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ABSTRACT 

An examination of values and behavior of nurses within the 

institutional bureaucracy of a hospital is the subject matter of this 

thesis. In this study the structural characteristics of health provi

sioning in the hospital environment restrict the development of a uni

fied body of nurse professionals, and these realities generate conflict 

between the value interests of nurses and those of the hospital. Con

flict examined here refers specifically to the disparities between 

belief and action, and were analyzed by utilizing the distinctions 

drawn between cultural and social elements of life developed by the 

anthropologist Geertz. 

An ethnographie study with the use of a questionnaire developed 

from the anthropological political role behavioral concepts of middle

man, patron, and entrepreneur to investigate attitudes and beliefs 

about nursing behavior suggests that a critical paradox is emerging 

between the behavioral expression of nurses and professed institu

tional ideologies. Traditionally, the nursing profession has been ori

ented toward "otherness," that is, the interests of the patient and the 

physician stood above those of the nurse. The bureaucracy, with insti

tutional goals, and the relative powerlessness of nurses vis-à-vis 

physicians, prevents the development and implementation of their own 

caring model of service. The fact that nursing models of care are 

being thwarted by organizational and physician interests creates stress 

i i i 



for the majority of nurses. 

One major outcome of stress is that nurses are now beginning 

to alter their professional role behavior. The old value system is now 

being challenged by a younger generation of nurses, who see themselves 

as professionals seeking personal advancement and gain within the con

ditions of the hospital. 

From an applied anthropoiogical perspective, the ethnographie 

data were generated into 0 research hypothesis and questions related to 

value conflict and social behavior. A list of recommendations for 

change within nursing and the institutional bureaucracy is suggested. 
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CHAPTER l 

INTRODUCTION 

... The shapes of change 
ai ai they take their time 

asking what the dawn asks 
giving the answers evening gives 
till tomorrow moves in 
saying to man the moon shooter, 
"Now l am here--now read me--

give me a name," 

Carl Sandburg, liMan the ~1oon Shooter Il 

Anthropology is the study of human beings and its largest sub

field, cultural anthropology, is concerned with c.ulture.s human beings 

have created. The working definition of culture in this thesis is the 

acquired knowledge that people use to interpret experience and to gen

erate social behavior (Goodenough 1975:5). The following study deals 

with the way in which nurses behave and with what they believe about 

their work within one complex institution where the delivery of health 

care services to:kes place within the greater cultural entity of Canada, 

Transcultural Nursing 

The development of the interrelationship between the fields of 

nursing and anthropology has been largely due to the efforts of Made

leine Leininger, the first·nurse-anthropologist. Leininger (1977a:6) 

has described the new field as Iitranscultural nursing"' which is: 

l 



the study of cultural differences and similarities regarding 
the caring components of nursing practices, but with the 
emphases upon the systematic comparative study of values, 
beliefs, and patterns of caring behaviors. 

The concept of care and caring behavior is, therefore, an 

2 

important aspect of transcultural studies relating ta health care. Most 

studies in the subfield of medical anthropology have been concerned with 

curative aspects, and they have generally been interpreted from a med

ical (disease-illness) orientation bath in Western and non-Western cul-

tures. Transcultural health care is more all encompassing, in the sense 

that it suggests study and work by all health disciplines--their roles, 

functions, and activities in different contexts (Leininger 1975:5). 

This study will focus primarily on the roles, functions, and 

activities of nurses; however, other health care professionals will of 

necessityenter into the study. 

Purpose of the Study 

Though anthropologists have been describing, analyzing, and 

interpreting cultures throughout the history of the discipline, nursing 

has, only recently, been examined as a cultural subset. From theore

tical and research perspectives, its central focusl "caring,1I is now 

receiving explicit attention. Nurses and other health care profession

als, as wel1 as health care institutions, have been studied extensively 

by behavioral and social scientists. However, only in the past decade 

have nurses begun ta study the components of nursing, seeking to bring 

forth the dimensions of care and caring behaviors exhibited by nurses 

themselves. 

The purpose of this study is the exploration of nurse role 
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behavior within one institution. In the process of organizational soci

alization, the implications for nurses and their patients have important 

theoretical questions in terms of political-bureaucratic goals versus 

professional "car ing" values and behaviors. 

Objectives of the Study 

A number of objectives were developed to guide the investigator 

during the course of the research development. As an integrative dis

cipline~nursing has adapted and combined knowledge from many fields of 

study in its attempt ta understand the health and role behavior of 

individuals to improve the practice of nursing. Anthropology continues 

to gain insights about human behavior drawn from all parts of the world 

through a long span of time. As such, anthropology may be considered 

the most integrative dfscipline of all the social sciences. Nursing 

is, also, an integrative discipline and shares knowledge from various 

fields while developing its own science. Anthropology has and is hav

ing a definite impact upon the theoretical developments of nursing to 

effect growth and change in the "practice" arena. Thus, the first 

objective in this study was the use of anthropological and social sci

ence research methods (interviewing techniques, participant observa

tion, and a questionnaire) ta gain insights into nursing values and 

behaviors. 

"Applied Anthropology" provided an important function in this 

investigation. Included were the notions of the theoretical components 

and the production of practical data in the form of information, ideas, 

knûwledge, understanding, and hypothesis formation for the purposes of 
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their contribution to the solution of problems of interest and concern 

to professional bodies and organizations. Foster (1976:29) explains 

that "applied anthropology" is a phrase commonly used byanthropolo

gists to describe professional activities in programs that have as pri

mary goals changes in human behavior believed to assist in the ameljora

tion of contemporary social, economic, and technological problems, 

rather than the development of social and cultural theory. However, 

theories may, incidentally, develop from the research itself. 

At the outset of this study specific objectives were chosen 

over a particular theory, or conceptual framework, as the guide to data 

collection. Schatzman and Strauss (1973:12) indicate that without spe

cific theory as a guide, the researcher may relinquish sorne measure of 

control over the inquiry, but probably will make the relation to it 

more flexible and, hopefully, thereby generate new theory. Moving 

toward problem solving goals was one of the functions of this research, 

but the theory advanced by the anthropologist, Geertz, provided a 

direction in the analysis of the distinctions made between social and 

cultural elements of life and the social behavior of nurses. 

Concepts described in political anthropology, specifically 

those related to role characteristics of middleman~ patron, and entre

preneur (see Appendix A) facilitated development of the questionnaire 

designed to unfold knowledge about nurses· attitudes and values regard

ing professional role behavior. 

The second of the major objectives was related to the impact of 

the structural characteristics of complex organizations on nursing 

values and the consequences for nursing practice. The third objective 
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was directed at the development of awareness of the cultural norms~ 

sorne rituals and myths of nursing practice which influence~ positively 

or negatively~ the caring process of nursing. Leininger (1970) has per

ceived and described nursing as a culture by examining the values~ 

beliefs~ and ritual practices of nurses. She has illuminated the myths 

which have been perpetuated by nurses themselves, by bureaucratie 

structures where "practice" takes place, and by the power and authority 

vested in members of the medical profession. These ideas, incorporated 

into the analysis of the results~ served as a foundation in the formu

lation of a research hypothesis, and questions arising out of the 

research itself. 

Objective four was designed to elicit information leading to an 

understanding of the inter-intra-professional decision-making patterns. 

In terms of the group interaction, the notion of political role behav

ior was reinforced within the complex organization. Charactertsttcs 

regarding the power base structure within the bureaucracy and the 

inter-hierarchical occupational groupings led to ways in which ideolo

gies were introduced, transmitted~ and/or maintained. As an example, 

and to be discussed in detail later, is the relationship between physi

cians and nurses with the resultant "powerlessness" of nurses in the 

deve l opment of new mode 1 s of l'ca re. Il 

The fifth objective was to gain insight into the fundamental 

link between anthropology and nursing. The scope of the problems of 

this study addressed one central, recurrent theme. A critical paradox 

and implicit contradiction is emerging between the day-to-day behav-

ioral expression, nurses h values and attitudes, and institutional 



ideologies. Disparities and philosophical inconsistencies between 

belief and action created a number of problems for the nurses in the 

role of care-provider and for their primary responsibility--the care

recipients. 

6 

The problem identified and examined in this study was conflict 

within the context of politicaljorganizational goal formation, cultural 

and institutional ideologies, and the consequential effects on profes

sional nurse values and the delivery of health care itself. 

From the interpretive analysis of this study, potential resolu

tions to the conflicting values and behavior are presented later in the 

thesis in the form of recommendations for change. Group interaction 

was discussed as an avenue to facilitate the implementation of the 

planned change. 

A critical aspect of the study was stress. As a result of the 

stress, nurses were beginning to alter their professional role behavior. 

The old value system related to lI otherness,1I that is, the interests of 

the patient and the physician, was now being challenged by a younger 

generation of nurses who see themselves as professionals seeking per

sonal advancement and gain within the conditions of the hospital. This 

raises a number of questions in terms of the constitution of care 

itself. If nurses are no longer willing to engage in patterns of self

denial or extended, personalized care, what goals are realistic for the 

nurses? What models of care are imperative to meet the health needs of 

patients and the personal needs of care-givers in the social context of 

the hospital environment today? 



Background Information 

In carrying out a study of role behavior within an industrial 

city in Ontario, Canada, a knowledge of sorne of the highly specialized 

notions and concepts within the profession of nursing and the prevail

ing Canadian health care system is necessary. Additional information 

regarding specific glossary and other supportive data used within the 

context of this thesis appear in the appendices and will be so stated 

when indicated. 

The Canadian Health Care System 
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The National Health Insurance Program in Canada is based upon 

the established policy that every citizen has the right to adequate 

health care and it is the government's responsibility to assure that 

right. The four basic principles of the program are: universal cover

age, comprehensive benefits, portabil ity of benefits, and publ ic admin

istration and accountability (Andreopoulous 1975:xxi), 

The Canadian personal health care system has been successful 

particularly in the treatment of disease. Canadians are prepared to 

spend a large portion of their national income on personal health care 

services (Lalonde1974:65). The Government of Canada, as set forth by 

the Ministry of Healt!i (Lalonde 1974:11.,.67), has as its intention th-e . 

maintenance of a high level of servièes and support provided through its 

present activities in health protection, research, and the financing of 

personal health care. To these will be added specifie measures directed 

at the reduction of particular national health problems such as social

stress conditions leading to deaths from suicide and accidents; environ-



mental-ecological conditions leading to increased incidences of cancer 

and other diseases; social and cultural conditions leading to chronic 

diseases and social a1ienation prob1ems of the aged. The two broad 

objectives proposed by Lalonde (1974:66) are: 

1. to reduce mental and physical health hazards to populations 
of Canadians at risk 

8 

2. to improve the accessibility of good mental and physica1 
health care for those who se present access to care is unsat
isfactory_ 

The IIhealth field concept Il has evo1ved as the new scientific 

and research approach to fulfil1ing the goals listed above. Lalonde 

(1974:55) has described four categories for health research by which 

answers to health problems will be sought. They are: 

1. human biology 
2. environment 
3. lifestyle 
4. health care organization 

In providing universal coverag~ the health care system is a 

human con cern rather than purely an organizational concern. The purpose 

of the program is to remove barri ers to hea1th care. Canadians now take 

for granted that i1lness should no longer be associated with fears of 

destitution. The National Health Insurance Program has improved access 

to protection against financial catastrophe (Marmor 1975:243). 

The ideas presented here provide background data for the under

standing of a number of the problems raised in this study relative to 

health versus medical care; l1Jedical models (disease-illness) of care 

versus nursing care; cure versus care; care versus caring; organiza-

tional systems, such as active treatment hospitals versus aged-chronic 

care institutions. 
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Regulating Organizations in Nursing 

Since nurses are primarily employed in hospitals, economic con

trol is largely under the direction of hospital administrators, the 

Ministry of Health budgetary appropriations, economists, and/or physi

cian directors. Management of nursing services is controlled by Direc

tors of Nursing who are responsible to hospital administrators. Nursing 

supervisors or coordinators and head nurses, also a part of the nursing 

management staff, are responsible to the Director of Nursing (?ee Appen

dix B, Nursing Organization Chart). Nurses in direct care to the 

patients function in the roles of te am leader, charge nurse, and/or 

staff nurse and, though responsible to the Director of Nursing, are 

union ·members. 

In October of 1973, the Ontario Nurse~ Association (the nurses· 

union) which evolved from the Registered Nurses· Associaticn of Ontario 

(the professional organization), as the bargaining agent, was certified 

through the use of successor rights to bargain for nurses (Ontario 

Nurses· Association 1977). From that time until the present, collec

tive agreements between hospital administrators and staff nurses have 

been directed toward the improvement of salaries. Working conditions, 

although imperattve, have received sorne attention, but references to 

guality nursing care are still in the process of di"scussion and negoti

ation. Arbitration procedures and proeesses regarding factors about 

the guality of eare will be a major consideration and step toward the 

control nurses would have over their professional commitments and prac

tices within bureaucratie structures. 

