)

Within the concept of the protecting self is the dual process o f both agency and 

hopelessness. In the case of the latter, the experience o f hopelessness made it difficult

The difficulties o f developing relationships with patients are a moot point, both in the Western W orld 
and in the Third World, particularly in situations where resources are dwindling or absent, as suggested by 
evidence from Ireland (Clarke and O ’Neill, 2001), or when the multiple demands of both a work life and a 
personal life compete for the energy, freedom, altruism and self-esteem of the caring one (Stockdale and 
Warelow, 2000:1263).
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to dialogue about the situation and on many occasions prompted silence in situations 

where consciousness raising (Freire, 1972) or bearing witness (Benner, 2000) in relation 

to a breakdown of caring might have been appropriate. The following fieldnotes 

illustrate this:

It is difficult to always iceep the action research/participation to the fore. It requires minute to 
minute encouragement of the staff If they do not want to participate by woricing along side me -  
my agenda -  then I have to work as best I can within the context o f the patients needing care, the 
level o f  staff interest and my own survival. It is sometimes necessary for survival to abandon the 
conscientisation/challenging role in favour of working quietly away on my own. The reward of 
the patients’ satisfaction, usually a smile, sometimes a kiss on the hand is my supportive 
nurturing and I get that when I care for patients even (always) if  I am working on my own.

(Fieldnote, 30/10/96)

Dr ‘N N ’ (the obstetrician) did not wash his hands before the procedure o f  manual rem oval- 
without anaesthetic -  of a retained placenta.^^ What hope for good practice if  junior doctors do 
not see good practice from their seniors? I must say it to Dr ‘N N ’, though at this stage I’m 
getting tired o f challenging poor techniques and behaviour.

(Fieldnote, 18/12/96)

The potential o f conscientisation or bearing witness adding to an already existing 

situation o f oppression is worth noting. Both my presence and my activities had the 

capability to increase the spiritual and mental burden o f the st£iff. For example, one 

senior nursing academic suggested:

You are always referring to oppression . . .  perhaps you are oppressing people.

(Fieldnote, 05/09/96)

On another occasion when I sought to discuss wound care with the staff on the ward I 

received the following replies, which suggested gestures of self-protection by regulating 

what level o f engagement or non-engagement were appropriate:

Ato ‘0 0 ’ (staff nurse): “I have nothing to hear from you. I do not want to have anything to do 
with you, you have nothing to tell me.”

Sr. ‘D ’: “I do not want to talk with you. . . .  I do not want to have anything to do with you, you
can speak to [director of nursing] 1 have nothing against you personally, I like working with
you I told [director of nursing] I do not want to be head nurse.”

(Fieldnote, 08/08/96)

Manual evacuation o f the placenta is a necessary procedure when the placenta or afterbirth fails to 
separate following the delivery of a baby. It involves placing the hand into the uterus to gently remove the 
placenta. Normally the woman is given pain relief during this procedure.
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On further reflection the head nurse was able to state the issues more clearly:

Sr. ‘D’; “It was difficult. The staff were asking, Why Kokar Ward? We are doing the same as 
the other wards; why is she coming to do things differently here? Why did you volunteer us? I 
felt ‘got at’ fi'om all sides. You saying could we do this differently and the staff not wanting to 
do it.”

Later she spoke of how, “you showed your anger [at the absence of patient care] in your face.”

JC: “Could you understand why I felt angry?” (We explored my sense of duty to the patient.)

SR. ‘D ’: “Yes, but you wanted it done now, in a week’s time, in a month’s time, you were in a 
hurry.”

I explained that wanting something done ‘now' was for the patient, at the time. It was my 
dilemma. Then we discussed how, in reality, some people were not working and I asked how 
difficult was it to work in an environment where nobody notices whether you work or not.

Sr. ‘D ’: “It is very difficult, if you work well and someone else doesn’t and when it comes to 
getting your salary you both get the same. This is an incentive not to work and it de-motivates 
you.”

(Post fieldwork interview with Sr. ‘D’, 23/12/98)

The post fieldwork comments by the head nurse illuminate further the oppression of the 

change dynamic itself and, in particular, the conflict that can exist between the visibility 

and non-visibility o f patients’ needs and the staffs reality o f oppression and their need 

to protect themselves. It is worth noting also the potential o f a white outsider from 

Europe to engage in what Hall (1999:100) refers to as the ‘assimilation’ into “the 

mainstream” and a belief that ‘all will fit into the Eurocentriĉ "  ̂circle.’ That is a service 

o f patient/nursing care, which is essentially Western in its value system and socially 

constructed in a context of relative affluence and abundance.

The data presented suggests that in situations where connection towards caring between 

self and other is challenged by perceived powerlessness there is an attempt to close off 

deposits o f reality from the world outside, in order to seek self-protection. In seeking to 

understand elements of the protecting self, it is important to note the dual experience o f  

agency and hopelessness and, in particular, how attempts at consciousness raising in

Joanne Hall (1999:94, referring to Dussell, 1996) uses the term “Eurocentrism” or “Euroamericanism” 
to describe the dominating processes and ideologies that can typify relationships between the affluent 
minority of the West and the oppressed majority of the Third World (including the Third World within the 
West). The term describes processes of “development” which demand conformity to what are essentially 
Western value systems, including the Western medical system of health care.
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situations of oppression can increase the mental and spiritual burden of people. This is 

a conscientisation fatigue, so to speak. This in turn increases the need to protect the 

self. Central to the activity of consciousness raising is dialogue towards naming the 

world (Freire 1972:63). However, experiences of hopelessness within oppression can 

be (in Freire’s terms) ‘a form of silence, of denying the world and fleeing from it’ 

(Freire, 1972:64).^^ Data suggest that the protecting self can be attempts both to flee 

from the world and to seek to numb the reality that exists within situations of 

oppression. The next section will explore experiences that suggest an attempt to numb 

reality or in other words to act indifferently within situations of oppression.

The indifferent self

In my analysis thus far I have presented the concept of a trajectory of oppression. I have 

examined the notion of oppression as the feeling self and the protecting self. A 

principal element of the feeling self is distancing, which works towards diminishing or 

neutralising the human connectedness between self and other. The protective self is 

essentially an attempt to care for self in situations of oppression, either through 

justifying behaviour or closing off stimuli from the oppressive world. I will now 

explore the next element of the trajectory, the “indifferent self.” Central to 

understanding the notion of the indifferent self is the absence of interest and concern for 

“other.” This can result from conflicting agendas and the need to survive in situations 

of oppression. While elements of the trajectory are described in a sequence for 

convenience of explanation, it is important to recognise that they can function 

simultaneously and can be both interactive and supportive of each other.

From the outset of my work for change towards improving patient care, I attempted to 

take cognisance of the low morale of the staff at the hospital, the ambivalent nursing

My own experience o f leaving the ward, as outlined in the critical incident in Chapter Two, fits with 
Freire’s (1972) thesis on behaviour within oppression. Furthermore, it suggests that both parties to the 
change process can have shared experiences of a need to protect self and, in so doing, make attempts to 
flee (either physically or metaphorically) from the situation.
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leadership and the poor management practices.^  ̂ Following discussion with the director 

of nursing at the hospital, it was agreed to invite the head nurses to participate in 

workshops with the principal goal of raising their morale and exploring the cultural 

structural reality of their work as nurses. In addition, it was decided to work 

collaboratively with members of the nursing, teaching and health assistant staff towards 

developing a philosophy of nursing. Both initiatives failed because o f lack of support, 

demonstrated in the case of the workshops by diminishing attendance over four 

meetings and, in the case of the philosophy group, by the non-attendance of more than 

half the members to the first meeting and again to an agreed rescheduled meeting. 

Observations recorded following the second and third workshops provide some 

understanding of the process:

One person speaks about not being valued and how the Ministry o f  Health does not value them. I 
try to open up the debate, to get them to analyse why they think this is so. The head nurses 
continue to restate their grievances, particularly the issue o f  salary. I open the debate beyond the 
hospital and Ethiopia and introduce the gender issue in nursing, the issue o f power and in 
particular their potential power. It seems, however, that efforts to improve their salary have been 
unsuccessful. This appears to make them disillusioned. I acknowledge the importance o f salary 
but point out that improved salary does not automatically equate with an increase in job 
satisfaction and improved material resources do not automatically mean better nursing care but 
that it could also require a more effective use of the resources available. (I am thinking o f the use 
o f rubber gloves for bed making, drugs out of date, and head nurses making beds and health 
assistants doing dressings.) The lack o f gloves is again raised and how they as nurses risk their 
lives caring for patients with A ID S.. .

Definitely the issue of salary is most important. My next session should acknowledge this before 
moving to an exploration of “me as a nurse.””  Perhaps I should ask what are the problems and 
the priorities and then set a programme around it. I feel a bit lost at this stage almost as if 
nothing can change until everything changes.

This session was very difficult. Essentially we had two different agendas. I had them 
participating in my agenda, based on the concept o f motivation, which essentially is a Western 
organisational, value whereas they are stuck in their own need for a better salary. In error I 
thought I was individual centred but in reality I was organisation centred -  how to get these 
nurses motivated to seek to achieve the tasks o f the organisation, i.e. good quality patient care.