The Health Disciplines Act of Ontario (1974) which is composed 
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of rules regulating the disciplines of nursing, medicine, dentistry, 

optometry, and pharmacy ensures that the activities of health disci

plines are effectively regulated and coordinated in the public interest. 

Each discipline has a regulating body; for example, in nursing it is 

the College of Nurses of Ontario. Standards of practice are to be main

tained. The Colleges ensure that the rights of individuals to the ser

vices provided by health disciplines of their choice are also main

tained. In nursing, an annual Certificate of Competence is issued upon 

knowledge of professional conduct within the standards developed by the 

College of Nurses of Ontario. A set monetary fee is required. In addi

tion, in the near future, proof regarding numbers of ho urs engaged in 

nursing practice and continuing education will be necessary prerequi

sites for annual licensure. One of the objectives of each group within 

the Colleges is the establishment, maintenance, and deve10pment of 

standards of knowledge and skill (The Health Disciplines Act, Govern

ment of Ontario 1974:1-11). 

Information Contributing to the Development of the Study 

Hospitals 

Most studies of hospitals have been conducted in psychiatrie 

institutions from sociologi"cal perspectives. Emphases on a variety of 

points of view including social organization, managerial control, pro

cesses, systems, human resources, economi"c considerations, professionals 

(nurses and physicians), and patients and patient care have been 

recorded in the literature (Mauksch 1973:817-830), Strauss and his 

associates (1964) provided a framework called II nego tiated order ll for 
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understanding and conceptualizing the hospital as a functioning organi

zation. Interaction in the hospital involved negotiation between occu

pants of positions, work roles, and between subgroups within the hospi

tal system. The overall research model for other sociological studies 

has been adapted and modified from the work of Strauss, et al. 

Few studies have examined the hospital as a cultural entity. 

Byerly (1970) conducted research in a general hospital in the United 

States where she studied registered nurse role behavior by means of a 

Il systems Il approaeh. She concluded that the social and cultural vari

ables'în organizational functioning were frequently overlooked by social 

scientists. Her conclusions provided a knowledge of the variables, 

insights into nursing problems, and recommendations for change, thus 

giving rise to the need for more specifie researeh studies for the 

improvement of nursing praetice. 

Leininger (1970) has described nursing in terms of the lIo1d ll 

and the IInew ll cultures based upon the changes in the education of 

nurses from hospital schools of nursing to university education systems. 

She has elucidated ideas about authoritarian and democratic leadership 

styles of nurses and physicians, and the social organization of hospi

tals. A primary feature of Leiningerls work was the conceptual schema 

for understanding the relationship between the disciplines of anthro

pol ogy and nursing, and how each field can contribute to the growth and 

development of the other. 

Medical Anthropology 

In terms of the anthropology of health and illness, Dunn (1976: 

137) has expressed the fact that ninety-five percent of the ethnographie 
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literature on health-enhancing behavior and on the values and beliefs 

that understand such behavior is concerned with curing. Within the con-

cept of "medical" anthropology, theoretical orientations have been dis-

cussed and advanced as empirical generalizations (Wellin 1978:38-39). 

They are: 

1. the universality of disease as a part of the human condition 
2. the fact that all human groups develop methods and roles for 

coping with disease, and 
3. the fact that al1 human groups develop beliefs and percep

tions for cognizing disease 

The last two statements recognize the social and cultural dimen-

sions; however, the theoretical postulations support a "medical" 

(disease-illness) position rather than a total health care (health pre-

vention, promotion, maintenance) model. 

A Model of "Caring ll 

The widerconceptual framework which reaches beyond the "cur ing" 

focus of medical models is that of nursing which is based upon "caring. 1I 

Leininger (1977:2 & 14) conducted research of seventeen cultures and 

has developed constructs relating to "caring" phenomena. They include 

comfort/support measures, compassion/empathy acts, coping assistance, 

stress alleviation, nurturant/succorance acts, surveillance measures, 

and health instructive acts and maintenance assistance. These cross-

cultural II caring" constructs have been described as the behaviors which 

comprise the model of ethnonursing within the transcultural nursing 

framework. 

Nursing and Political Behavior 

An examination of political behavior in nursing has been largely 



confined to leadership and leadership styles. Currently, there is an 

emphasis on power, authority, and influence from research and educa-

tional perspectives. Claus and Bailey (1977) have described a new 

approach to leadership by the development of personal and organiza-

13 

tional power bases and how its translation into influence can alter the 

system of health care in bureaucracies. 

Leininger (1974:28-34) has analyzed subordination and servitude 

as cultural images of the female nurses in the society. She suggested 

that nursing administrators and leaders need to become politically 

astute and learn to select different power strategies to solve adminis

trative problems in nursing. In another publication on health care 

practices, Leininger (1975:83-94) has pointed to the fact that, from an 

anthropological perspective, few cultures in the world have been so 

tightly regulated and socially sanctioned by one group--the physicians, 

who control and dominate all aspects of the field of health care. 

Deloughery and Gebbie (1973) have examined many factors of the 

governmental political dynamics in terms of nursing. They described 

problems of the political system of the United States, power and its 

relationship to nursing, guidelines for preparation for political 

action, and proposed changes in nursing political goals and outlook. 

Political Anthropology and Values: 
Their Relationship to Nursing 

The utilization of data from political anthropology contains 

viable concepts and theori~s which can be applied to nursing. In polit-

ical anthropology, researchers have described and interpreted the events 

of a political nature from cross~cultural perspectives. In nursing, 
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politics and political behavior in the form of power and influence have 

been identified as sorne of the greatest challenges in the movement 

toward professional control over practice conditions. The inter-

relationship of political anthropology to nursing may serve as a direct 

resource for analytical problem solving and planned change. 

To add to the "political" behavioral framework, Leininger (1970) 

has identified the professional and cultural value systems of nursing, 

the relationship of nurses to patients and physicians, and the patterns 

of communication within structured organizational settings. From 

selected ethnographic case studies and research findings of health-

selecting behaviors of particular groups, her analyses have led to 

increased understanding of cross-cultural health care realities. 

A variety of ideas related to the concept of particular role 

behavior in different cultures can be applied in the role identifica

tion of political attitudes/behavior of nurses when viewed as a cul-

tural subset. In the nursing profession the caring role is closely 

bound ta the hierarchical structure of roles within complex organiza-

tians, primarily hospitals. Although cari'ng behavior and political 

behavior might appear ta be at opposi'te pales of a semantic axis, there 

is an intrinsic link between them. The political anthropologist, 

Swartz (1968a:l) describes politics as: 

the events which are involved in the determinat10n and 1mple
mentation of public goals and/or the differential distribution 
and use of power within a group or groups concerned with the 
goals being constdered. 

This statement has implications for nursing. By viewing nursing 

as having a political basis, the events relative to the determination 

and implementation of public goals are the nursing care services them-
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selves. The use of power relates to the authority figures (nurse and 

hospital administrators, and physicians) who institute and initiate 

organizational policy which affects those groups (practitioners, nurs

ing care coordinators, head nurses, and team leaders) concerned with 

the direct implementation of nursing care services to patients. 

Politica1 anthropologica1 literature has a rich source of data 

for methodo1ogical and interpretative analyses in nursing. An attempt 

to critical1y review the theoretical underpinnings and construction of 

all the po1itica1 anthropological data found in the literature was not 

undertaken by this author. But selected data, especially from the 1it

erature related to the role concepts of middleman ($wartz 1968:a,b; 

Denis 1973; Bailey 1970; G1uckman 1968; Loffler 1971; Attwood 1974; 

Fallers 1955; Rodman 1977) were used as a conceptual framework for the 

deve10pment of a questionnaire. Two other role concepts, patron and 

entrepreneur, were inc1uded to assist in the design of the questionnaire 

items (see Appendix A and Appendix C). The behavior described in these 

ro1es paral1els a variety of behaviors present when nurses are situated 

in particu1ar organizational structures, like hospita1s, 

The questionnaire items were translated from specifie political 

anthropo1ogical data into the current termino1ogy of hea1th care pro

fessionals and hospita1 organizattonal processes and policies. The 

questionnaire, Current Nursing Trends (see Appendix C), was chosen as a 

methodologtcal tool for the purposes of arriving at discriminating 

types of information. lts main use in this study was directed at a 

hypothesized, internalized symbolic system of values. According to 

Kluckhohn et al. (19-51:388-399): 
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Values are ideas formu1ating action commitments. The ideas are 
instigators of behavior within the individual, that is, values 
and motivation are 1inked, but rare1y do they coincide com
p1ete1y. 

K1uckhohn (1951:421-422) describes "value ll further by stating 

that it is: 

A selective orientation toward experience, characteristic of 
an individual and/or group, which influences the choice between 
possible alternatives in behavior, 

The ideas of Kluckhohn are c10sely linked to the definition of 

culture which was presented at the outset of the study--that is, the 

acquired knowledge that people use to interpret experience and generate 

social behavior (Goodenough 1975;5). The cultural subset of nursing 

has value orientations linked to roles, organizations, and generally to 

the "caring ll phenomena of nursing itself. The use of the questionnaire, 

therefore, elicited data for the interpretation of the relatiùnship 

between nursing values and social action. A more complete analysis and 

explanatian will appear in Chapters IV and V, respectively. 

A }'esearch study conducted by Ray (1976) investigated political 

role behavior of nurses with the use of the questionnaire, Current 

Nursing Trends (see Appendix Cl, as a tool to test its reliability in 

examining attitudes toward nursing. Rale behavior concepts (middleman, 

entrepreneur, and patron) as characterized in palitical anthropology 

were applied to tnree groups of nurses~-staff nurses, nurse practition

ers, and office nurses (see Appendix Al. Data were subjected to sta

tistical analysis whereby the results showed evidence to support over

lapping role behavior as the dominant style in twa of the groups. In 

ethnographtc stud i es done by S\'/artz (1968a: 199-204) and Rodman (1977; 

525-537) overlappi'ng role behaviors were identified when the structural 
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role positioning of middlemen was interpreted within their particular 

culture groups. Thus, the conclusions reached were consistent with 

those reached by Ray (1976) in her study of political role behavior of 

nurses. 

Summary 

The foregoing chapter has provided the background information 

for the exploration of nurse role behavior with the complex institution 

of the hospital within the larger cultural entity of Canada. A descrip

tion of sorne important elements in the discipline of anthropology inte

grated into the discipline of nursing illuminated a variety of social 

and cultural phenomena in nursing and nursing care. A small number of 

nurses have become anthropologists, and their work has contributed to 

the understanding of transcultural health care and health-seeking 

behavior of particular culture groups. The field of transcultural nurs

ing as advanced by Leininger is a new subfield within nursing which 

studies cultural similarities and differences of caring components 

within nursing practice. Social science studies have largely concen

trated on role behavior of nurses with emphases upon the therapeutic 

milieu that will facilitate the IIcure'" functions. Little has been done 

regarding the analysis of II car ing. 1I It is considered the lI art ll of 

nursing. Descriptions of sorne major constructs of care from cross

cultural research have helped to classify what this lIârt li is, thus pre

paring the way for scientiftc investigation. 

Five objectives were developed to use as a methodological tool 

for i"nvestigating the nurses·' ideology and social behavior. Studies 
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done on political role behavior as related to the concepts of middleman, 

entrepreneur, and patron were used to design a questionnaire to examine 

nurse values. A previous study tested its reliability with three nurse 

groups. The use of other social science research methods--the interview 

and participant observation techniques--were employed to secure behavi

oral data. 

Structural characteristics of the hospital, inter-intra

hierarchical role positioning, communication, and decision-making pat

terns were a part of the investigative procedure to examine power as a 

political force in the hospital. 

Caring, in the form of therapeutic and non-therapeutic rituals 

and myths which affect nurses and care-recipients, was a way of linking 

the anthropological and nursing data which Leininger described in her 

analysis of nursing as a culture. The integration of the two disci

plines assists in problem-identification and understanding. In this 

study the critical paradox oetween professed institutional ideologies 

and the conflict of the professional value interests of nurses became 

the dominant theme which manifested itself in stress-related behaviors. 

An explanation of tne Canadian Health Care System in this study 

exemplified the conflict of ideologies of the philosophies of the fed

eral and provincial Ministries of Health and the existing relationship 

to the problems associated with economic constraints, conflicting bur

eaucratic goals, and the power the medical profession has over the 

whole system of health care delivery, 

Regulating bodies in nursing, such as the Ontario Nurses~ Asso-

ciation and the College of Nurses, seek to support and malntaln stan-



dards of practice in favor of the nurses l and patients'/clients ' wel

fare. 

Information regarding political behavior, political anthro-
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pol ogy, and its relationship to nursing set the stage for understanding 

how and why conflict became the dominant theme in the study. Theoreti

cally, the ideas from the political anthropological literature provided 

a framework for classifying political role behavior in nursing. Dis

tinctions made by Geert~ relative to culture and social behavior, were 

selected as a means of analysis for the relationship of culture value 

conflict and action systems. 

A few studies served to illustrate that there is a paucity of 

information about the social and cultural milieu of the hospital from 

the standpoint of nursing, thus demonstrating the need for nursing 

research from an "applied" anthropological perspective. 

The following chapters will describe in detail the methodology, 

results, and interpretation briefly outlined in the Introduction. The 

final chapter will include the Summary, Conclusion, and a number of 

plausible Recommendations in the wake of changing professional and per

sonal interests within the institutional bureaucracy and the culture 

of nurs-i ng. 



CHAPTER II 

RESEARCH DESIGN AND METHODOLOGY 

In this chapter, the author shall discuss the role of the nurse 

researcher as a participant observer in a study of the members of her 

own profession. Also described is the selection of the setting for the 

study, the presentation of a research proposal to groups within St. 

Francis ' Hospital, the research procedure, and the limitations of the 

study. 

Role of the Nurse Researcher in the 
Study of Nursing Phenomena 

Byerly (1976:143-162), a nurse-anthropologist, describes par-

ticipation observation as a role, a technique, and a methodology. 

Although there is a problem of bias in the examination of onels own pro

fessional group, Byerly emphasizes that the process of participant-

observation involves the sensitive awareness of behaviors of the persons 

being observed and similar insight into the researcher's own actions and 

reactions. The use of careful and complete recording of events, genera-

tiun of a hypothesis from quantitative and qualitative data, and retro-

spective evaluation and analysis, all provide the nurse-researcher with 

a broad data base, thus allowing for the maintenance of objectivity and 

integrity while investigating members of the nursing profession. Com-

plete eradication of subjective bias is virtually impossible and probably 

not even desirable. The subjective process is a valuable part of anthro-
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pol ogy and nursing because of the empathetic involvement of the re

searcher with the people. 
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As a nurse-researcher, the author found herself on several occa

sions in a conflict of values about certain practices within the hospi

tal. It was difficult not to intervene and actually explain to the 

nurses why a particular action would, either positively or negatively, 

influence or assist in changing the behavioral responses of sorne 

patients. For example, in the coronary care unit, the researcher was 

sure that sorne patients would benefit from increased nurse interaction 

and counseling about their anxieties related to coronary by-pass sur

gery based upon what the nurses had explained regarding their hospital 

experiences. But, in view of the fact that the information would poten

tially bias the conclusions, this action was not taken. The study, how

ever, was developed for the purposes of eliciting problems which could 

result in planned change at a later date. P1anned change, according to 

Bennis (1969:62-78), is defined as a deliberate and co11aborative pro

cess that 1) involves mutual goal setting between a change agent and a 

client system and, 2) is undertaken to resolve a problem or attain an 

improved state of functioning. 

The author was unab1e to assess the extent to which her status 

as a nurse influenced the data collection. Because the researcher was 

engaged in work as a clinfca1 practitioner in another hospita1 on the 

weekends, the staff regarded all intentions ta accomp1ish a study in 

nursing as fixed in rea1ity and not just in the lIivory tower. 1l This is 

important for nurses are actton- and practice-oriented and are critical 

of other nurses who speak on1y from the positions of educators or mana-
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gers. Very little nursing research is conducted. Therefore, the hos

pital nurses could have been reluctant to give information, but this 

was not experienced. There were no refusals on the part of any nurse 

to participate in the study. One nurse, however, did ask to whom this 

research would be of benefit. With an honest appraisal, the author 

stated it would benefit both the hospital and herself. There were more 

positive effects of the dual role of nurse and researcher than negative 

ones. In fact, the quality and quantity of the research were, no doubt, 

enhanced by the dual role. 

Seléction of the Setting for the Study 

The Hospital 

This field study was conducted in a hospital setting located 

close to the core of a city with a population of approximately 330,000 

which services a wide variety of the citizens of an industrial complex 

situated Just east of it. The communi"ty of the core city is repre

sented by a large number of lIethnic l
• groups besides the Anglo-Canadian. 

Many are newly arrived immigrants such as the Portuguese. Other ethnic 

peoples are East and West Indians, Africans, Chinese, East and West 

Europeans, Italians, and urban North American Indians. 

The hospital is designated as an active treatment hospital (in 

contrast to a chronic or aged care hospital) which has its major facili

ties open for over six hundred beds (including bassinettes). Since the 

health care system in Ontario ts moving toward regionalization, major 

specialty areas are designed for specifie centers, For example, this 

hospital is the major center for renal (kidney) problems, kiâney organ 
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transplant surgery, and peritoneal and hemodialysis procedures for the 

region. Health councils are designed to delineate the kinds and types 

of services available in the various hospitals for efficient use of 

resources. The Executive Director of St. Francis Hospital, initiator 

of the first district health council in Ontario, was instrumental in 

developing an effective assessment and placement service for the chroni

cal1y i11 and aged, a district laboratory medicine service, a coordi

nated hea1th 1ibrary service, an inter-institutiona1 transport service, 

as we11 as the development of comprehensive district programs of hea1th 

servi ces. 

The hospita1 has 1I1 ay ll administrators but is a1so administrated 

by a religious community of nuns within the Gatho1ic Ghurch, who had 

the full jurisdiction of managing St. Francis' Hospital before the gov

ernment's intervention in the health care system. 

The setting was se1ected for study, primari1y because of the 

encouragement and support from the Director of Nursing, in consultation 

with the Intensive Gare Unit clinica1 specialist. The author explained 

the type of research which wou1d be involved and, collectively, they 

felt that l app1ied" anthropo1ogioca1 research was important for identi

fyiong both management and clini"cal nursing problems. 

Participants Se1ected for the Study 

Upon the recommendation of the Director of Nursing, the primary 

group chosen for the structured interviews and the questionnaire admin

istration were the nursing coordinators because of their long-term 

emp10yment ion the hospita1. Nurse cl inicians, cl inica1 special ists, 

and head nurses were asked to complete the questiunnaire as we11. 
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For the non-structured interviews, the above groups and the gen

eral staff nurses participated with this researcher to develop the data 

base from which to examine bureaucratic and professional nursing prob

lems. 

Refer to Appendix A for a working definition of the job descrip

tion and/or responsibilities of the above listed occupational roles of 

nursing within the hospital. The Nursing Organization Chart (see 

Appendix B) explains the intrahierarchical structuring of these various 

occupational roles according to the management positions. 

Wards/Units Selected for thé Study 

The wards/units (see Appendix A) selected for participant obser

vation with head nurses and staff nurses were all but three units in the 

hospital: one Surgical Ward, the Emergency Psychiatric Unit (a crisis 

intervention center), and the Liaison Ward (a drug detoxification and/or 

suiciology unit). 

The Presentation of the Research Proposal 
to the Hospttal ReSearch Comfuittee 

The author was requested to prepare and present a research pro

posal (see Appendix B) to the Hospital Research Committee which con-

sisted of eleven physians, one di"rector of nursing, one board member, 

and one director of medical services (non-physician). Social science 

research conducted by a nurse had never been the subject of a presenta-

tion to the committee in the pasto Because there was little knowledge 

of the goals and objecttves of anthropological research, ample time had 

to be taken for explanation, There was sorne dismay rendered by the 
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physicians as the qualitative aspects of the research and, especially, 

the role of a nurse as participant-observer. Although the research 

objectives were primarily concerned with nursing care and nurse inter

action, sorne of them referred ta interhierarchical role structuring, 

decision-making, and communication patterns which appeared ta arouse 

apprehension among a number of the physicians. One can surmise that 

the apprehensions were related ta the fact that interactions within the 

hospital do not occur in a vacuum. Thus, investigations into behavioral 

patterns could reveal threatening events of a "political" nature or the 

delivery of medical care (in contrast ta nursing care) among competing 

individuals or groups of physicians. 

The use of the questionnaire was acceptable as an investigative 

tool. However, considerable discussion was required regarding the use 

of political anthropological terminology as its conceptual framework. 

One physician thought that the author was going ta undertake "subver

sive activities" of a political nature within the hospital. New sym

bolic formulations of political anthropology caused confusion within 

the physician group relative ta their political knowledge of existing 

Canadian governmental systems, 

A discussion evolved around the issue of "informed consent" 

which is of major concern in research studies today. One physician 

raised the point that persons engaged in the study should be aware of 

the subject matter and sign "consent forms." But, in terms of descrip

tive research, it would be almost impossible ta inform and receive con

sent from all the professional and non-professional staff, as well as 

the pati'ents. The Director of Nursing expressed he; opinion that the 
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use of the formal procedure would not be a problem in nursing research. 

The researcher reassured the Committee members that the ethical con-

siderations regarding protection of names and delicate information 

would be guarded and extreme respect maintained. Nurses and physicians 

have acute senses of responsibility in the area of ethics where many 

facets of health care and personal information must be safeguarded. 

Arrangements for office space were discussed, and the cost 

factors were delineated. 

Unanimity of agreement took place only after persuasive leader-

ship techniques were employed by the Executive Director of the hospital 

who stressed the fact that a research study of this kind would be a 

step forward in the advancement of nursing and hospital management 

knowledge. 

Presentation of the Research Proposal 
to the Coordinators 

The meeting with the coordinators was vital. If the relation

ships were not established with this group, the project would have 

failed. The proposal and the questionnaire had been previously circu

lated. It was important to explatn all the developments which led ta 

the idea of nursing research. The study was overwhelmfngly supported 

after a discussion about the methodology and the outcome benefits to 

nursing and the hospital. The Director of Nursing gave her full consent 

ta the propositions; and, Dy her enthusiasm and that of the researcher, 

the study was fully accepted. 



27 

Research Procedure 

As outlined in the Introduction, this study evolved around a 

set of research objectives to investigate the role behavior of nurses. 

To synthesize, the objectives are as follows: 

1. To gain insights into nursing behaviors during delivery of 

care to patients by utilizing anthropological and social 

science research methods 

2. To become knowledgeable about the impact of the structural 

characteristics of complex organizations on nursing values 

and their consequences for nursing practice 

3. To develop awareness of the cultural norms, rituals, myths 

of nursing practice which influence, positively or nega

tively, the IIpractice" of nursing--for example, effective 

care to patients 

4. To undèrstand the intra- and inter-professional communica

tion- and decision-making patterns within the hospital 

5. To recognize sorne of the fundamental and important rela

tionships between the fields of anthropology and nursing 

which have a beartng on the healthjil1ness patterns of 

patient and nursing behaviors 

The IIfield ll method process of discovery was used to lead the 

researcher to problems within the complex cultural framework of the 

hospital. According to Schatzman and Strauss (1973:1-13), the field 

researcner understands that the field is continuous with other fields 

and bound up with them in various ways; therefore, by this method, the 

researcher is free to think of any or all pertinent theories and assump-
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tions about the subject. 

Using the objectives of the study as one of the guides to dis

covery was the mode of entry into the formulation of the data base of 

this descriptive study. Description is an important phase of anthro

pological research which can subsequently lead to the formulation of 

hypothesisjes. The hypotheses may then be tested experimentally, if 

feasible. 

Structured interviews with the nursing coordinators and the two 

assistant directors of nursing were audio-taped, and the individual 

sessions were about one to one and one-half hours in length. The tapes 

were used only by the researcher for the purposes of understanding the 

information necessary for the thesis development. 

Participant observation on each of the units (with the exclu

sion of the three previously stated} was a methodological tool for 

interacting with the nurses who were in management positions and direct. 

patient care services. There were opportunities to witness the events 

of the professional life-ways of the people. 

A data gathering instrument, Current Nursing Trends Question

naire (see Appendix C) was used to understand the values, beliefs, and 

attitudes of nurses within the bureaucratie structure. The items on 

the questionnaire were developed from a variety of notions about polit

ical role behavior--middleman, entrepreneur, and patron--characterized 

in political anthropology and adapted to nursing. 

The questionnaire had been, previously, designed for a pilot 

study of political role behavior of nurses from an applied anthropo

logical perspective (Ray 1976). There were two main purposes of the 



pilot study: the use of the questionnaire as an investigative tool 

into the study of the role of the nurse as middleman; and whether or 

not there was a demonstrated link between the nurses' beliefs and 

their expressed behavior. 