(Fieldnotes workshop 2, 30/04/96)

These issues were identified in an earlier report by a group o f nurses, from the United Kingdom, also on 
an aid programme. The findings of the report prompted the local govenmient health department and the 
academic institution to seek support from a European aid agency to appoint a nurse advisor to work with 
the staff towards addressing these issues. My own early experience in the field -  both observation and 
from talking to people — confirmed the findings o f  the report.

According to Carol Kirby (1995:51 referring to Merton, 1971) exploration of the world o f  nursing 
requires confronting our personal nursing lives and our own living and self-creating mystery.
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My feeling after this meeting is that head nurses are not interested in attending the workshops. 
My decision to use a self-development model to influence the level of morale does not seem to 
be appropriate. Indeed, one head nurse spoke of the frequency of the meetings and suggested 
that they be held once a month. The attendance at the meetings suggests a lack of interest. I 
need to rethink my approach in the light of today’s workshop and to seek the director of 
nursing’s advice.^*

Motivation is low and the interest is waning from the first meeting. I feel the head nurses are 
looking for the solutions to come from me and that essentially they perceive the problem to be 
outside of their control. When at the outset I referred to my role, to work together with them to 
initiate change, one head nurse suggested that if I wanted change I should speak to the 
administration. I challenged their assumption about how to deal with change and I posed the 
question, ‘What if you need to achieve change when I return to Ireland?’ . .  .

The theoretical principle of participation, that one should use a bottom up approach, assumes 
interest on the part of the participants in the first place. If  morale/interest is so low and people 
seek solutions from outside themselves, it is difficult to employ a participatory model. Is the 
process of participation only possible after the climate for participation has been developed and 
that includes the notion of a reward for ‘good behaviovir’? Is it expecting too much to ask people 
to participate for purely altruistic or professional reasons?

(Fieldnotes workshop 3, 17/05/96)

The experience o f the failed workshops suggests indifference at two levels -  staff 

indifference and my indifference; the staffs apparent disinterest or lack o f concern for 

the improvement o f patient care in favour of their own needs for a decent salary and a 

protective working environment, and my indifference to the staffs needs, where I 

selected to address the organisational agenda of improving patient care. Both our 

experiences were influenced by a situation of oppression.

The conflict of contrasting agendas of indifference meant it was difficult ‘to live with 

[original italics] others in solidarity’ (Freire, 1972:50). Solidarity with the patients and 

their needs challenged my solidarity with the nurses. My understanding o f how I might 

use my agency to impact on a situation of oppression was essentially patient focused and 

not staff focused. Thus, the visibility of the patients’ needs -  their faces, voices and 

suffering -  was at the expense of the visibility (or invisibility) of the staffs needs and 

their ‘situated possibilities’ (Benner and Wrubel, 1989) to take agency for themselves, 

by protecting themselves, in order to earn money to care for their families. This was 

very much at the heart of my conflict of seeking to stay afloat in a sea o f inhumanity and 

a breakdown of caring. A comment by a staff nurse in response to an occasion of 

consciousness raising about patient care, which was in essence a criticism o f what was

Director o f nursing’s response, “You have enthusiasm . . . it’s very difficult [to motivate people] . . .  let 
us take it slowly.” (Interview with Sr. ‘H’, 17/05/96)
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being achieved on the ward, illustrates their conflict with my presence and my
• • • I Qactivities:

We won’t work for you or for the administration (local government health department). . . .  We 
work for ourselves and for the patients.

(Fieldnote, 28/10/96)

Our contrasting agendas and the subsequent demise o f the workshops'*® allowed for a 

climate o f isolation and alienation, at least from each other as a group o f nurses, and the 

potential such a group might have had for exploring and transforming the reality of 

oppression. Our experiences of different agendas suggest the loss o f a shared identity 

and could be viewed as a split within the self (Moane, 1999:187) as nurses. Also, our 

sense o f powerlessness in feeling lost (mine) and in situating the locus o f power within 

the administration (theirs) is symptomatic of the difficulties o f subordinates in bringing 

about change in a system of domination and oppression (Moane, 1999:187).

The failure o f two other groups that attempted to look at patient care from an 

interdisciplinary and inter-organisational perspective suggests that indifference was 

prevalent at all levels. The reality of indifference was explained by one senior medical 

practitioner/academic within the cultural legacy of the Derg regime. He said:

“Committees are a problem.”

Further exploration of his comment revealed the tendency of the Derg regime to set up 
committees, which involved a lot of work but achieved little, if anything.

(Interview with Dr. ‘U ’, 11/06/96).

1 have referred to this comment earlier in Chapter Five, in the section “Fieldwork and fieldnotes: a 
synergistic property.”

Prior to my departure from the field I co-facilitated, with the director of nursing services, a series of 
workshops (six days over six weeks) entitled “Training for Transformation: towards a caring community.” 
The principal objectives of the programme were a) to develop the self-esteem of the head nurses and b) to 
develop a sense of belonging to a group. The participants were paid per diem for attending the workshops 
which supports my earlier concern about expecting people to participate for purely altruistic or 
professional reasons (Fieldnotes workshop 3, 17/05/96). Unlike the earlier workshops, attendance was 
good and the programme ran its full course. The programme was adapted from work done by Hope and 
Timmel (1984a, 1984b, 1984c).
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In seeking to understand more the reluctance of people to get involved, it is worth 

noting the comments of a senior medical officer o f  the local government health 

department:

Dr. T ; If you do something people can accuse you. [In relation to decision making] people 

hesitate [and ask the question] who will be affected ..  . management is risk.”

(Fieldnote, 25/11/96)

Comments made by an Ethiopian man who worked for the donor aid agency situate the 

reality o f fear stemming from the period of the Derg.

Ato ‘PP’: “There is no history of speaking out; we accept what is said from the top. The security 
[under the Derg regime] was very tight; one could be put to gaol for openly speaking out. Say 
something, go to prison, be punished. We still do not speak about the government; there is still a 
fear. They won’t complain about things . . . ”

JC; “Why”?

Ato ‘PP’; “It is a kind of culture we have to accept what is given by others. If you do something 
[negative/wrong] people will tell you in an indirect way . . . people have no confidence. From 
their family [upbringing] you have to accept what the family is telling you, it is the way we were 
brought up, no freedom. If you decide [what to do] for yourself, the family will want to keep you 
[to control you]. . . . Girls are completely oppressed, [they] won’t go where they like, if they stay 
out late, [they are presumed to be] doing bad things. Boys have some permission [to stay out 
late].”

The difficulty for subordinates to bring about change is illuminated by his comment in 

relation to gender roles and expectations. We return to my question about nurses 

challenging doctors and, in particular, my behaviour of confronting the medical staff;

Ato ‘PP’: “The men probably stayed silent, were not open, feeling they are the bosses and
anyway it is easier to be open with a man. Their response likely included; ‘She can do nothing, I 
am the boss. Why is she doing this, she is terrible.’”

JC: “If 1 were a man would it make a difference?”

Ato ‘PP’: “Yes, 1 think so, you would go together with them, have a drink, give respect.”

(Interview with Ato PP, 10/12/98)

The indifferent self was sometimes a feature of the staffs behaviour in relation to the 

patients’ needs as the following fieldnote indicates:
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One woman has had a neonatal death, she is crying and her dead baby is in the nursery. I note 
the staff spend little time with women who have lost their babies, and it’s not always because 
they are busy. Later the obstetrician takes his teaching round and spends 2 V2 hours in the post 
natal ward, much of it by the aforementioned woman’s bed.'" She has turned her head and 
another woman has hidden her head under her scarf. After about one hour I suggest to the 
obstetrician that he might move from the mother’s bed. I outlined her loss and grief. He moves 
away.

(Fieldnote, 01/10/96)

Indifference in this instance can be viewed within power and powerlessness. 

Essentially, the woman’s needs are lost in the dominant discourse o f medicine/obstetrics 

and the need to teach students. On the other hand, the behaviour of the women suggests 

an attempt at protection within their powerlessness and perhaps, too, some degree of 

indifference to what is happening around them. Also, failure to find time to “be with” 

women who have lost their babies can be viewed as an attempt at distancing from a 

painful reality of loss, which better care and better resources might have prevented.

My own exposure to situations of oppression provided some understanding o f the 

process o f becoming the indifferent self as indicated by the following fieldnote. Also, 

my experiences begin to situate the oppression within more global systems, o f First 

World and Third World, of power and powerlessness.

When leaving the School of Nursing I see two men carry a boy of about lOyrs on a plastic bag. 
There are flies on the boy’s face. 1 wonder if he is dead or very sick. If the latter, why is he on 
his way out of the hospital? They stop to get a better grasp of the “stretcher.” People look, I do 
too. Desperately I want to do something, I have no language and they are on their way from the 
hospital. I walk on and once again I feel the ache of it all, the inhumanity, poverty, struggle of so 
many here.