Major strengths of the pilot study were as follows: 

1. The questionnaire, as a research tool, did provide infor

mation about the political role behavior of nurses in the 

study 

2. The results of the study revealed that overlapping polit

ical roles were the dominant styles of behavior of the 

nurses 

3. Usable concepts and theories from political anthropology 

can be adapted ta the study of a particular professional 

group in a modern, complex society 

4. The questionnaire tool is an important method for examin

ing se1ected types of data 

5. Resu1ts provided know1edge about disparities between 

belief and action 

6 'Process of the study is adaptable to another system 

The limitations of the study were as fol1ows: 

1. The study was not a representative sample 
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2 An itemanalysis of the statements on the questionnaire of 

the pilot study was not undertaken; therefore, the author 

was unable ta discern which items discriminated between 

groups and whether or not there was considerable variation 

within groups 



3. There were possible observer-bias and interaction effects 

4. There could be sources of external invalidity--specifi

cally, it is ungeneralizable 

5. The study is unreplicable within the conte~t of the study 

design 

Administration of the Questionnaire 

The same questionnaire from the pilot study was administered 

to the selected nurses within this present study (see Chapter IV). 
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The questionnaire was distributed by the office staff of the Director 

of Nursing via inter-office mail. No interviews or participant obser

vation had taken place before distribution, The participants were 

given a choice as to anonymity; however, a series of job inquiry ques

tions were a part of the cover page of the questionnaire. The groups 

were given a two-week deadline to complete the questionnaire which had 

to be moved forward one time only. Via inter-office mail, the ques

tionnaires were returned to the researcher'·s office by the secretaries. 

The nurses were unaware of the conceptual framework of the question

naire as regarding political role characteristics in the analysis of 

values/attitudes. They were aware of the fact that current trends in 

nursing were under investigation. A complete computerized, statis

tical analysis was not undertaken until after all the observations and 

interviews had been made. 

Other sources of data were spontaneous discussions which 

occurred in various locations in the hospital: the corridors, nurses' 

stations, patients' rooms, the cafeteria, conference or meeting rooms, 

or the nursing offices. Sorne of the interviews were focused, but often 



they were open discussions about nursing, hospital, or organization 

problems. 

The author was invited to a number of administrative meetings 

either for the purposes of patients, personnel, or both. In these 

meetings, the author was accepted as a partial participant by both 

administrative and staff personnel. 

Additional sources of information were written materials. 
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These included patient charts, patient kardexes (nursing care and diag

nostic guides), administrative announcements, policy and procedure 

books, nursing organization charts, the monthly hospital publication, 

and a statement of the nursing philosophy and objectives. Job descrip

tions, personnel policies, "union~ policies, published hospital write

ups of special projects were also reviewed. 

Field Notes 

The field notes provided a record of the authorts observations 

during the time of the study. They served as accounts of the stated 

values of the nurses and the author's observations of the social and 

cultural setting within which the nurses' activities took place. 

Sorne notes were recorded at the time the activity took place; 

others were recorded shortly after leaving the scene. Discretion had 

to be used in terms of when it was appropriate to take notes at the 

place of activity. 

The field notes served as part of a data base from which to 

generate a hypothesis and analytical statements. They centered around 

information leading to a knowledge of the conflict between professed 

ideologies and bureaucratic goals. Recurring themes and patterns of 
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behavior suggested that nursing models of care are being thwarted by 

institutional interests which create stress for the majority of nurses 

and, consequently, nurses are now beginning ta alter their role behav

ior. 

Time Frame of the Study 

The total study was estimated ta require a three-month time 

period from mid-March ta June 1977. All investigations took place dur

ing that time and from Mondays ta Fridays. Most observations took 

place during the hours of 0700-1600; but sorne observations were impor

tant ta make between the hours of 1600 and 2300 and 2300 and 0700, the 

evening and the night shifts, respectively. During the month of July 

1977, the researcher attended an Administrative Management meeting and 

the Head Nurses l Meeting ta give feedback regarding the analysis and 

results of the study. All groups expressed interest and support of the 

research. A tape recording was made of the researcher~s presentation 

to the Head Nurses L meeting and transcribed as Appendix H. 

The computerized statistical analysis for the purposes of 

evaluating the results of the questionnaire occurred during selected 

periods in July and August 1977. 

Limitations of the Study 

An anthropologist studying the lives of a people recognizes 

both the uniqueness of individuals and the recurring patterns of behav

ior of those individuals under study. The major limitation of this 

study was the fact that there was not a multi-disciplinary team of 

researchers from which ta analyze and interpret phenomena ta obtain 
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an integrative perspective. Hospital activity is multi-faceted and 

guided by various ideologies. It includes numerous goals to be accom

plished by a number of professional and non-professional personnel. 

There is a potential for observer-bias in the sense that the 

researcher is a nurse investigating the role behavior of members of her 

own profession and returning to a hospital where she had formerly 

worked. 

Another limitation involved the use of the questionnaire .. 

Nurse administrators were chosen as the primary participants for admin

istration of the questionnaire. A more representative sample would 

have included all the nurses of the hospital, thus increasing the 

factor of external validity. 

Summary 

This chapter has illuminated the various considerations impera

tive in the development of a research study. First of all, there is 

the researcher herself. Within the study context~ the researcher is a 

nurse examining the-rôle benàvior·of nurses. Sorne major problems out

lined were in relation to observer-bias, the acceptance of the nurse as 

an investigator within the hospital, and the conflict of values in 

terms of withholding professional advice in nursing care situations. 

St. Francis~ Hospital was selected as the base for the field 

study because there was a willingness on the part of the Director of 

Nursing to encourage and support nursing research from an "applied" 

anthropological perspective. Since social science research had not 

been conducted in the hospital, there was need of a personal presenta-
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tion to the Hospital Research Committee. After much discussion, formal 

permission was granted for the initiation of the study. 

A proposal was also made to the nursing management staff where

by collective interest and support allowed for a favorable climate for 

development of the research. 

A discussion about the ethics of research involving health pro

fessionals and patients elucidated problems related to "informed con~ 

sent," which was not considered a prerequisite for the conduction of 

anthropological research in St. Francis· Hospital. 

The research procedure included the administration of a ques

tionnaire which was designed initially as a method by which political 

role characteristics of nurses could be examined. The questionnaire 

had been the source of a pilot study whereby its reliability and 

validity as a research tool was tested. There were a number of 

strengths and limitations to the pilot study; however, its most posi

tive element suggested that, overall, political role characteristics 

are important variables for investigation in nursing. 

Primary participants in the study included the nursing manage

ment staff--assistant directors of nursing, the coordinators, head 

nurses, nurse clinicians, and clinical specialists. The general staff 

nurses made informal but valuable contributions to the research. 

Participant observation, structured and non-structured inter

views, as well as a host of other m0des of resources within the hospi

tal, provided the descriptive information necessary for the data base 

foundation. 

Rather than using a specifie theoretical framework, a set of 
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objectives was chosen as the guide to elicit data regarding roles, 

role relationships, nursing ideologies, and behaviors. A political 

anthropological conceptual framework was utilized in the design of the 

questionnaire and gave substance to the formulation of sorne of the 

objectives. Geertz's notions regarding distinctions between culture 

and social action were chosen for the analysis. 

There are limitations ta studies conducted with health pro

fessionals within organizational bureaucracies such as hospitals, and 

the most obvious is the complicating factor of the multidisciplinary 

groups represented. A team research approach might have identified 

other variables which, wh en analyzed, might have revealed new and 

different sets of data. 

The following chapter will describe the social and cultural 

milieu of nursing which will provide an understanding and insight into 

the present status of nurse ideologies and behavioral expressions 

within the hospital. 



CHAPTER III 

SOCIAL AND CULTURAL MILIEU OF NURSING 

The following chapter is an ethnography of the social and cul-

tural milieu of nursing within St. Francis' Hospital. Included is a 

description of the socialization into nursing roles with a summary of 

the trends in nursing education; the hospital with its varying frames 

of reference; the hospital roles and relationships--nurses, patients, 

and physicians with their varied values, perceptions, and expressed 

behaviors. 

At some points, the author will provide background information 

to clarify important and/or controversial subject matters within nurs-

ing. 

Socialization into Nursing Roles 

Trends in Nursing Education: 
Background Information 

A key to the socialization process within nursing lies in a 

knowledge of the problems continuously encountered with the varying 

patterns of educational preparation for the registered nurse. The main 

reason for these problems centers around the fact that standardized 

systems of education have not been established for entry into practice 

as a "professional lt nurse, thus causing public and professional con-

fusion. In the past, the primary mode of education was apprenticeship 

36 
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programs designed within hospita1s for a period of three years. This 

nurse-training system was more an apprenticeship to hospita1s and 

physicians which might exp1ain why nurses have developed beliefs in the 

direction of administrative and/or medica1 technica1 duties (in con

trast to nursing care responsibilities). Very few nurses are eve~_ 

apprenticed to ma~ter nurse-c1inicians in an or~anized, consistent way 

(Smith 1965:416-417). The beliefs expressed here reflect the interpre

tation of nurse values having roots in hospita1 and physician-centered 

goal orientations. It is important to note that at St. Francis' Hos

pital, the majority of those nurses educated in the apprenticeship 

system report that nursing presently is less patient-oriented than ever 

before. These conflicting ideas have valuable implications for under

standing changes in values and general1y a1tered ro1e behavior within 

the context of this study. 

In the decade of the 1960·s, hospital schools of nursing began 

a phasing out system because of comp1ex decision-making of nurse edu

ca tors and governmenta1 ministries. The movement away from hospital

controlled practical based programs sought to sec ure a more uniform 

nursing educational program developed with emphases upon theoretical 

foundations for nursing practice. Thus, the dominant mode of education 

was to become the two-year community college program. 

Nursing has had university-based programs from as early as the 

first decade of this century. However, attempts to mobilize nursing 

toward a strong academic base for the profession has resulted in dis

unit y among nurses. Hospital administrators, physicians, as we11 as 

;; hospita l educa ted ii nurses encouraged th; s di suni ty for thei r own 
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advantages. Hospitals and physicians were reluctant to give up control 

over major portions of the education and practice of nursing which can 

still be seen today. Instead of serving society as the main goal of 

nursing, nurses, usually, were serving other nurses, physicians, and 

administrators. University-based education versus community college 

preparation remains a source of conflict and controversy among members 

of the profession. Although nursing is moving toward occupational pro

fessionalization by trying to standardize education at the university 

level, community colleges still produce the highest number of nurses 

for practice in complex health care organizations--mainly hospitals. 

(Nurses with university degrees usually enter into education or public 

health service.) The total length of educational preparation at the 

community college is, on the average, twenty-two months, which is one 

cause of the surplus of nurses. Other factors, such as the heightened 

increase in nurse recruitment of the 1960s; the relatively high pay in 

Ontario, approximately $12,000 per annum (Collective Agreement, Full

Time Nurses, St. Frances' Hospital, 1977); the changing roles of VlOmen, 

with subsequent changes in child care arrangements; and shortened 

maternity leaves have also contributed to the present surplus. 

Confusion thus prevails in the practice arena. A nurse is not 

usually distinguished by herjhis length or type of education. The old 

adage, "A nurse, is a nurse, is a nurse," is a truism in most health 

care institutions. 

As a result of the educational confusion in nursing, many nurse 

educators question whether or not a "professional" commitment in terms 

of accountability and responsibility for "holistic ll nursing care can 
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be attained by the majority of young nurses prepared with such a mini-

mum level of education. For the purpose of this thesis, "holistic" 

nursing care is defined as: the ability to assess and/or determine the 

appropriate human and/or technical resources necessary to meet the 

physical, psychological, social, cultural, and spiritual needs of 

pati ents. 

Sorne former educators and coordinators at St. Francis l Hos-

pita1 exemplified the confusion in nursing education and practice. A 

coordinator explained: 

Nursing education is different today. Nursing is more tech
nical. The old way, we were trained to give total care, no 
matter what or when. We had discipline with our feelings. In 
Intensive Care, sorne patients don1t get their feet washed for 
over 24 hours. If a nurse doesn1t like a patient--she won1t 
care for him--say, like a person who had a gun-shot wound. 
They don1t like problem patients--like alcoholics. The patient 
in the other bed may get excellent care. Those nurses are con
tradictory--the new ones preach love and indulgence, but they 
don1t practice it. There is less discipline now--less expecta
tions. Students are not made accountable. 

Another nurse retorted: 

Nurses forget about nursing care--they give a pain medication. 
They don1t change the sheet, or fluff a pi1low. Over the 
intercom, they ask a patient what type of pain medication they 
want and don1t find out first of all where the pain is. When 
Nursing Arts was' taken out of nursing--caring went down. But 
patients have changed too. They want their $170.00 worth even 
though OHIP i s payi ng. "Gi ve it to me, Il or they are ready to 
sue. There are clashes between the patients and nurses. 
Nurses don1t talk to patients to calm them. They have more 
Psychology and Sociology in school, but don1t use it. 

A coordinator stated: 

Nurses are knowledgable to use machines today. Nursing is 
easier because of technology. It takes the anxiety from the 
nurse. But there is an overuse of equipment. 

Nurses of old lacked theory. They did all the housekeeping, 
dietary, and repetitive treatments. i think the student is 
geared to learn care for the patient, and learn at her own 



speed. The new theoretical knowledge is good. They can pick 
up experience, judgment, and priority setting wh en they work. 
It would be better if their education was longer because they 
overload the nurses who are already working. The university 
graduates are skillful nurses--qualified as decision-makers. 
Nursing has improved skills and knowledge. 

A management nurse said: 

40 

Nursing has changed in ten years. There is more independent 
learning. We lacked theory in the old three-year schools. The 
new programs should be longer. 

A coordinator expressed: 

Nursing is not nursing from the whole person. It is procedural 
and technical. Nurses don't discuss or talk to patients. Hos
pitals contribute either to the growth or deterioration of 
nursing. It's a job, but there is freedom to give better 
care. Students and graduates must be accountable from within. 
l ache for patients sometimes! 

The Socialization Process at St. Francis' Hospital 

Recruitment and socialization into nursing roles (refer to 

Appendix A for definitions of the major occupational roles within the 

nursing hierarchy) at the hospital occur on several levels: 1) the 

hospital, 2) the nursing department, and 3) the nursing unit. Soci-

alization is both formal and informal. A formal orientation program is 

designed to acquaint new personnel with the Philosophy and Objectives 

of Nursing Service (see Appendix E), and to introduce nurses to the 

bureaucratie systems of operation as well as to the standards of nurs-

ing care in the hospital. In one orientation program, the researcher 

was involved as an active participant. The interactions focused on 

standards of care and the nursing process as a problem-solving tool. 

Sorne of the management personnel encouraged the author to take part in 

the interaction which led ta a discussion about humanistic trends in 
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nursing (see Appendix A for the definition of Ethnonursing). These 

ideas about "caring" eluded many of the new personnel. One staff mem

ber angrily commented by stating, "That wasn't the way it should have 

gone. They were supposed to learn about the forms. Now, how are they 

going to learn about them?" Hence, one is led to a number of ques

tions. What does nursing really mean? Who does nursing really serve? 

Informally, nurses are socialized through their own values and 

by their peer group, whom they may imitate. The nursing values are the 

abstractions of socialization, while the concrete processes are the 

actions. Previous socialization and enculturation by virtue of educa

tion and experience, by family and community, all serve to influence 

nurse role behavior within the context of the hospital. Nurses are 

recruited on the bases of their experience and job openings on differ

ent units. At St. Francis; efforts are being made to grant nurses, who 

have completed a university program of study, increased pay for service 

and placement in clinical and management leadership positions. 

The Nursing Administration budget is the direct responsibility 

of the Director of Nursing. The monies are allocated to the Nursing 

Units for which the head nurses are accountable. The Staffing Coordi

nator (see Appendix B, Nursing Organization Chart) is responsible for 

monitoring the budget on a day-to-day basis and assigning the staff to 

the units where needed and when necessary. To date, St. Francis' Hos

pital has not experienced staff cut-backs (budget-wise). In recent 

years, the ratio of professional to non-professional nursing staff has, 

in fact, increased according to statements made by the Executive 

Director and the Director of Nurses. Cûnversely, many staff nurses 
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reported that they were hired for specifie units within the hospital 

where their expertise or experience was needed, but because of short-

ages of staff were reallocated to other units where they felt they had 

less knowledge and skill. 

As examples, accounts of the fears of reallocation to other 

units and time constraint problems were given by a number of nurses. A 

young nurse stated: 

l dread having to work on another floor. l will call in sick 
if l have a split weekend because l know that l will be real
located. l can1t cope. l don't know the patients. A surgical 
floor is so much heavier than maternity. 

Another nurse reported: 

AIl l do is whi~ in and out of rooms, making beds. l'd like to 
get involved, especially with new mothers, but there is not 
enough time to talk to patients about their problems. 

A coordinator stated: 

Nurses don't take time to care for patients. For example, if a 
patient wants a drfnk in the night, the. nurse will tell the 
patient to get it herself. Nurses believe in this idea of 
"self-care," and patients shouldn't need help. Patients are 
lonely, and nurses don~t know how to cope, or don't want to 
cope with fears of patients. 

Nursing has changed over the years. lt is worse now--holding 
the status quo. It is the same as an outside group--money, job. 
Parents give too much to their kids. 

A staff nurse commented: 

We are told we are not to tell patients we are short-staffed-
the public shouldn't be aware of the situation. l want to and 
do tell patients why there is a delay in their nursing care. 

A head nurse expressed: 

Nurses are very unhappy, and it is reflected from them to 
patients. Patients ask me why they are so unhappy. Why do 
nurses "fly" in and out of rooms and never have time to talk? 

Practitioners of nursing experience the shortage of staff or 
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are they unwilling to work very hard? Is there a "real" surplus of 

nurses? Is the budget for nursing care and nursing service fdirly dis

tributed in the hospital? Who controls nursing care? 

In terms of the overall socialization of nurses, one stark 

reality to this supposed surplus in nursing is the movement of nurses 

to the United States. Educated in Canada, at the expense of the people 

of Ontario, new graduates are actively recruited to Texas and Califor

nia. Sorne nurses who choose to remain in Ontario and Canada take jobs 

in other fields, thus failing to develop their nursing skills which, 

upon reapplication to nursing positions, create increased responsibil

ity for assessment of competency by the hospital management staff, the 

nurses themselves, and the licensing body, the College of Nurses. 

Another important phase of socialization at St. Francis' Hos

pital is membership in the Ontario Nurses' Association (the official 

union) which is the collective bargaining agent for nurses in Ontario. 

Nurses are interviewed by the Staffing Coordinator, whereby the Col

lective Agreement of the Association is explained to the new recruits. 

Nurses are able to present formal grievances to the hospital manage

ment staff by way of the union representatives. Staffing problems 

remain a problem in terms of the fact that Standards of Nursing Care 

for "sa fe" practice are just being developed and will be subject to 

varied interpretations in union negotiations. Membership in the pro

fessional organization (The Registered Nurses' Association of Ontario) 

is voluntary. Hospital nurses usually favor union membership because 

of the cost and that they are more or less guaranteed their job 

security. Nurses fal1 under cûmpulsûry arbitratiûn in the hûspital 



context because they are considered essential workers by the Ministry 

of Labor of Ontario (Ontario Nurses' Association 1977). 

St. Francis' Hospital 
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In a complex society such as ours, the care of the sick is pri

marily carried out in hospitals (see Appendix A). St. Francis' Hos

pita l i sdesi gnated as an acti ve treatment facil ity whereby sophi sti

cated medical, obstetrical, pediatrie and surgical techniques, pro

cedures, and medical and nursing care are rendered to patients. 

"Active treatment" usually refers to the fact the patients are in need 

of immediate care; it is given; and patients soon return to their homes 

and communities. Lately, long-term health problems, such as rehabi1i

tation from neurological disorders or accidents, mental illnesses, car

diac illnesses and strokes, are increasing. Medical units (in contrast 

ta surgical units) are becoming "homes" for a large number of patients 

when assessment and placement services to chronic or aged care hospi

tals fall short of their goals. Lack of available nursing home beds 

is currently the norm as many patients are in St. Francis' well over 

six months ta a year, or more. These changes in the hospital patient 

population reflect a variety of changes within society. People are 

living longer by virtue of the improvement of many medical techniques 

and nutrition. This increases the numbers of chronically il1 and aged 

people. Many families no longer have the interest, time, will, belief, 

or coping ability ta give care to the elderly in their homes; thus they 

seek hospitalization as a Il home Il for their relatives. Since the health 

tare system has nût made prûvisions for the changing health-care popu~ 
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lation, there is a scarcity of beds for patients requiring extended 

care for chronic illness (Lalonde 1974:60). 

A nursing coordinator exemplified the problem by stating: 

Hospitals aren't built for the geriatric patient. There are so 
many old people now. Relatives "dump" people in the hospital. 
They can1t be bothered with them. The same is true of doctors. 
They don't talk to the old patients. They don't know them. 
Since OHIP (Ontario Hospital Insurance Plan), people do abuse 
the system, especially the old folks. There is no place for 
them. The Ministry of Health--I don't understand their reason
ing. The system isn't serving the patients. It's serving edu
cation. Those health care costs are up--why don·t they Just 
let patients die when they are ready instead of puncturing them 
so often? Doctors are afraid to make decisions. They aren't 
taught evaluation and assessment or they wouldn't be so afraid. 
They want ta be heroic! 

Another management nurse reported: 

The aged--there is no recourse but to keep them in the hospital. 
People and agencies try though. They are here 6-7 months or 1 
year. Patients get worse with their long stay. We aren't mee~ 
ing their needs or other people's needs who care for them in 
the community. The problem is monumental. 

A head nurse expressed: 

The average age of patients is 50-55 years. On one team they 
are 75-96 years with lots of complications. The nursing homes 
hold their beds for only 72 hours. If a family doesn't pay, 
they release the bed; therefore the patients have to stay in 
the hospital because there is no place for them to go. Their 
families don't cope with them. Nurses can't handle the work 
load. They are tired, disgruntled after long, hard days, of so 
many in a row. They are worried about back injuries--lifting 
the patients. l have 2 out on Workman's Compensation. 

We feed the patients at the desk. It is easier. Nurses would 
have to walk back and forth, from place to place, and they get 
too tired. Long-stay patients demand--their relatives think it 
is the Royal Connaught Hotel. The loudest patients often get 
the care, and there is no time for nursing care conferences-
we Just barely get the work done. 

The social worker reported: 

The beds in the nursing home are held for 72 hours because the 
government won't paye The bed then is released. Sorne families 



will pay to keep a bed. It·s political--money. A wealthy 
patient can get back to a nursing home. 

St. Francis· Hospital has a long and successful tradition of 
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caring for the sick. The hospital has a religious foundation adminis

tered by an order of Catholic nuns whose history dates back one hundred 

years in the community. Over the years there have been extensive 

building and modernization efforts. 

Two nurses· residences remain. When hospital schools of nurs-

ing closed, nurses no longer were housed in residences provided by the 

hospital. Thus, they became offices for different interest groups ser-

vicing patients. The newer nurses· residence is the home of social 

services and other administrative offices. The original nurses· resi-

dence is the center for the Nursing Service Department, a lengthy geo-

graphical distance from other administrative jurisdictions within the 

hospital. Nursing usually has the task of competition with the medical 

staff for suitable places from which to exercise administrative respon-

sibilities. In most instances, nursing requests for change are not so 

highly valued or recognized. However, since the hospital is in need of 

increased parking facilities, there are plans to demolish the nurses· 

residence; thus changes are forthcoming. The Nursing Service Depart

ment has been designated for relocation, and the Director of Nursing is 

prepared to wait until she is assured of suitable quarters from which 

to fulfill the goals of the management of nursing care and personnel. 

Parking Facilities 

Most employees use the parking lots around the hospital. Staff 

nurses complained bitterly about the cost and the lack of convenient 
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parking spaces for use, especially during the 1500-2300 hour shift, 

when there is a heavy influx of patient visitors who utilize the park

ing lot. Nurses also revealed that it was dangerous for them to leave 

or come to the hospital at 2300 hours. Guards are not available to 

escort or protect nurses on entrance to or exit fromthe bospital, and 

most are fearful of attack. Since the hospital is located in the cen

tral city area, nurses are alarmed that no priority i5 given to them 

regarding parking lot safety. 

The Physical Lay-out of the Hospital 

The first floor of the hospital houses the administrative 

offices (except nursing), business offices, admitting offices, tele

phone switchboard, the large board room, vol unteers 1 gift shop, the 

outpatient and emergency departments, the intensive care unit, the 

operating and recovery rooms, and the pharmacy. Housekeeping, mainte

nance, and laboratories are located in other areas of the hospital. 

In-patient areas are located in both the old and new sections 

of the hospital, with a womenls wing which·has maternity, nursery, 

gynecological, and delivery room areas. In-patient services eonsist of 

medieine, surgery, pediatries, psyehiatry, orthopedies, renal trans

plant, peritoneal and renal dialysis units, head and neck unit, optha

mol ogy, and intensive and coronary eare units. The out-patient depart

ment has a schedule of patients who need varied care for short periods 

of time. "Short stay" surgical patients (those admitted for the day 

only) are also scheduled through the out-patient department. There is 

also a "crisis ll center for psychiatrie patient care problems. 

The Sisters who service the hospital live on the top floor of 
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the institution. 

Research and Education 

Medical research plays a major role in the hospital service to 

the local university, urban, and provincial communities. Nursing 

research is just developing. This study was the first nursing-social 

science research project to begin in the hospital. There are proposals 

of clinical nursing research now pending. 