Later I learn that the boy was taken from an outlying area and died when he got here. As I record 
this I feel the pain. Tears come to my eyes, I am aware that such responses drain me. If I lived 
here permanently would I survive this level of emotional pain? Perhaps I too would learn to 
ignore it; that is to appear to be indifferent to it, to act inhumanly. We in the West live very 
privileged lives and all by accident of birth.

(Fieldnote, 07/11/96)

The obstetrician was not engaged in activities towards comforting the woman; rather, he was engaged in 
teaching the essentials of her case to the medical students.
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Yet even in circumstances o f indifference there was evidence of interest, o f human 

connectedness,'*^ in both questioning what was happening and in making the situation 

better as the following fieldnotes indicate:

Ato E (health assistant): “Sr. Jean can you answer a question for me (he was doing dressings at 
the time), why is it no nurses at weekends, if patients need care all the time, is that right?”

(Fieldnote, 07/10/96)

Sr. ‘D’: “Sr. Jean you are good for us and for our patient care.”

(Fieldnote, 02/08/96)

Brief meeting with head midwife, Sr. ‘W’ to clarify the contents of the protocols for management 
of women in labour. She shows me the towels they have prepared for use for patient bathing. 
She speaks of the use of two sheets on the beds of all post-operative patients and the changing of 
linen on all beds post discharge. They have removed the multi-use savlon container and are 
making up individual delivery packs and vaginal examination trays.'*  ̂ She also speaks with 
enthusiasm of one obese woman who had been delivered by caesarean section who did not 
develop a wound infection and did not go on antibiotics.'*''

(Fieldnote, 08/08/96)

Head nurse Sr. ‘J’ is eager to tell me that she is organising individual dressing packs. She says: 
“I feel that is essential.” And then she talks about organising job descriptions for mdividual staff 
members. I like this woman’s enthusiasm.

(Fieldnote, 28/08/96)

A dead baby with severe congenital abnormalities is lying on the neonatal couch in the labour 
ward."*  ̂ The medical students are examining the body. I suggest to the head midwife Sr. ‘W ’ that 
it would be preferable if they transferred the body to the nursery and examine it there. The 
following day the baby’s body is still in the nursery. I advise the head midwife. W/ro ‘QQ’, a 
member of the cleaning staff, is asked to remove the body to the incinerator. She lifts the sheet, 
looks at the baby and blesses herself before removing the body.

(Fieldnote, 03/09/96)

Experiences of human connectedness were not confined just to the health care workers. Patients and 
their relatives consistently demonstrated a deep sense of the humanity of caring; for example, when a 
mother with twins breast fed her own babies and the baby of another mother who was too ill to feed her 
baby herself Breast feeding is life giving in the Third World, where there is no alternative in the form of 
safe artificial feeding, even in situations where mothers are unable to feed their own babies (fortunately a 
rare situation).

The introduction of individualised vaginal examination trays provided greater protection for the women 
from the dangers of cross infection that existed when using a multi-use container of the disinfectant 
savlon.

''■* This suggested good obstetric and midwifery care.

The couch was located outside the curtained cubicles where mothers delivered their babies, in the main 
area of the delivery room.
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I have examined how indifference can become a response strategy in situations of 

oppression. Essentially, indifference is a mechanism for dealing with priorities of need 

and in particular the needs of self Evidence suggests that the indifferent self is a 

strategy for survival where individuals focus on the self and become detached from the 

agenda of “others.” This process connotes an attempt to become ‘beings for 

themselves’ within oppressive structures, which seek to make them ‘beings for others’ 

(Freire 1972:48). Plans for change that fail to take cognisance of the agenda of different 

oppressed groups, and in particular the macro issues of power and powerlessness, can be 

problematic. They can alienate and in so doing mitigate opportunities for reflection and 

action. Freire (1972:44) uses the term co-intentional [original italics] to articulate the 

need to involve ‘both Subjects’ in ‘unveiling’ the ‘reality’ o f oppression and in re

creating the knowledge towards ‘committed involvement’ and praxis. Within medical 

discourse, the notion of a co-intentional response is challenging, most especially 

because of the hierarchical and patriarchal systems that are inherent within medicine. 

Also, the transfer of medicine as a Western institution to countries of the Third World is 

essentially a form of Western colonialism or what could be termed a ‘system of 

domination’ or ‘an historically specific “relations of ruling’” (Mohanty, 1991a: 13 

referring to Dorothy Smith 1987:2). Thus, it is posited that indifference in the context 

of this study is principally a response to hierarchy, patriarchy, colonialism and Western 

aid, not just within the discourse of medicine and aid but also within the context of a 

legacy of fear from a system of totalitarianism -  the Derg.

While acknowledging the reality of the indifferent self, within circumstances of 

oppression, it is important to note that parallel to indifference were experiences of 

interest and concern, opportunities to demonstrate agency and to show humanity 

towards self and other. While indifference might imply domestic fatalism'*^ or 

hopelessness, the co-existence of interest alongside indifference suggests a 

consciousness of hope and humanity and an attempt to maintain some degree of 

connectedness between self and other. This is despite a legacy of violent dictatorship

Domestic fatalism implies a sense of being ‘content’ with being powerless, in the belief it is not possible 
to do anything about it and that possibilities for change lie outside oneself (Freire, 1972:24-28).
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and an historical and sociological reality of seeking to adapt to (or work within) a 

Western colonial institution of medicine, in a climate o f poverty and disadvantage.

Discussion

This chapter presented a trajectory of oppression namely; a feeling self, a protecting self, 

and an indifferent self While the elements of the trajectory are presented as a 

progression or line of development, it is important to recognise the dynamic nature of 

the trajectory and to attempt to understand it within the context of the totality of seeking 

to survive in situations of oppression. Primarily, the trajectory illuminates a way of life, 

a way of survival for those caught up in a situation of oppression where competing 

needs of “self’ and “other” direct the individual towards self-preservation. In seeking to 

increase consciousness towards an understanding of the reality o f oppression, there is a 

danger of conscientisation fatigue. This in turn can increase the spiritual and mental 

burden of those already experiencing oppression and it has the potential to reinforce the 

indifferent self. This discussion will focus on an analysis o f self-preservation and 

consciousness raising within oppression.

In all three elements of the trajectory, the dominant theme is protection and self- 

preservation. This is achieved through distancing and an attempt to withdraw from the 

reality of what is present. Distancing can be physical or metaphorical, it can be implied 

or stated. The process described within the trajectory of oppression is I argue, consistent 

with Menzies’ (1970:11) description of a ‘social defence system,’ a system where 

individuals attempt ‘to externalize and give substance in objective reality to their 

characteristic psychic defence mechanisms.’'*̂  The development of a defence system is, 

according to Menzies (1990:11), the result over time of collusive interaction and 

agreement, often unconscious, between members of an organisation, the purpose of

Isabel Menzies (1970) study of defensive techniques in the nursing service took place in a group o f  
London hospitals in England. The study was initiated by the group of hospitals, which sought help in 
establishing new approaches to the provision of nursing care. While acknowledging the hospital context 
o f nurses’ work and some shared challenges in patient/nursing care, both in the West and in the Third 
World, it is important to take cognisance o f the added complexities -  poverty and the AIDS epidemic -  o f  
caring in the Third World. In addition, opportunities for an alternative choice o f career or employment
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which is to develop a cultural and structural functional code for survival within the 

organisation. I argue that the findings of this study constitute a similar process of 

defence, one that allows functional endurance in a situation of oppression. Such 

survival strategies are necessary to stay afloat in circumstances where human 

connectedness towards caring for another is at best difficult and at worst impossible. 

Distancing allows for the ‘splitting up’ (Menzies, 1970:11) of contact with patients; it 

shields the staff from the totality of the patient and her or his ontological reality.

Within the process of distancing, there can be an attempt to protect individualism and 

distinctiveness of self, for example when staff chose to wear a less-than-functional style 

of clothing for caring and “dirty work” or, when I chose to work within my own 

framework of what constituted nursing care. The implicit message of such behaviour is 

to isolate self from other and while this may offer protection, it can, at the same time, 

cancel opportunities for experiencing the humanity of another and the ‘energy source’ 

(Kirby, 1990 cited in Kirby, 2000) that is possible within it. This concurs with Benner 

and Wrubel’s (1989:373) assertion, ‘Although disengagement may numb pain, one is 

also numb to the resources and support of others [patients] in the situation.’ In addition, 

distancing discourages an environment of caring as ‘intense involvement’ or 

relationship, and the opportunities inherent within such a relationship, described by 

Montgomery (1993:129) as an ‘expression of freedom and autonomy.’

However, for some, a balance between distancing and connectedness seemed possible. 

Using a grounded theory approach, Carmack’s (1997) study of lay and professional 

carers in the United States identified the need to balance self-care strategies of 

engagement and detachment in caregiving. These, she posits, allow for an increased 

ability to continue to provide compassionate care without being overwhelmed. 