Nursing schools (community college and university) utilize the 

hospital facilities as a clinical base. Medical education is very 

dominant in every phase of clinical practice within the hospital and 

includes medical students and residents. Hospital administrators, 

although few in number, may have residency placements within the hos

pital for the purposes of administrative research. 

Sorne of the nurses reported that the educational goals of 

physicians have taken priority over the goals of patient care. ~~edical 

students are thought to have caused sorne disruption of nursing by 

admitting patients late in the day, writing numerous physicians' 

orders, and by requesting excessive numbers of laboratory tests (in 

order to satisfy their teacher examiners regarding diagnosis and man

agement). In the Intensive Care Unit, the dying patient is used from 

time to time for the physician's own practical advantages for learning 

procedures or "curing" functions. For example, an old man of 87 years 

was subjected to six blood cultures (insertion of a needle into his 

vein) for the express purpose of the learning convenience of the doc

tor. Nurses often must become involved as patient advocates in order 

to protect patient rights wh en they are hospitalized. The stresses of 
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the caring versus the curing models used in the delivery of health care 

services have always been a source of potential conflict between physi

cians and nurses. These conflicts are increased with the medical educa

tion influx and the excessive use of technological equipment introduced 

into hospital/health services. 

Nursing Units/Wards 

Each regular ward/unit averages 40-70 beds. The larger wards 

are divided into sections and managed with specifie teams with one or 

two head nurses, team leaders who are registered nurses and team mem

bers who are registered nurses and/or registered nursing assistants 

(see Appendix A). 

The head nurses have a special room where various administra

tive and personnel tasks are undertaken. 

All patient care units have both registered nurses and regi

stered nursing assistants, as well as a host of supportive staff to 

carry out the specific nursing duties and responsibilities. Each unit 

has one or two head nurses who are responsible for the assessment of 

staffing, particular patients', and health care administrative prob

lems. They are in close contact with the coordinators, assistant 

directors, and the director of nursing. 

Observations for the study were conducted in all in-patient 

units with the exception of the Liaison Unit (Suicidology), the Emer

gency Psychiatric Unit, and one of the Surgi cal Units. The out-patient 

and emergency rooms were also used for'observation. 

Architecturally, the most recent structure of the hospital was 

designed for effective utilization of nursing staff; however, the long 
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corridors make it difficult to carry out nursing functions with ease. 

The hospital units all have nursing stations which are central to the 

existing patient rooms. Major activities center around the nursing 

stations where nurses, physicians, and other personnel meet, plan, 

decide, and activate the treatments and care of the patients entrusted 

to them. 

Organization of Nursing Service 
Within the Hospital 

The organization of nursing service administration is arranged 

in a hierarchical scheme whereby the Board of Trustees, the Executive 

Director (a physician), the Director of Nursing, three Assistant 

Directors, and nine Day Nursing Coordinators are represented (see 

Appendix 8, Nursing Organizational Chart). The evening and ~ight hours 

are staffed by four full-time and seven part-time evening and night 

coordinators, whose responsibilities vary according to the type of 

administrative functions they exercise and the types of clinical areas 

they supervise. They are designated as representatives to various 

types of committees ranging from research, budget, education, clinical, 

and so forth. There are three clinical specialists and three nurse 

clinicians who, with advanced education, are responsible for clinical 

teaching and research. This group (with the exception of the clini

cians and specialists) and the head nurses constitute the management 

staff. 

There is an official body of executives which is accountable 

for the patient care, the physicians and house staff, the students and 

the budget. Interaction between this group and nursing is effected 
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through representation on variolls committees. The voice of nursing is 

strong because of the efforts of the Director of Nursing who is a 

forceful advocate for nurses in the practice of their clinical respon

sibilities. 

The Religious Influences of 
St. Francis' Hospital 

The institution is a Catholic hospital. Its symbols are still 

very visible--Christ on the Cross being the most significant. These 

are displayed in each patient room and office. There has been a change 

from sorne of the religious symbolism of the pasto There are fewer sis-

ters, and their religious clothing has changed and is less noticeable. 

Sisters do not always become supervisors or head nurses as they usua1ly 

did in the pasto Also. the morning and evening prayers which used to 

be said by all nursing personnel from strategie points in the hallways 

are now read by ward clerks over the inter-corn system. The chapel, a 

source of repose and strength, is available for meditation by the 

patients, visitors, and staff. 

Many of these changes in a Catholic hospital ref1ect present

dayattitudes. Overt symbo1ism has given way to more subtle reli-

gious practices because of government intervention in health care ser

vices, the transition to a teaching hospital, the ecumenical religious 

movement, fewer women entering religious life, general philosophical 

changes in a technological age, and many values rooted in material 

culture. Previously, the school of nursing values emanated from the 

values of the religious order. With the closure of the hospital school 

of nursing, the sisters no longer have formal access to students, and 
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there is a reduction in traditional Christian, Catholic philosophy. 

With these alterations, commitments relating to the extension of one~s 

self ta others in a IIChrist-like ll sense also changed. For example, 

this value can be symbolized through a portion of the New Testament 

reading according to Matthew 26:40: III assure you as often as you did 

it for one of the least of my brothers, you did it for me. 1I This value 

of IIChri st-centeredness Il i s no longer the .-preva il i ng beli ef as it once 

was. 

One of the coordinators stated: 

The ethics now are utilitarian. The hospital is secular. 
There is a decrease in the number of nuns. There is a wider 
acceptance and tolerance of all religions and a decreased empha
sis on Catholic ceremonies. But, before these changes and the 
"mac hines,1I the dying patient had the privilege of prayer. We 
used to put out the "communion ll table, light candles, and pray 
with the family and the patient. 

One of the sisters reported: 

Now students do not have time to internalize a II car ing" philoso
phy because of the type of nursing educational preparation in 
the community colleges. Teachers in community colleges have a 
different set of values and appear to be more committed to 
their IItime-off. 1I Nursing is now considered only a IIjob ll 
rather than a vocation. There could be a II pr iesthood of the 
laityll whereby Christian people could be capable of transmit
ting patient care which reflects a respect for life and which 
will enhance the quality of life. 

One of the sisters stated that a significant change in the past 

ten years has been in the attitudes and in the positions of physicians. 

Doctors from different cultures, for example Japan, India, and Britain, 

in executive positions, reflect a value system which varies regarding 

the care of the terminally il1, the use of techno1ogical equipment, and 

the implementation of organ transplant surgery: Generally, the respect 

for lIindividual ll life and responses to "individual ll concerns, have 
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given way to the IIcollective ll value of II curing ll by technological inter

ventions as answers to many medical problems. 

The Medical-Moral Committee, composed of two physicians, two 

theologians, and two sisters, has the responsibility of evaluating con

cerns regarding problems of a moral nature such as the Natural Death 

Act, sterilization, Badgley Report (which refers to abortion). Abor

tion is not an acceptable practice within the framework of Christian, 

Catholic philosophy and teaching; therefore, the procedure is not per

formed in the hospital. 

Hospital Roles and Relationships 

Hospitals are organized to benefit patients, and the society 

has specifie roles for the diagnosis and care of the sick. In complex 

structures, a great number of interacting roles are needed to fulfill 

the professional and institutional goals. Role behavior analysis of 

the people directly responsible for the health and welfare of the sick 

is crucial ta an understanding of factors which bear upon the percep

tions of illness and health by both patients and professionals. The 

author will discuss the perceptions and attitudes of the nurses with 

respect ta their relationship with patients and physicians at St. 

Francis' Hospital. This ethnography focuses upon the coordinators of 

nursing service as the key informants. Communication with the general 

staff and head nurses, including direct observation, provided the 

researcher with insights into the study of complexities of the rela

tionships in modern bureaucratie structures. 

This author entered into these interactions with the people of 

her profession with intense interest, especially discussions around the 
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changes in IIpracticeli behaviors and beliefs about nursing and health 

care. 

One interview with a coordinator who had been involved in the 

process of care for over ten years revealed changes about nursing. 

She stated: 

Change, yes! The old organizational pattern was su ch that 
nurses didn't have a say. Now nurses won't put up with that 
any more. Nurses want to be involved in the decision making. 
Head nurses used to guard what they knew, instead of sharing. 
Doctors liked the old way of going to the head nurse because 
she spoiled and babied them. There is more freedom now, but 
nurses don't monitor problems of care, or communication prob
lems. There is a lot of intergroup conflict about who has 
charge of the patient. There have to be meetings, often psy
chological counseling, to get people to talk. There have been 
good things happening, though--my unit is more humane. Clin
ical nursing specialists have increased the quality of care 
by interest in teaching and, of course, by knowledge. 

Herein are additional accounts of sorne significant historical 

changes in organizational policy, and its influences on nursing care. 

A coordinator exclaimed: 

There used to be only one way of handling problems--from the 
top down. Nurses couldn ' t express themselves freely. There 
was one way of learning. But somehow nurses of today--they are 
different. You can't see them. Those motel-like rooms-
patients ask, IIWhere is the nurse?1I There is a decrease in 
organization and management of patient care. Nurses know more 
about disease and psychology. Nurses don't give over and 
above--backsliding often. They don't pull their weight. Young 
nurses don't know the patient. They don't observe. Eyes are 
important! They give peace, comfort--they tell what you are. 
Attitude of the nurses is poor toward old people. They encour
age self-care. 

The Director has tried to improve the Department of Nursing. 
Doctors know and respect her. She controls nursing. There is 
always nursing input because there is always a nurse in a 
group. Nurses are encouraged to get involved. They have more 
II say li in committee meetings. In the past, the doctor IIwas 
always right. 1I Doctors have their own internal problems. 

Since this hospital became a teaching hospital, it serves edu
cation, not patients. There;s not enough coordination. 
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Our main problem in nursing is not enough leaders. We don1t 
have enough say. We don1t have enough nurses who want to carel 

A coordinator who had a long employment tenure in the hospital 

expressed these ideas: 

We used to have 12-hour shifts. We would be with the patient 
longer. There were limited visiting hours, and we had more 
hours for patient care. We were made to feel responsible. The 
sister supervisor--we could ask her questions about basic care, 
medications, special care. She knew the patients so well. But 
there are a lot of differences in care now--advanced numbers of 
medications and diagnostic tests. There are more demands for 
the nurse. All these demands disturb nursing care. The func
tion of the hospital should be care, first, teaching, second. 

Perceptions of Role Relationships 

The Physicians 

Doctors historically have viewed the nursing role as subservi

ertt to their own role. With an aggressive movement in nursing occurting 

by virtue of the changing role of women more generally, and throug~ 

overall change in the philosophy and goals of nursing and nurses, there 

appears to be a state of confusion in the perception of nurses by doc

tors. For the most part, doctors respect nurses who will speak up 

about incidents relative to patient care problems, and who are know-

ledgable about their subject matter. Young physicians generally do not 

like to accept the decisions of nurses because they feel that they can

not fully trust them. This may be due to their own insecurity in diag-

noses and treatment. 

A nurse coordinator remarked: 

In the olden times, doctors were like IIholyli persons. Nurses 
followed orders. It was like blind experience. Nurses will 
nll~st;nn an arder now. Thev won1t carry out an or der if thev ,____ - _0 _ _ ___ _ __ ". _ _.., _ _ _ .., "-' 

think it is wrong. Doctors no longer write nursing orders. 
Nurses use their judgement. Doctors and nurses consult more--



share the care of the patient. Doctors are more willing ta 
listen except for the young ones. They say, IIWho is she ta 
tell me what ta dO?1I 

Even though there is a national commitment ta holistic health 

care, physicians still dominate the field of health because of their 

slow departure from the curing or medical model which is oriented 

toward the disease process itself, and/or physical symptomatic care. 

The physicians' orders reflect this type of treatment modality. Doc-

tors generally do not perceive nurses as having any specific body of 

knowledge, or theories of nursing care. IICare li ta physicians is an 
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extension of the model of illness; that is, it is oriented ta the symp

tomatic treatment model. For example, this can be witnessed by the 

Physicians' Order Sheet. Doctors list various 1I0rders li relative ta 

particular symptoms sa that nurses may carry them out for the purposes 

of an improved health status of the patients. Although physicians pre

viously (and many still do) wrote the nursing care orders, the majority 

may know, but do not acknowledge, that II caring li actions are an integral 

part of the overall treatment plan and is, indeed, unique. Lalande 

(1974:41), the former federal Minister of Health, stated that IIcare li 

would have to be raised to the same level of importance as IIcure li 

before sufficient attention would be paid to its vital significance in 

the delivery of health care. 

The Team 

The concept of te am nursing was introduced into the organiza

tional scheme in the 1960s. The professional organization inferred 

that all registered nurses must be team leaders. Ta manage a group of 

patients and staff--both from health care and bureaucratic organiza-
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tional points of view--was challenging to sorne and frustrating to many. 

When head nurses relinquished their total control to other nurses, 

physicians had a difficult time with the concept of a team approach to 

patient care. One coordinator remarked: 

The doctors (especially the older ones) felt confused and dis
oriented in the hospital when we switched to team nursing. 
They had to track down the team leader who was in charge of a 
group of patients, rather than be greeted by the he ad nurse who 
knew all the patients' concerns, and who would cater to the 
physicians' needs. 

A night coordinator stated: 

We aren't any closer to "team" than we were 20 years ago. 
Nobody helps each other or works as a team. It isn't the 
answer. Nurses will walk by a flashing light if it is a 
patient on another team. 

Often physicians are unable to share leadership responsibili-

ties. They have always had the position as "head of the team" and when 

sharing is required, there remains the tendency toward domination and 

control. Partly, the problem is due to their beliefs about their 

accountability in life-death decisions and the potential legal conse

quences of such decisions. Nurses' caring models become relatively 

powerless under this value. 

Holistic health care is committed to decision making at all 

levels of care--biological, psychological, sociological, cultural,:and 

spiritual. It is designed so that shared health care responsibility 

can take place. When a medical model is preferred to the total caring 

model, the commitment to holism is lost in the attempts to find cures. 

The "holistic ll model includes persons from other health disciplines who 

can provide input from other fields of knowledge and experience from 

which to improve the therapeutic regimen of patients. The medical 
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model can be exemplified by observation with nurses on the Coronary 

Care Unit. Nurses stated that many cardiac patients were repeatedly 

back in the hospitals. They said the patients were fearful of cardiac 

arrest. One nurse revealed that she would never get on a personal 

level to explore patients' expressions of fear. But she said she knows 

that the patients are afraid they might have lIan arrest ll at home, and 

because there may be no one there to revive them, they come to the 

hospital where they can feel secure. Instead of utilizing the psycho-

social parameters of assessment of problems, or engaging resource per-

sons from other disciplines, medication in the forms of sedatives or 

analgesics usually becomes the treatment modality used by both physi

cians and nurses. Nurses attend to the technology by spending a great 

deal of time reading cardiac monitors--really assisting the physician 

rather than encountering, by interaction, the patient and hisjher emo

tional needs. This amounts to reinforcing the curing process rather 

than identifying and managing the underlying problems which the patient 

is experiencing. The physical pain of cardiac disease may be legiti-

mate, but so is the anxiety, which makes it a recurrent problem. 

Nurses, although able to recognize that patients are anxious about 

their cardiac problems, do not become involved. They may reinforce the 

factor of reacting only to the physical symptomotology which is so much 

a part of medical specialization. 

One coronary care nurse expressed: 

Many of our coronary by-pass patients are addicted to nar
cotics. They say they have a lot of pain, so we give them 
Demerol. Usually, the surgical procedure clogs in two years, 
so they worry all the time. Men won't discuss their fears any
way. They want medication. 
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With attention to the physical symptoms, and the relief of pain only 

through medications, psychological and sociological care have little 

priority in the assessment of health problems and/or needs. Nurses and 

doctors contribute to yet another problem, that of lI addiction,1I which 

is likened to what is referred to as IIclinical iatrogenesisll--clinical 

conditions for which remedies, physicians [nurses], hospitals are the 

pathogens or IIsickening agents' (Illich 1975:22). 

From the field observations in the Hemo-Dialysis Specialty 

area, nurses who have been selected and trained by physicians in phys

ical assessment of patients, see the nurses as able to be an extension 

of them by taking over their functions. Other nurses reported that the 

'Iprimary care nurses ll have withdrawn from their nursing role and are 

placing themselves lIabove li nursing by considering that the IIdoctoring ll 

is more important than the nursing. Here, again, care has been sub

sumed by symptomatic care; and nurses permit this to happen! 

Power of physicians vis-à-vis nurses begins early in their 

socialization to hospitals. In one instance, the author noticed a 

situation where a group of nurses was having a conference on one of the 

units. Sorne medical students left their coats and books in the confer

ence room. They went ahead and barged into the room, apparently with

out respect for the content and context of the process of interaction, 

in order to pick up their articles. If the reversal were true, doctors 

would indeed react negatively. This incident involved only medical 

students--not fully trained physicians. The respect expected is 

reciprocal but not honored, and nurses do not insist that it should be. 

These incidents thus show the weak position of nurses and nursing with 



respect to physicians and medicine. 

Communication is an important base to social power and is the 

key interpersonal skill upon which a nurse leader can build a power 

base in interacting with colleagues (Claus and Bailey 1977:135). The 

field observations generally show that this vital process of communi-

cation is valued, but not operationalized. Increased amounts of data 
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in circulation, more telephone interaction, more conferences and meet-

ings do not appear to have improved the relationships of doctors, 

nurses, and administrators to any effective level. Is "interpersonal 

care," also preempted by the familiar "symptomatic cure" modalities in 

professional communication? 

The Nurses 

Nurses perceived the registered nurse role in a variety of 

ways. The coordinators had mixed impressions about the concept of 

nursing today. Because many of the coordinators historically came from 

3-year hospital-based diploma programs, they viewed the registered 

nurse from the community college system as having a stronger theoret-

ical base but little skill in organization and management of patient 

care. They saw this as a detriment to nursing because the majority of 

young nurses were unable to handle a large volume of patient care and 

management responsibilities which put the units into chaos from time 

to time. 

A coordinator expresssed: 

Nurses coming out of school today need a lot of teaching. If 
something isn't ordered they won't do it; for example, if a 
patient has pneumonia, they won't take the temperature every 
four hours. 
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Another coordinator revealed: 

Today there is more emphasis on rights than commitment. There 
are a lot of gripes about decreased staffing. But the nurses 
can't reorganize and develop a different pattern. They have a 
very self-centered attitude. Their personal needs are greater. 
I see the slow evolution of the affluent society--new-found 
money for soci al 1 i fe and travell i ng. It has brought freedom, 
but insecurity. The job is a means to an end--money for out
side activities. It has led to selfishness. So, there is 
affluence in the midst of constraint--decreased budget and 
increased demands. 

The staff nurses unanimously complained about the coordinators and the 

"Nursing Office" as being uncaring, unfeeling, and not understanding 

about the heavy work load, responsibilities for patients and their gen-

eral individual needs related to time off, shorter time spans for work

ing, vacations, and illness of themselves or a family member. 

One staff nurse said: 

This scheduling system--7 days in a row. l'm too tired, not 
friendly, and it's unsafe. 

Staff nurses, generally, complained about the decrease in 

staffing since the Ministry of Health budget cuts. They exclaimed that 

their workload and responsibilities were simply too great. One thing 

they overwhelmingly disliked was being constantly sent to other units 

to work. They felt they were just a "body" and not cared about as a 

person. Many of the young nurses remarked how terrified they were of 

working in unfamiliar places and with unfamiliar people. The majority 

disliked going to the medical wards where all the old people stayed 

because the work assignments were too heavy and exhausting. 

A pediatrie nurse expressed: 

I hate reallocation. 1 just can't cope. 1 feel 1 don't know 
where anything is--the routines are unfamiliar. 1 fear some
thing 1 don't know. 
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Another new graduate reported: 

As a student l was trained for total patient care. l had only 
2-4 patients. Now l have double loads. l can1t cope with the 
constant frustrations. Why haven't they better staffing? 

A staff nurse said: 

That Nursing Service won1t bend. There is no individualism-
no fair return for service. You get hell--get in trouble for 
being sick. l' m married--my kids get sick. What would you do 
if your child got sick, and you had to work, too? 

On a medical ward a nurse said: 

The work is just too heavy. l feel like a machine--just 
shove the food in at mealtime--going from one old person to the 
next. 

The budget cuts, according to the staffing coordinator, made it 

necessary for an excess of nursing staff on one unit to be transferred 

to a patient care unit in need. Nurses are expected to be flexible and 

willing to be reallocated to other areas when the need arises. The 

staffing department does, when possible, take into consideration the 

relative expertise of nurses; however, it is often not done because the 

specific patient care and bureaucratic needs overrule individual needs 

of nurses. 

The nurse-patient ratio varies depending upon the type of ward 

classification. Intensive Care and other specialty units have a high 

nurse-patient ratio. In the Kidney Oialysis Unit, the nurses remarked 

that the unit is "like a factory." There are 50 many patients who need 

the treatment that many patients~re_-not--able -to have their needs 

met effectively. The patients become very demanding, too. A nurse 

from the unit explained: 

Patients are demanding here. The hospital becomes their home. 
They are here three times a week. They feel safe, fed, cared 
for. They sometimes "fall in love with their nurse," and \'Iant 
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the same one all the time. Patients want their own territory-
the same bed, the same nurse, and the same friend to be in the 
next bed. It's always a problem for us to meet all their needs. 

Values, Beliefs, and Attitudes 

The stated and written philosophy and objectives of nursing 

service (see Appendix E) reflect goals and norms of nursing, and the 

people within the institution from the point of view of nursing manage-

ment. Interview with the coordinators revealed goals and norms which 

supported the organizational perspectives as well as statements which 

supported the "patron-like" attitudinal style or independent profes

sional value positions. Management personnel were openly concerned 

with the discontent of the staff nurses but recognized the need to 

support the organization. The union did play a large role in causing 

the coordinators to express dismay about the heavy emphasis on the 

economic conditions, the need for over-time pay, and the working-hour 

discontent. 

General staff nurses almost become an entity unto themselves in 

the hospital. Many of the changes which have evolved since "unioniza

tion" of the staff nurses have subsequently resulted in a "we-they" 

phenomenon between the management group and the staff-nurse group. 

Although benefits arise in terms of safeguarding the economic and 

social welfare of nurses, the relationship of the nurse-professionals 

to each other within the bureaucracy -;~ jeopardized. Unionization 

appears to put a deeper cleavage and a dualistic perspective to the 

"nurse-professionals" working within the institution. In other labor 

relations contexts, "professionals" within organizations are not split 

between management and labor, perhaps with the exception of the teach-
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ing profession in Ontario. 

The value II professionalism ll has many and different meanings for 

nurses. Professiona1ism refers to 1ength of education preparation, a 

type or way of behaving, a set of skills, a body of knowledge and 1egal 

accountabi1ity and responsibility. Few are sure of the definition of 

"professional, Il but there is an intuitive sense "about its connotation 

when translated into behavior. Many coordinators believe that a 22-

month educational program is too short to internalize value of commit

ment to care and caring in the nursing profession. Many of the younger 

nurses have definite be1iefs about what gains they should have regard

ing their employment status within the institution. Most of these 

be1iefs revolve around adequate time off, working conditions which are 

more anxiety free, salary guarantees, and job security. From observa

tions, nurses at the clinical level reported very few rewards from 

direct patient care. There is an ideal belief in rendering the best 

care possible, but most revealed that it was impossible because of the 

heavy work load and shortage of staff. The staff nurses also stated 

they could not change jobs if they were dissatisfied because jobs were 

difficult to get. Nurses stated that many part-time nurses employed 

caused a prob1em in the continuity and the quality of care of groups of 

patients within the units. They are considered a back-up pool of 

nurses who can be p1aced where help is most needed. They are cal1ed 

upon frequently; but if the budget is tight, the help is real10cated 

from the other units for the various shifts. There is a different Col

lective Agreement (Ontario Nurses' Association-Union) for part-time 

nurses than there is for full-time nurses. Differences are, for exam-
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ple, in the areas of pay status, pay for experience, vacation and sick 

time, and statutory holiday time. 

Nurses are expected to be accountable for their professional 

actions, but many of the coordinators felt that the staff nurses were 

not "professional" enough, thus unable to recognize what the true mean

ing of accountability was. For example, staff nurses would call in 

sick when they had split days off so as to give them a longer span of 

"off" time. Nurses at the clinical level did admit to the fact that 

they would take a sick day when they were tired, and felt that the 

"Nursing Office did not care about them as people; therefore, they 

felt entitled to take time off without sanction. They mentioned 

repeatedly how "fed-up" they were with the excessive transfers to other 

units to carry out nursing care when units were short of help. The 

frequency of this practice made them frustrated and angry, and they 

felt they had little control over their professional lives. 

The religious values were important to the coordinator group, 

partly because they were from the "old school,n but most of all, 

because they felt that spirituality was a vital aspect of patient care 

and vital to their own humanity. This value was not shared by the 

young nurses, however. Religion only was discussed in terms of how 

sorne practices interferred with their work. For example, sorne nurses 

remarked that the coordinators interferred in cardiac arrest procedures 

by trying to find out what religion the patient was, and if hejshe had 

been anointed (given the Sacrament of the Sick in the Roman Catholic 

Church, and an integral part of a Catholic personls belief system). 