However, her sample of respondents comprised highly qualified established caregivers, 

and all of them had a minimum of a bachelor’s degree (Carmack, 1997:140). This 

suggests a structural, cultural care-giving environment of privilege compared to the 

environment of oppression in this study. Furthermore, Carmack’s (1997:141) 

description of the construct of detachment -  ‘maintaining consciousness and 

pragmatism, setting limits and boundaries, self-monitoring and practising self-care’ -

for nurses are minimal or, in some cases, non-existent. Extra to these complexities is the history o f the 
hierarchy o f oppression that existed in Ethiopia during the Derg regime.
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suggests a more conscious level of agency than that described within the process of 
distancing.

Neil Thompson (1998) offers another perspective, the notion of ‘bad faith,’ which I 

suggest can illuminate my findings in relation to the protecting self. I have argued that 

the protecting self is an attempt at avoidance and/or legitimating behaviour. According 

to Thompson (1998:27), the tendency to ascribe behaviour to ‘ essences’ or fixed 

qualities, i.e. ‘essentialism,’ has the effect of ‘justifying the status quo and acting as an 

obstacle to positive change.’ Essentialism allows for an ideological legitimation of 

inequality, the accommodation of oppression and discrimination and evasion of change 

(Thompson, 1998:28). He contends that functionally essentialism can be viewed as ‘bad 

faith,’ which he describes as:

A form o f self-deception in which we deny or seek to avoid our freedom. We claim that our
actions are beyond our control and we seek comfort and reassurance in some form of
determinism, whether it be biological, psychological, environmental or even religious.
(Thompson, 1989:30, cited in Thompson, 1998:28)

The behaviour of both “I” and “others” in protecting ourselves concurs with 

Thompson’s description of ‘bad faith.’ While it allowed for protection and some form 

of agency within an oppressive reality, essentially it cocooned us within that reality in 

such a way that reaching beyond it seemed, at times, to be too painful to contemplate 

(not to mention doing) and so the cycle of oppression continued. However, bad faith 

could be viewed as attempts to sensitise or desensitise our feeling responses (Jagger, 

1989:152). An example of this is when I diverted my attention from the more painful 

aspects of the death of the baby and viewed her instead in a spiritual world of a ‘next 

life.’

Robert Jay Lifton’s (1968) concept of ‘psychic numbing’ is a useful means through 

which to understand the experiences of the trajectory of oppression. His research study 

of survivors of Hiroshima and their struggle to cope describes two processes: the more 

immediate or acute response of ‘psychic closing-off and the more gradual or chronic 

response of ‘psychic numbing’ (Lifton, 1968:31-33). The purpose of both responses is 

survival. Lifton (1968:31) describes ‘psychic closing-off as ‘simply ceas[ing] to feel’
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where emotional reactions to what is going on are unconsciously turned off and the 

individual avoids seeing. While emotional reactions are unconscious, Lifton describes 

avoiding seeing’ as more ‘closely allied with conscious will’ (Lifton, 1968:31,32). 

Psychic closing-off can be transient, or it can extend itself over time to a more lasting 

state of psychic numbing, where it is merged with feelings of depression eind despair, or 

what Lifton describes as a ‘state of emptiness’ (Lifton, 1968:33). According to Lifton, 

psychic closing-off can serve a highly adaptive ftinction, through a process of denial. It 

protects ‘survivors’ from a sense of complete helplessness and from feeling totally 

inactivated by the force invading their envirormient. Psychic closing-off allows for 

limited psychological investment in encounters and suppresses the survivor’s rage. 

Psychic numbing allows for a ‘fatalistic surrender’ to the environment; it limits 

autonomy and cuts off potentially enriching relationships. In this state, survivors can be 

suspicious of what they perceive to be ‘counterfeit nurturance’ and they may feel abused 

by others, particularly those involved in helping them (Lifton, 1968:500 - 512). 

Prompted by their need to deal with the conflicts of survival and to relieve the self of 

guilt, survivors can engage in what Lifton terms ‘scapegoating formulation,’ a situation 

where the search for responsibility leads to focusing blame on a particular person, 

symbol or group (Lifton, 1968:529).

The responses experienced by both “I” and “others” as described in the trajectory of 

oppression, approach Lifton’s (1968) constructs of psychic closing-off and psychic 

numbing. Our protective practices of distancing and indifference, where we attempted 

to make the patient ‘invisible,’ resemble his description of ‘avoiding seeing.’ Emotional 

feelings of depression and despair, while not always overtly articulated, were evidenced 

in our behaviour towards each other and in how we responded to circumstances of 

fragile and risky caring practice. There was, too, a tendency to protect the self by 

scapegoating or laying the blame for the situation elsewhere. Furthermore, my 

description of the reality of a dialectical or paradoxical perspective within distancing 

equates, somewhat, with Lifton’s (1968) description of psychic numbing and its 

potential to limit autonomy and to cut off potentially enriching relationships. Finally, 

the experiences of interpersonal conflict between “I” and “others” are close to Lifton’s 

(1968:514) notion of counterfeit nurturance. Within both the change process and the
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need to care, we needed each other; however, we did at times abandon and ignore each 

other, though it must be said not consciously. According to Lifton (1968:194):

The problem [of counterfeit nurturance and abandonment] is intrinsic to any form o f  
victimization. The victim inevitably feels himself in need o f special sustenance, which, when 
received, intensifies his “victim consciousness” and thereby perpetuates a vicious circle of 
counterfeit nurturance and abandonment.

I argue that because of the need for both “I” and “others” to protect ourselves, 

opportunities to explore the potential for change, at a structural level and socio-political 

level towards achieving improved patient care, were never fully realised. Furthermore, 

within the cocoon of survival and our sometimes shared psychic closing-off and psychic 

numbness my presence was essentially that of “other.” In other words, I did not have 

first hand knowledge of the staffs social defence system. I was a neophyte to the 

collusive interaction and agreement that was their social defence system; I had not 

shared their path of socialisation towards achieving it. My own system developed 

during my time in the field, while similar in many ways, was also different because of 

my exposure to the reality of oppression, my own privilege of being white and 

European, and my limited tenure in the field. The struggle locally was to deliver care in 

an environment of fear, poverty and oppression whereas my framework for caring was 

bom of the “luxury” of a Western structural, cultural style of nursing care. In seeking to 

explicate further this reality, I am reminded of Patricia Hill Collins’ term of the 

“outsider within,” which she uses to describe the experience of involvement with 

marginality by Black women working for white families (Collins, 1999:155). Within 

my white privilege, I was marginal to the staffs lived experience of oppression. My 

involvement was transient; my experience did not include all of the interlocking systems 

of oppression -  the legacy of the Derg regime, the arrival of a change agent from a 

Western aid agency, and survival within a Western institution of medicine in a Third 

World country.

A dilemma within the “cocoon of survival” was my need to exercise my role as change 

agent towards improved patient care. This, as suggested earlier, had the potential to lead 

to conscientisation fatigue. It is argued that this was in part due to my ‘hurry’ to change 

the situation for the patient. Freire (1970:28) refers to:
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[The need to make] real oppression more oppressive still by adding to it the realization of 
oppression [which] corresponds to the dialectical relation between the subjective and the 
objective. Only in this state o f interdependence is an authentic praxis possible, without which it 
is impossible to resolve the oppressor — oppressed contradiction.

I contend that the need to ‘bear witness’ and to engage in ‘safety work’ (Benner, 2000), 

which is part of a process of improving patient care, goes beyond seeking to engage in 

consciousness raising since the safety of the patient warrants action in the moment, i.e. it 

involves awareness, reflection and action at one and the same time. On the other hand, 

consciousness raising towards praxis suggests a process (of reflection and action), over 

time, which may accommodate what is essentially a dual oppression, thus avoiding the 

potential for conscientisation fatigue. By dual oppression I mean situations where the 

staff were expected to engage in a process of change towards improved patient care 

while at the same time cope with an environment that was not conducive to their own or 

the patients’ sense of well-being. Since quality nursing/patient care is dependent on 

both institutional conditions, and individual ability and capacity to give care, what is 

needed is an enabling approach to change, i. e. that takes cognisance of the ‘plurality of 

oppression’ (Young, 1990: 63) and the struggles at the intersections of ‘systems of 

domination’ (Mohanty, 1991 a; 13). Systems of domination in this study refer to the 

cultural imperialism of Westem medical discourse, the legacy of a totalitarian regime 

and the functioning of intemational aid agencies.

Summary

This chapter has presented a trajectory of oppression to explain how “I” and “others” 

responded to situations of oppression. The trajectory is a dynamic process and is not 

fixed or static. The process includes a feeling self, a protecting self and an indifferent 

self. Fundamentally, they all relate to a process of self-protection, demonstrated in an 

attempt to distance the self from the patients. Self-protection can get in the way of 

caring as connectedness between “self’ and “other.” This in turn can militate against 

the potential for life-affirming humanisation within the caring act. Finally, the need to 

engage in both safety work and consciousness raising, within the role of change agent, 

has the potential to lead to conscientisation fatigue. 1 argue that an enabling approach to
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CHAPTER NINE

CONCLUDING ANALYSIS

Introduction

The purpose at the outset of this thesis was to analyse a lived experience of working to 

improve patient care in a hospital in Ethiopia. Initially my fieldnotes were a recorded 

description and reflection of that experience. However, the process of writing the thesis, 

from a feminist perspective, where I engaged in a conversation with myself towards 

reconnecting with the everyday world of my experience in Ethiopia, has raised 

fundamental issues about the nature of caring and how context dependent this human 

activity is. Thus, this thesis is a lived reality of feminist research; it demonstrates how 

accommodation of both the historical social context, and the “se lf’ of the researcher can 

be used in seeking what Foucault (1989:9) refers to as ‘regimes of truth.’

This thesis is, essentially, research on caring (and the absence of it), oppression, change, 

gender and the use of a self-reflexive account of a white, Irish woman and nurse and her 

relationships with “others” in a Third World context. In setting out on the initial stages 

of this research project, it was my intention to document and research a process of 

change using an action research framework. While the focus of my work was change, 

the reality of my experience in the field involved a complex process of negotiation and 

understanding as to why there was a breakdown in caring, while at the same time, 

seeking (much of the time) to stay afloat in a world of oppression, conflict and 

indifference. Thus, early on in my research activities, I realised the limitations of an 

action research approach for this study.*

Initially the literature on oppression allowed for some understanding of what I was 

experiencing; later, my extensive reading of the gender and feminist literature and a 

deeper excavation of the literature on oppression facilitated a greater illumination of my

' See Chapter Five: “The Fieldwork Experience: The Reconstruction o f Knowledge and the 
Reconstruction o f Self.”
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lived experience. Finally, my immersion in the literature provided its own corrective 

and I began to move away from an ahistorical and often closed analysis (in that it is 

predominantly written from the privilege of “whiteness” and Western scholarship) of 

nursing care. In other words, I became aware of the need to explore the practice of 

nursing/patient care as a struggle at the intersections of systems of gender, hierarchy and 

power. This allowed me to explore questions of sensibility, agency, powerlessness and 

indifference without naturalising either individuals or structures.

Both method and experience are central to feminist ethnography. Thus, this text 

(re)presents two principal areas of ethnographic analysis: the analysis of my experience 

of method and the analysis of my experience in the field “out there,” or, what I term the 

substantive issue. Data presented in Chapters Five and Six, namely, “The Fieldwork 

Experience: The Reconstruction of Knowledge and the Reconstruction of Self’ and 

“Situating Identities: Self and Other” articulate a cogent and meaningful explanation of 

my experience of method. Chapters Seven and Eight capture the meanings derived from 

experience in the field and relate specifically to “Situating Oppression” and an 

exploration of our (researcher and researched) responses to oppression, by introducing 

the notion of “A Trajectory of Oppression.” In seeking to provide an overview of this 

feminist ethnographic text, it is necessary to suggest the looseness of the principal areas 

of ethnographic analysis as outlined above since both, at times, come together 

throughout the text. For example, in Chapter Two, I used evidence from “out there” to 

frame my literature review; a literature review is, essentially, method.^ Similarly, when 

debating method in Chapters Five and Six I wrote about oppression. Thus, my 

experience of ethnographic knowing was not one of neat circumscription; rather it was 

one of openness and eduction. It was one of ‘performance’ (Denzin, 1997) in that I 

sought to interpret both method and experience in order to (re)present a text of 

ethnographic knowing to you, the reader. While recognising the complexity and 

interdependency of method and experience, nevertheless, this chapter will attempt to 

relate fieldwork experiences (method) in one overall argument and then it will examine 

the substantive issues of caring and oppression in one debate. It will focus on how this 

thesis challenges the tendency in nursing to consider the notion of caring as a universal

 ̂ By this, I mean that the literature review forms part o f  the research process, and as such is part o f  the 

method.
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decontextualised practice and activity, before finally suggesting that the thesis can bring 

home insights from “out there” towards understanding the crisis in patient/nursing care 

that exists currently “back here” in Ireland. Implications for nursing education and 

practice will be discussed.

Emotion as a way of knowing

In setting out the epistemological and methodological argument for this study, I began 

with an overview of positivist and interpretive paradigms before finally presenting a 

feminist critique of the debate. I introduced the notion of emotion as necessary to 

‘reliable knowledge’ (Jagger, 1989:157) before developing the debate more folly in 

Chapter Five. My decision to engage with the concept of emotion as a vehicle for 

knowing allowed me to submerge myself in a feminist research process. Principally it 

allowed me to generate problematics from my own experience, towards providing an 

account of “reality.” It provided me with an opportunity to explore the conditions and 

circumstances of being in the world, of working for improved patient care in a hospital 

in Ethiopia. The process of reconnecting with my emotions in the field allowed for a 

legitimation of my experience and essentially freed me up to “tell it as it was” in all its 

messiness. An alternative approach, devoid of emotion, would have presented instead, a 

sanitised version of what happened, a type of disconnected knowledge. This, I argue, 

would have had the potential to construct the experience as deviant from a norm or 

universality as dictated by a dominant group -  in the case of this study the concept of 

nursing care -  from what is principally a Western perspective. In other words, failure 

to acknowledge (and to use) the emotion of my experience would, I suggest, have 

rendered invisible not just my own voice (most frequently articulated in my emotional 

response, for example, “I feel paralysed.”) but also the voice of “others.” For it was in 

exploring my relationship with the “others” that I truly began to hear their voice, by 

listening to the music of the message, not just in what was said and not said but also in 

their behaviour of seeking to care for patients in a climate of oppression. Thus, the 

personal voice found in an exploration of my relationship with the “other” has not lead 

to a blind path of introspection; rather, it has opened a vista of serious social issues. My 

experience of finding voice in my emotional insights and observations has made it
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possible to make visible an experience of oppression. The process of securing this level 

of visibility supports Belenky et al (1997) observations of the potential of women’s 

ways of knowing to give voice to that which is silenced in a world which values, only, 

the words of ‘male authority.’̂

The use of emotion made it easy (though not always comfortable) to engage in a 

reflexive process of knowing my “self’ and in particular the presence of my “self’ in 

both the research process and the change process. Reflexivity engaged in “back here” 

essentially mirrored my fieldwork experience “out there” and the emotional work of 

being in the field. In so doing, it allowed for a process of detachment which involved 

both an acknowledgement and a letting go of emotions from the field; this in turn 

allowed for a better understanding of the staffs reality of seeking to provide patient care 

in a situation of oppression. In other words, the use of emotion as a framework of 

understanding increased my sensibility and sensitivity to the total context of the 

fieldwork experience. I did not experience it as an intrusion or unwelcome interference 

in the research process (a value within positivism); instead, it redefined the reason for 

both my perspective and my ontological experience. Part of that ontology was my 

experience both with and of “others.”

The expression of my emotions “out there” formed the basis of my engagement with 

“others” in the field, while “back here” an understanding of my emotions “out there” has 

allowed me to construct an understanding of that world and the dilemmas and conflicts 

that were part of the relationships between the multiple “I’s” and the multiple “others.” 

It is worth noting that the process of my detached assessment, facilitated by 

acknowledging the centrality of emotion in my experience and naming it while allowing 

for an ‘ethic’ perspective, has provided, also, for a more illuminating ‘emic’ or insider’s 

view. This seems somewhat at odds with the notion of viewing an ‘emic’ perspective 

before standing back to view an ‘ethic’ perspective as recommended by Fetterman 

(1989) and Fielding (1993). Rather, my experience demonstrates the interrelationship of

 ̂ In referring to the woric of Mary Field Belenky and her colleagues (1997) I do not wish to suggest that 
emotional insights and observations are possible only for women; but, rather, to suggest that within the 
‘malestream’ o f what constitutes knowing, understanding associated with emotion, whether by women or 
by men is silenced. For more on the silence of nurses’ voice within health care see Bernice Buresh, and 
Suzanne Gordon (2000) From Silence to Voice: what nurses know and must communicate to the patient.
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both processes, since, I argue, that my emotional responses on the ground did not always 

allow for an insider’s perspective, when, in my case, there was more than one insider, 

that is both patients and staff and, sometimes, my “self’ (as a nurse). My experience of 

viewing emotion as central to my epistemic endeavours concurs with Coffey (1999) and 

Schwartz and Schwartz’s (1969) contention of fieldwork as an emotional endeavour. 

Furthermore, it challenges the notion of separating or differentiating data gathered from 

‘affective participation’ and data gathered from ‘participation as role activity’ (Schwartz 

and Schwartz 1969:95,96), since both in my experience are inextricably linked. The 

idea that such a neat boundary is possible in ethnographic endeavours is essentially a 

positivist perspective, and has little value when living an experience of feminism as 

personal and feminism as political'* as demonstrated in this study. Thus, the findings of 

this study advance the debate on ethnographic fieldwork and, in particular, it 

problematises the compact processes of achieving an ‘emic’ and ‘ethic’ perspective.

My engagement in a reflexive process required not just an acknowledgement of my 

emotions but also a need to stay faithful to them in terms of honesty and justness. I 

needed to trust what I read in my fieldnotes as a record of my experience at the time. 

This was facilitated by acknowledging records (critical incidents) o f my ‘“outlaw” 

emotions’ (Jagger, 1989:161) as episodes o f ‘marked departures’ (Agar, 1985:20) fi-om 

what I expected and what I experienced. Thus, my outlaw emotions fitted with the 

notion of “breakdowns” (Agar, 1985) within ethnographic knowing. By seeking to both 

understand and include my emotions in activities of reflexivity I have displayed the 

interrelationship between self, other and context, between who we are as people and 

how we experience and interpret the world. Furthermore, I have demonstrated how my 

emotional responses within my research experiences changed as I began to 

conceptualise it differently and how they stimulated me towards new insights into my 

ethnographic experience. This is clearly demonstrated in my exploration of a trajectory 

of oppression (see Chapter Eight) and once again supports the notion of feminist 

ethnography as both method and experience (Chesney, 2001; Skeggs, 1994; Williams,

I use the term political here to capture issues of gender, power, oppression, domination and the need for 
consciousness raising.
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A. 1993) and challenges doubts about the validity of experience as against method 

(Hammersley, 1992:187).

The use of emotion as a vehicle for understanding my ethnographic experience has 

facilitated an acknowledgement of the meaning of the world of the researched, the 

meaning of the research process that is the world of the researched and the researcher 

and, finally, the world of the researcher. In other words, it has enhanced the 

characteristics or symbols of my interaction with both “others” and my “self’ and in so 

doing has developed my understanding of symbolic interactionism as an epistemological 

paradigm for ethnographic endeavour. By this I mean recognition of emotion and how 

it facilitated my experience of meaning in daily life situations “out there” and the social 

interaction I had with “others” and with my “self,” as I endeavoured to interpret my 

experiences both “out there” and “back here.” Thus, my experience of an emotionally 

defined symbolic interactionism within a feminist paradigm has allowed for a 

translation of the “real” derived from the lived experience of the researcher and the 

researched, and interpreted by the fieldworker-as-author.

In acknowledging the centrality of emotion to this study, I have demonstrated the 

synergism between emotion, observation, a self-reflexive account and the development 

of new insights of ethnographic understanding. In so doing, I have tried to avoid the 

potential for viewing emotion as ‘epistemologically indisputable’; instead, I have 

embraced the notion of emotion as epistemologically indispensable but, also, 

questionable and problematic (Jagger, 1989:163). For example, by drawing on my 

emotional responses, I was able to explore my relationships with “others” and in so 

doing I found both meaning and resolution (sometimes) in the complexities and 

dilemmas of relationships within the field. By this I mean the development of a greater 

understanding of who I am which, in turn, acknowledged (if not actually discovered) my 

“whiteness” and the privileges that go with being a white Western woman and a nurse.

While recognising this new experience of knowing my “self’ I began to question the 

notion of whiteness as problematic and I confronted the ‘“racialness” of [my] white 

experience’ Frankenberg (1993:1). This in turn facilitated a growing awareness of the 

“whiteness” of the debate on nursing care -  meaning nursing care as a Western
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construct often sanitised within Western cultural and economic capital -  and prompted a 

move away from an ahistorical and a predominantly mono-contextual understanding and 

analysis of nursing/patient care. Thus, I argue that recognition of emotion as 

epistemologically indispensable facilitated also an understanding of emotion as 

epistemologically disputable, in particular the need to problematise the “whiteness” of 

my experience and my understanding (prior to this study) of what it means to provide 

nursing/patient care. This experience concurs with Jagger’s (1989) contention that 

emotions bom of feminist insights can prompt further feminist observations and 

insights, and in so doing generate new directions in both theoretical understanding and 

praxis. In the course of this study I have experienced a relationship between emotional 

awareness and understanding which was cyclical in that each continually influenced the 

other and both were related. Thus, this study differs from other studies on caring in that 

it situates the researcher and her emotions as part of the research process and findings. 

Furthermore, it supports the visibility of the researcher and her or his emotional 

responses to the fieldwork experiences, towards lessening the potential o f research 

activities by researchers from the West to perpetuate elements o f colonialism that have 

existed in the past and often continue to exist in the present. In particular, the findings 

of this thesis suggest that the visibility and reflexivity of “self’ within the research 

process can alert the reader to the potential of the outsider from the Western world to 

engage in elements of colonialism, principally oppression, when working in the Third 

World.

The next section will bring together themes within the study, which relate to caring and 

oppression, towards further illumination of the complexity of providing nursing/patient 

care in the Third World.

Nursing/patient care: a struggle at the intersections of systems of 

domination

The process of writing this thesis from a feminist perspective allowed a conversation 

with my “self,” where I reconnected with the everyday world of my experience in 

Ethiopia and with my own biography. This facilitated an understanding of seeking to
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work for improved patient care as a struggle to deliver care in an environment of fear, 

poverty and oppression. In this section of my concluding analysis I will explore how my 

findings in relation to oppression can illuminate our understanding of what it means to 

provide nursing/patient care in a situation of oppression. At the outset of this study, I 

began by exploring caring (both lay and professional) within a framework of gender. 

This provided a context in which to understand the complexities of caring within the 

notion of gender as a daily resource, organisational logic, role boundaries (both 

inclusion and exclusion) and commodity production. Throughout my fieldwork “back 

here,” I continuously located the reality of caring within a gendered world and this, in 

turn, enabled me to develop an understanding of why a breakdown in caring had 

occurred. Central to this was the need for self-preservation and self-protection in a 

climate of perceived oppression.^

The construct of self (as the caring one) in relation to caring is well documented, 

particularly within an understanding of relationship with the cared for and, specifically, 

within the notion of “being with” and the ideal of presence with the cared for (see 

Chapter Two). Data in this study demonstrate that in circumstances of overt oppression 

some did attend and reach out to “others,” however, the dominant values were 

principally those of self-preservation and self-protection. In seeking to play out the role 

of self-preservation, both the gendered world and the oppressive world were re-enacted 

towards negotiating a pathway for survival of self Take, for example, the gendered 

roles of “basic” skills and technical skills.^ In situations of oppression, the dominant 

value seems to favour technical skills at the expense of “basic” skills as outlined in 

Chapter Two. While this might at first appear to be related to the greater value 

associated with technical skills as knowing, knowledgeable work, closer scrutiny 

suggests an alternative understanding. That is one of self-protection and self- 

preservation, where the emotional labour of caring for another can at least be minimised

’ I use the term ‘perceived oppression’ here to remind the reader o f the complexity o f the term oppression, 
and in particular the need to understand its meaning within a social, cultural, historical and economic 
context o f  reality (see Chapters Seven and Eight).

* Engagement in technical skills does not always exclude engagement and attachment as illustrated, for 
example, in my description of wound care, which is principally a technical skill. Therefore, it does not 
follow that tensions should exist between “basic” skills and technical skills; both can allow the nurse to 
experience presence and connection with other. Data from this study suggest that when doing “basic”
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if not avoided, since engagement in technical skills allows for some distance from the 

patient, while engagement in “basic” caring skills brings one into closer contact with 

patients. However, efforts at self-protection can constitute emotional work; that is the 

work involved in distancing and detachment, which, as described in Chapter Eight, 

constitutes efforts to avoid the spiritual and mental burden of an inability to care. Thus,

I argue that emotional labour is unavoidable in both the presence and absence of caring.

Furthermore, in the absence of caring there exists a greater potential for alienation 

within the experience of emotion. This occurs because of the reality of distancing self 

from other, which can result in lost opportunities for life-enhancing humanisation that 

can be experienced within both the relationship of caring and the acts o f caring as 

demonstrated in data presented in Chapters Seven and Eight. Hence, it is difficult to 

articulate the experience of oppression as oppression of one group (the patients) and 

oppression of another group (the staff), or indeed the oppression of one group (the 

patients) by another group (the staff). Both are intertwined and interrelated and do not 

appear to be consequent to the choices or policies of a few people. Rather, they 

represent ‘structural oppression’ (Young, 1990:41) in that the causes seem to be 

embodied in norms, symbols and assumptions of gender. Western medicine and 

Western aid. Thus, I argue that a plural explication of oppression (Young, 1990) -  that 

of self and other -  is necessary in order to understand the reality and to capture the 

insights of what constitutes a breakdown in caring. The notion of a plural oppression 

and the need to understand relationship within that shared oppression, in order to 

explain a breakdown in caring, finds a resonance in the African proverb described 

earlier by Haegert (2000:492) ‘I am because we are: we are because I am.’ Inherent 

within the wisdom of this proverb is the notion of presence and relationship to both self 

and other. Thus, once again I return in a circuitous way, towards seeking to understand 

the availability or absence of caring, but this time it is necessary to explicate further the 

notion of presence both to self and to other.

skills is deemed to be o f  less value than doing technical skills, then it is that nursing/patient care is 

problematic.
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Problematising the notion of presence in caring

While data presented in this study supports the critical location of presence within the 

reality of caring, it suggests also the need to broaden our understanding of presence to 

take cognisance of the need to be present to self. In being present to self it is possible to 

both distance self from the patient (in acts of self-protection and self-preservation) but 

also to bring the patient in from the margins when she or he has been alienated or 

rendered invisible within a situation of oppression. It was argued in Chapter Seven that 

an ability to explore the experience of presence to self -  in particular caring experiences, 

beyond those of professional caring -  can humanise a situation. In other words, it can 

allow for a return from self-protection to one of inclusion of other, where it is possible 

not only to share the experience of a patient and to engage oneself on the patient’s 

behalf but also to find both meaning and agency within the experience for oneself.^ 

Hence, I contend that the construct of presence, within nursing/patient care, needs to be 

broadened beyond an understanding of intersubjective encounter to include also the 

notion of intrasubjective encounter and the reality of the personal ontological 

experience, individuality and essence of the care giver. Part of that personal ontological 

experience can be located in an understanding of how health care workers experience 

caregiving and their relationship with the patients and their families. Understanding at 

this level has the potential not just to situate the personal within the context of care and 

non-caring but, also, within the plurality of oppressions that may directly or indirectly 

influence our ability as health care workers to care for patients. Principally, such a level 

o f understanding would acknowledge the complexity of personal demands that can 

make caring in the relational sense difficult, if not impossible as demonstrated in this 

study. In other words, the data presented in this study supports the contention by 

Stockdale and Warelow (2000) that caring is specific to context and circvmistances and 

it cannot be viewed as a universal construct (Dunlop, 1994; Juntunen and Nikkonen, 

1996; Schuster, 1981). Furthermore, the coherence and understanding articulated and

’ The idea o f  finding agency within an oppressive situation illuminates my attempts at consciousness 
raising as indicated in Chapter Two (22), when I suggested to the surgeon: “Please don’t lose your energy, 
you need to use it.” On the other hand, it challenges the powerlessness I felt in my own feelings o f  
“helplessness” at the time (Chapter Two;21). This seeming contradiction can, I suggest, be explained by 
the power o f reflection, particularly the process o f  reflection on action, which allowed a process o f  
distancing and understanding of what can be possible in situations of perceived oppression.
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argued in the trajectory of oppression, in this thesis, advances our understanding of what 

can be the reahty of personal demands in caring, and in so doing it suggests a 

framework for exploring how caregiver-centred support might be offered.

In recognising the centrality of context and in particular the potential for a breakdown in 

caring within oppressive structures, it is necessary also to recognise the potential for 

agency within such structures. Data presented in this study suggest that ability to find 

agency within oppressive structures can accommodate a shared humanity and a sense of 

meaning of both self and other. By this I mean the ability to step outside an oppressive 

situation beyond a sense of ‘domestic fatalism’ (Freire, 1972) and powerlessness 

towards discovering one’s own power and agency, even if such agency requires 

elements of risk-taking as demonstrated in Chapter Seven. Thus, I contend that the 

presence of an oppressive situation need not be viewed as a limit-situation in which 

there always exists a sense of hopelessness; rather, oppressive structures need to be 

viewed as historical contexts where individuals can find avenues of meaning towards a 

shared humanisation.

Despite my contention (based on the data) that oppressive situations need not be viewed 

as limit-situations, there is a danger that, in acknowledging this, circumstances of 

oppression may not be explored. Particularly, the emotional work involved in self

protection and self-preservation may be neglected. It is argued that within 

circumstances of oppression, ability to care is essentially a fragile and risky endeavour 

and as illustrated in the findings of Chapters Two and Eight, it can be an ephemeral 

experience. Recognition of the transitory nature of caring can, I argue, be best explored 

within the notion of a trajectory of oppression and specifically through a lens that 

recognises emotions as active engagements and constructions of the world. Let me take, 

for example, the construct of the indifferent self as described in Chapter Eight and in 

particular the absence of interest and concern for other. While data suggest that this can 

provide some degree of self-protection and self-preservation, essentially it alienates the 

self and in so doing, it contributes to a cycle of oppression where both self and other are 

disaffected and marginalised. Thus, individual experience is simultaneously a social 

experience and our understanding of how emotion functions for both the individual and 

society is, I suggest, central to our understanding of caring and, more specifically, our
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understanding of situations where a breakdown in caring has occurred. For example, 

emotion expressed by individual nurses during the nurses’ strike in Ireland in 1999 

reflected a social experience of a breakdown in caring {Irish Times, 20/10 /1999:9; 

23/10/1999:11; 30/10/99:17). More recent evidence (Irish Times, 14/4/2001:13; 

28/06/01:1,4) continues to demonstrate a synergism between individual and societal 

experiences in relation to a breakdown in health care here in Ireland, which I suggest 

can be viewed within the notion of structural oppression.*

While the construct of emotion in relation to nursing/patient care has been evaluated 

(James, 1998; Smith, P.1992; Staden, 1998), primarily it has been explored in relation to 

the skills involved towards affirming nursing’s worth (Staden, 1998). The findings of 

this study suggest that our engagement with the centrality o f emotion to caring work 

should move beyond its embodiment in caring activities to include also its function in 

the avoidance of caring work. This essentially means making visible the complex needs 

o f both health care workers and patients in order to avoid the invisibility o f both within 

situations o f oppression.^ The findings of this study suggest the need to modify the idea 

of professional caring to take cognisance of the complexity of the emotional, relational, 

contractual and contextual nature of care. To do so would, I argue, provide a framework 

for nurturing ethical care, where stability between the work environment o f caring and 

the public caring of health care personnel is cultivated and supported. Such an ethic o f 

care could embrace the principles of caring -  looking, seeing and attention (Griffin, 

1983 in Chapter Two) -  while at the same time being inclusive also o f the caring one.

* On April 14* 2001 the Irish Times newspaper editorial gave details inter alia  o f  two women’s 
experiences o f  the health care they received when they had a hysterectomy (removal o f the womb). In one 
case, where the woman could afford to be treated on her private health insurance scheme, her treatment 
was superior to that of the second woman who had to rely on the public system o f health care. On June 
28“' 2001 the paper carried a report o f a young woman with cancer taking her case to the High Court in 
order to get an undertaking that the Health Board would provide a hospital bed for her to receive care. 
Earlier her treatment had been cancelled because there was no public hospital bed available to 
accommodate the woman {Irish Times, 28/06/01:1,4).

’ Principally this study describes situations of overt oppression; however, circumstances of covert 
oppression have been presented also, for example, the potential o f my work as a change agent to oppress 
further an existing difficult situation; and the potential for a dual oppression as a consequence o f  
conscientization fatigue. Circumstances o f professional caring in Western hospitals can also be 
oppressive albeit in a more covert way, for example, when access to professional health care is dictated 
by ability to pay as illustrated in footnote eight, when nurses feel they are unable to care because o f  a 
shortage o f  human resources (Clarke and O’Neill, 2001), or when we as professional carers engage in a 
process o f  ‘exclusionary othering’ (borrowing a term from Mary Canales, 2000) o f patients and their 

relatives.
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Data presented in this study suggest that processes of distancing and detachment -  the 

feeling self, the protective self and the indifferent self -  which fit with Lifton’s (1968) 

description of ‘psychic closing o ff  and ‘psychic numbing’ and the concept of ‘selective 

self-focusing’ (Williams, A.M. 1998), need to be considered within an ethic of caring. I 

contend that to do so would involve a move away from the notion of caring as 

engrossment and as a selfless act (Noddings, 1984) towards a feminist perspective of 

relatedness and responsiveness, inclusive of both self and other, inclusive of both person 
and role.

Gendered codes and a gendered world

In seeking to understand the complexity of caring (and the breakdown of caring) in a 

situation of oppression I have outlined in Chapter Eight, a trajectory of response. I 

argue that the findings on behaviours of detachment and distancing are parallel to the 

behaviours of formality and distance valued within what Davies (1995) terms the 

masculinity of organizational life. However, while behaviours within the trajectory of 

oppression militate against presence, connectedness and intimacy (in the sense of 

closeness and the familiarity of knowing the other) they appear to be strongly embedded 

in experiences of emotion. Thus, behaviours within the trajectory connote on the one 

hand, dispassionate absence; while on the other hand, they suggest a painfial and 

passionate presence. This, I contend, presents us with a paradoxical situation of 

masculinist and feminist gender codes of behaviour. Hence, in seeking to understand a 

breakdown in caring, we need to consider both. Thus, based on the findings of this 

study, I argue that the recent trend in nursing to engage in reflective practice towards the 

development of holistic clinical practice (Johns, 2000) needs to include an exploration 

of gendered codes of behaviour and how these influence both our ability to care and 

what we consider to be valuable nursing care.

Inherent within the activity o f  reflective practice is a focus on self, within the context o f  lived  
experience towards enabling understanding, action and resolution o f  contradictions between desired and 
actual patient/client care (Johns, 2000:34).
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The visibility of behaviours of disengagement and detachment, of appearing indifferent 

(suggesting a gender code of masculinity), principally allowed for circumstances of 

scapegoating and victim blaming of the nurses and health assistants and occasionally of 

me. The behaviours allowed for the engagement of detached observation and summary 

explanation, which essentially appeared as impartial, impersonal and authoritative. 

Although, at times throughout the research study, I too engaged in circumstances of 

scapegoating and victim blaming, nevertheless it is my contention that such a summary 

explanation allowed for a bureaucratic decision (either wittingly or unwittingly) between 

the academic institution and the aid agency to seek a nurse advisor in the first instance. 

This, I contend, ensured a narrow focus of involvement and essentially effected a 

continuation of the status quo of hierarchical and structural power.

Elements of this hierarchical and structural power were at times conducive to an 

environment of non-caring; for example, when, as illustrated in Chapter Seven, the 

regulated, quantified and abstract world of curing (or the discourse of medicine) was 

unable to suspend its control or to make way for a sense of humility towards 

accommodating the perilous and sacred experience of dying, to step aside to allow time 

for the language of silence (Lingis, 1994). Similarly, data indicate that the domination 

inherent within the hierarchical and structural environment -  historical, patriarchal and 

medical -  of this study militated against advocacy and bearing witness on behalf of 

patients or indeed of self as health care worker. Instead, it accommodated socially 

constructed behaviours of self-protection and self-preservation that defined and 

maintained hierarchical boundaries and relationships. Hierarchical boundaries 

interfered, also, with the potential for developing relationships between lay caring and 

professional caring and accommodated a system of ‘demarcationary exclusionary 

closure’ (Walby, 1989) where families were viewed as having a responsibility for caring 

but were isolated in their role. The practice of leaving relatives and significant others to 

their own devices meant that opportunities for connectedness, and thus a shared 

humanity, were missed at three levels. Firstly, the expectation that families should 

provide “basic” care reduced opportunities for “being with” the patients. Secondly, 

failure to engage in shared caring with family members made it easier to alienate 

patients within a discourse of medicine. Finally, the hierarchical structures that existed 

in the hospital of this study alienated families within a discourse of professional caring.
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and opportunities for developing a shared humanity and meaning in caring were not 

always realised.

My analysis demonstrates that engagement with masculinist codes of organisational 

behaviour can illuminate our understanding of a breakdown in caring. Furthermore, an 

understanding of the complexities of the absence of caring can be developed further 

through a perspective of feminist gender codes. In other words, as demonstrated by data 

in this study, a feminist perspective makes it possible to particularise and to move away 

from the detached observation and authoritative explanation of a breakdown in caring, 

towards a more coimected and personal view of the details of the case. Thus, 

engagement with the particular can avoid scapegoating disadvantaged individuals or 

groups within systems of domination and power. Data presented in this study suggest 

that efforts at understanding, which are located in masculinist gender codes of 

distancing and detachment, have the potential to dehumanise further an already existing 

situation of dehumanisation. Conversely, understanding which takes cognisance of 

emotional engagement has, I argue, the potential to achieve a mutual life-affirming 

humanisation of those who are oppressed and those who are both oppressed and 

oppressors. Within a context of professional caring this means striving towards an 

embodied use of self as the caring one who is both self-orientated and other-orientated 

in a balanced act of caregiving. It entails making room in professional caring for lay 

caring, not as a substitute care in the absence or unwillingness to engage in professional 

caring but rather as a collaborative activity of inclusion and shared meaning of what it is 

to care and to be cared for. Drawing on the findings of this study the next section will 

suggest some potential learning for nursing education and practice.

Implications for education and practice

The findings of this study advance our understanding of the complexity of caring and in 

so doing suggest opportunities for learning within nursing education and practice “back 

here.” Principally they challenge us to value caring and to recognise how fragile and 

ephemeral it can be. In a world of developing technology and fiscal prudence in the 

Western World, there is a real danger that nursing/patient care will become even more
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peripheralised or marginalised within an economically driven health sector. Thus, we 

need to appreciate the value of caring, both comfort caring and technical caring and to 

avoid the potential of creating a hierarchy o f caring along the lines of gendered cultural 

codes. In other words, we need to value the personal, both patients and health care 

workers, and this in essence means excavating old dinosaurs and unpacking the 

remaining vestiges of power, domination and patriarchy that exist in our health care 

systems. We need to develop our political acumen, in order to make our work as nurses 

visible. Our efforts at making our work visible must distinguish our work from that of 

medicine.'* This is particularly critical at a time when educational and practice 

programmes of advanced clinical nursing are blurring the boundaries between caring 

roles and curing roles, and where accommodation of the advanced practice role of the 

nurse is often parallel to the introduction of skill mix (essentially a euphemism for lower 

pay and less education and training for persons engaged in what is termed “basic” care). 

It is worth noting that Christine Hancock, the incoming President o f the International 

Council o f Nurses, in her inaugural speech at the 22" '^ Quadrennial Congress in 

Copenhagen in June (2001) identified ‘care’ as her watchword for the next four years, 

before asking all delegates to remind nurses ‘back home’ that ‘caring is the essence of 

nursing.’ Thus, our challenge in nursing is to continuously seek a care meaning in the 

ever-increasing technology of curing (at least here in the West), and not to substitute one 

for the other, a challenge which is echoed by Rocha et al (2000). At the same time, our 

challenge intemationally is to question and summon debate on the appropriateness o f 

health care institutions and practices modelled on the West, including its technologies, 

its masculinist codes, and subordination of caring, as an ideal for countries o f the Third 

World.

This study has demonstrated how nursing/patient care is a context dependent activity at 

the intersections of systems of gender, hierarchy and power. Thus, one way to promote 

the activity o f caring is to develop the language we use to articulate the context o f 

caring. This means developing curricula in nursing education that explore principles o f 

gender, power, domination, oppression and hierarchy. Alongside engagement in

" Bernice Buresh and Suzanne Gordon (2000: 73) believe that making a distinction between the roles o f  
nursing and medicine is not about point scoring against another professional group; rather, it is to frame 
an understanding towards recognising difference and its value, usefulness and significance.
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curriculum development, we as nurses need to celebrate the feminine, not in the sense of 

a sentimentalized image . . .  of superficial goodness, compliance, and self-sacrifice’ 

(Montgomery, 1993:129) but rather, by embracing our feelings, our emotions, ourselves 

and the complexities that allow us to be both ‘F and ‘we’ in a shared humanity, which is 

caring. I argue that the findings of this study present empirical evidence to support the 

potential power (meaning horizontal power as opposed to vertical power) inherent 

within an understanding and expression of our emotions. While this is a labour of 

painful experience, the resultant power derived from generating new directions in our 

understanding and praxis is also challenging. Thus, notwithstanding the potential of 

emotion to move our understanding of power beyond a framework of masculinist 

authority, I remain cautious of the challenges that lie ahead for nursing/patient care to 

extend the debate and the research on evidence based practice and what constitutes 

evidence of care and caring.

Finally, my analysis of my experiences of working for change towards improved patient 

care and in particular the value of using my personal voice with “self’ and “other,” in 

order to understand what it means to care, suggests the potential of using a reflexive 

model of change, one which allows for the change agent to engage in both reflection in 

practice and reflection on practice.

Summary

In developing this concluding analysis I have attempted to situate the construct of 

emotion as central to both method and experience within this ethnographic endeavour. 

Specifically, I have described how the use of emotion has facilitated a feminist way of 

knowing and an author saturated text born of a process of reflexivity. In addition my 

analysis has located the construct of emotion as central to understanding situations 

where a breakdown in caring has occurred. In making a case for advancing the use of 

emotion to understand situations of non-caring, or circumstances where a breakdown in 

caring has occurred, I have proposed the need for engagement with gender codes of 

understanding. This requires moving beyond a masculinist view of detached knowing to 

one of connected and passionate knowing or, in other words, a feminist way of knowing.
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In this last chapter I have attempted to situate some of my findings within an Irish 

context, specifically in relation to the current crisis of care within our health system. In 

addition, I have suggested ways in which the findings of this study might influence 

nursing practice and education “back here.”

In conclusion, this study has contributed to an advanced understanding of what it means 

to engage in feminist ethnography and specifically in the following areas; the 

complexities of fieldwork both “out there” and “back here”; the self-other debate and 

the notion of multiple “I’s” and multiple “others”; and writing a reflexive, author 

saturated account. Specifically, the thesis demonstrates the utility of using critical 

incidents as a methodology for ethnographic research. The study draws on an eclectic 

source of theoretical concepts and research methodologies and in so doing represents a 

post disciplinary research approach to illuminate a nursing and societal phenomenon. 

Finally it advances the research on what it means to care, particularly in situations of 

oppression.
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APPENDIX ONE

Job Description^

Advisor -  Nursing Services

Duties

•  Advise on methods of improving the quality of nursing care by ensuring good 

administration skills amongst nursing staff in the areas o f resource management, 

supervision, teaching and evaluation.

• Assist in creating efficient and effective nursing management procedures in the 

hospital which will encourage the professional growth o f the nursing persoimel and 

students.

• Advise the nursing department on the orientation, deployment and general 

management of new nursing persormel.

• Assist senior hospital staff to establish a nursing care philosophy which is feasible 

within the hospital environment.

• Participate in the training of nursing personnel and nursing management.

• Advise on how the referral system between the hospital and the community can be 

strengthened.

• Support students and staff in the areas of community-based training and research.

' My job description did include information about the location, the hospital and academic institution. 
These details have been omitted to maintain confidentiality and anonymity of the fieldwork site.
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