Hospitalized patients from a variety of culture groups were 
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mainly addressed by nurses from the perspective of the time it took to 

care for them. Demands on time, especially by the Italian groups, 

bothered most nurses. They generally could not internalize the needs 

of these patients with respect to the roles of the female within the 

Italian culture, the strong kin-ties, and the emotional expressions 

related to pain and anxiety. Nursing care plans, when existent, were 

not designed to meet specifie needs of different culture groups and, 

generally, cultural factors have not been included as a nursing value 

in the practice arena. 

The value of acute care carried the highest weight in terms of 

nurse preference. The fact that many patients are elderly and chron

ically ill produced a certain negative reaction. Reallocation to care 

for patients on the medical floors where there were high numbers of 

elderly with chronic problems made the nurses upset. They were tired 

of heavy assignments. Nurses reported that feeding the elderly was 

like an assembly line production. They stated they didn1t have enough 

time or manpower to feel satisfied about the way in which they cared 

for the aged. Most of the elderly are in rooms alone or with one 

other patient. When they are helped to get up in a chair, they are 

tied in, left only to look at a bare wall. One can observe this phe

nomenon on the hospital units as one passes from one room to the other. 

A physician reported that visitors were upset when they witnessed a 

group of aged patients having their dinner at the nurses l station on 

one of the wards. The visitors said it didn1t look right. The 

patients, however, were in each otherls company and enjoying the com

munication and sharing with people. 
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The value of acute over chronic care presents problems in hos

pitalization in an active-treatment hospital. There is an increase in 

chronic care and aged persans because of the advances in technology and 

pharmacological agents, but these patients have low priority status in 

the active-treatment hospitals such as St. Francis'. Many aged are 

placed in hospitals ta be held only while waiting for a transfer ta a 

nursing home. Many nurses and social workers reported about the length 

of time the aged and chronically ill are housed in the hospital itself. 

There are sorne aged patients who have been hospitalized at St. Francis· 

for over a year. Within the institution, the Discharge Planning Ser

vice works to facilitate the transfer of patients ta nursing homes. 

Due to the short supply of nursing home beds, problems exist within the 

regional health care system, but there is a higher value placed on the 

care of the aged within the local District Health Council than within 

many other provincial regions. Nursing homes are still a part of the 

private enterprise system; however, they do have sorne government sup

port. Another factor which prevents an effective delivery system in 

the case of the aged is related to the economics of salaries of physi

cians. The Director of Medical Services stated that more income is 

generated by way of patients occupying active treatment beds than by 

occupation of nursing home beds, according to Ministry of Health of 

Ontario figures. Thus, there is the value of economics over effective 

distribution and utilization of beds for the needs of patients and 

patient care. 

The values associated with the care of the chronically ill 

become a problem when there is an emphasis on the "curing" regime 
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rather than IIholisticli care. For example. nurses in the Intensive Care 

Unit reported that many patients with a diagnosis of congestive heart 

failure are admitted directly from the nursing home to the unit and, 

wh~n treated, are discharged back to the nursing home. There is a num

ber of repeated admissions. One reason for this is the fact that 

health education is not a priority. If instruction were given to nurs

ing home staff about the proper amount and types of medication to con

trol congestive heart failure, and patients were supervised. the num

ber of patients readmitted for a chronic problem could effectively be 

reduced. This practice has had excellent results by the local Visiting 

Nurses' group (Milne, 1977). There is indeed a value and goal for 

active treatment, short-stay patients; however, there is the evidence 

to show a preponderance and increase in chronic and long-term care, 

especially for the aged. The ill-elderly must be "cared for" (the goal 

of nursing), but certainly cannot be "cured" because of their age and 

chronic illness state (the preferred mode of treatment of physicians). 

Other Role Difficulties 

Role difficulties were manifested in other patterns of behavior: 

1. The author observed that nurses took extended coffee and 

lunch breaks even. though they bitterly complained about the excessive 

work load. The nurses most often did receive both coffee and lunch 

breaks during the day. Not once did the author observe a relinquish

ment of time allocated to breaks for the benefit of the patient 

2. There were numbers of nurses who avoided patient contact 

and who relied upon medication to comfort the patient--a substitute for 

their active presence with patients 
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3. Nursing education was criticized in a variety of ways--from 

the coordinators, especially the night group--which discussed the "good 

old days" as providing a better type of caring than today 

4. Shift rotation problems irritated nurses, especial1y if 

they had a number of different shifts within a few weeks. Research 

studies on "Circadian rhythms," affected by alteration in work routines 

(Nelson 1978) give evidence to support reasons why more attention 

should be paid to nurses who have to rota te shifts frequent1y 

5. Lack of economic reward for long-term emp10yment served to 

frustrate sorne nurses. The union policies, however, are responsible 

for the narrow range between the relatively good starting salary of 

approximately $12,000 per annum, and the maximum salary level of about 

$15,000 for the average staff nurse 

6. Most nurses stated that their need for praise with respect 

to their contributions to patient care within the hospital were not 

recognized sufficiently enough by the Administration 

7. Uniform policy rules and regulations, especially those 

related to the wearing of nurses' caps, were a source of role conflict. 

Sorne local hospita1s have permitted options to the strict professiona1 

dress code of the past, and many nurses desired the autonomy of choice. 

Pastel co1ored uniforms, dresses, or pant suits are acceptable modes of 

dress in St. Francis' Hospital 

Summary 

This ethnography of the social and cultural milieu of nursing 

within St. Francis' Hospital has raised many extremely interesting 



points about the role behavior, the goals and the values of the pro

fessionals, and the institutional bureaucracy. 
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The socialization process in nursing with respect to education, 

the socialization of nurses wit~in St. Francis' Hospital, a description 

of the hospital itself, and the role relationships among physicians, 

nurses, and patients was discussed. 

Educational variation within nursing has proved to be a source 

of conflict and disunity among nurses. In the transitional period of 

the 1960s, there arose patterns of change which had an influential 

impact on nurses, nursing education, and nursing practice. Education in 

the hospital schools of nursing transferred control to the community col

leges, thus freeing students from apprenticeship programs which vIere 

designed to fulfill hospital goals as a part of the educational pro

cess, as a general rule. Students were exposed to more theoretical and 

technical knowledge and skill which contributed to increased freedom of 

thought and expression. When new graduate nurses translated their know

ledge to the practice arena, conflict erupted between the personal val

ues and professional goals and between professional values and bureau

cratie goals. Generally the differences were manifested in hostile 

complaints about the management policies regarding working conditions 

such as patient load, numbers of days worked in succession, and prob

lems of reallocation to other units to help with staffing shortages. 

Values relating to need for personal leisure time caused conflicts with 

those who were more committed to a "patient-centered" value orienta

tion, even though, historical1y, nurses from the "old school" were con

sidered more hospital-directed. The modern nurse of today, beset by 
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recent economic constraints set forth by the provincial Ministry of 

Health, is caught among values of freedom, affluence, and personal 

satisfaction and need, and the tight rules and regulatory activities of 

professional behavior within the bureaucratie structure. Forms of 

altered role behavior have emerged although the ideological system is 

rooted in the commitment to holistic care to patients. Many of the 

coordinator group interpret the nurse behavior as lack of concern and 

care for patients. Nurses, however, not only have to cope with the 

nursing demands but, also, are in conflict with physician demands as 

well. Traditional "cur ing" functions prevail as the dominant health 

service when many of the patient population pressures such as the aged 

and chroni ca lly i 11 demand new modes of "cari ng" acti viti es. Because 

of these overall conflicts, nurses are relatively powerless vis-à-vis 

physicians; thus needs of patients become secondary to the existing 

profes-sional, educational, and bureaucratic goals- (economic and 

political) within the hospital. 

The following chapter is an account of the quantitative data 

analysis relative to the questionnaire results to which the management 

group, and nurse clinicians, and the clinical nurse specialists 

responded at the outset of the study. 



Background Information 

CHAPTER IV 

QUANTITATIVE DATA ANALYSIS 

The questionnaire Current Nursing Trends was distributed to the 

management staff (excluding the Director of Nursing), clinical nurse 

specialists, and nurse clinicians--a total sample of 44 out of 45 

nurses. There was 100 percent compliance from the groups. 

As stated earlier in this study, the questionnaire was designed 

to elucidate role behavior adapted from political anthropological and 

ethnographie research data. The rationale for developing a question

naire of this nature was, primarily, because it was thought that 

political behavior is a crucial issue in nursing. Nurses are con~ 

stantly being reminded of their lack of strength in the political 

lIarena,1I namely, their competiveness with doctors, administrators, and 

the Ministry of Health for economic and human public resources. The 

questionnaire, originally distributed to three groups of professional, 

clinical nurses, was tested as to its reliability as a tool in the 

recognition of nurse political behavior. The concepts evolved out of 

an examination and interpretation of the characteristics of roles of 

oppressed groups in developing countries living under colonial rule. 

The idea is likened to an oppression which nurses have felt, recog

nized, and discussed relative to their relationship with their medical 

colleagues and/or institutional bureaucracies, hospitaïs and government. 

72 
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The roles of middleman, entrepreneur, and patron were selected 

because the definitions from the political anthropological literature 

appeared to parallel and characterize role concepts in nursing. The 

nursing definitions of these roles are as follows: 

1. Middleman (a term adapted from polit;cal anthropology and 
translated into a nurse role behavioral term) is defined as 
a professional clinical nurse who occupies a hierarchical, 
structural role, and is the link between the physician and 
patient, the bridge between the culture of the hospital/ 
institution and the patient group, and has assigned dut;es 
to mediate. In this study, the term middleman will be used 
without reference to the gender (Ray 1976) 

2. Entrepreneur (a term adapted from political anthropology 
and translated into a nurse role behavioral term) is 
defined as a professional clinical nurse who is a kind of 
middleman where new ideas are implemented, where risks 
(especially in the decision making regarding clinical diag
nosis and treatment) from traditional professional norms 
are taken, and where profit in terms of extra professional 
rewards (praise/economic) is gained (Ray 1976). For an 
examp1e of an entrepreneuria1 role, see Appendix A for the 
definition of the Nurse Practitioner 

3. Patron (a term adapted from political anthropology and 
translated into a nurse ro1e behavioral term) is defined as 
a professional clinical nurse who ;s selecting values of 
his/her own choosing in response ta clinical decision mak
ing and is capable of delivering first-order resources in 
the process of care to patients (Ray 1976). 

The importance of primary data is extremely important for 

obtaining an accurate picture of the way of life of a group. Because 

the author is a professional nurse with strong clinica1 and educational 

backgrounds in nursing, the ideas developed for political roles are 

also grounded in actua1 experiences. 

According to Pelta (1970:105), questionnaire responses involv-

ing complex statistical analysis are suspect because of the non-random 

character of the sample. However, Pelto, (1970:106) also states that 

where statistical analysis of materials is s~condary to the gathering 
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of general descriptive information, questionnaires can be quite useful 

in that anthropologists can systematically explore finite domains of 

cultural and social behavior. For the purposes of this study, the par

ticular domains are the attitudes which nurses develop and maintain 

about social interaction relative to their own II culture,1I professional 

values, inter-professional values, and patient/client beliefs. The 

items of the questionnaire address themselves to beliefs currently held 

within the professional context of nursing. Because the items have 

been developed to arrive at select information, that is, behavior 

related to three types of political roles, one is able to understand 

the affiliation which nurse behavior has to power and influence in the 

delivery of health care services. 

As indicated earlier in this thesis, nurses' educational levels 

are varied. Nurses traditionally have come from three-year hospital 

diploma programs. In the last ten years in Ontario, hospital schools 

of nursing have closed and educational programs have been developed in 

the community colleges. These programs are two academic years, aver

aging twenty-two months in length, and are considered terminal, tech

nical programs. Usually, nurses have to restart a university program 

if they should choose a Bachelor of Science degree in Nursing. The 

university schools of nursing are four years in length after Grade XIII 

in Ontario. Nurses who complete any one of these two existing programs 

are eligible to take their Certificate of Competence examinations for 

Registered Nurse licensure issued by the College of Nurses of Ontario-

the legislative and regulating body of nursing. All prospective nurses 

are given the same set of examinations. They are not differentiated 
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according to the type of educational preparation in nursing. As was 

elucidated earlier in this study and shall be demonstrated later in the 

analysis of quantitative and qualitative data, this is an important 

professional problem in nursing. In Ontario in 1976, the total number 

of nurses who sat for the first writing (with no repeats) of the nurse 

registration examination was 4,394 (College of Nurses of Ontario, 

Annual Report 1976). Approximate1y 11.5 percent of the total group 

were nurses who had graduated with a Bachelor of Science degree in 

Nursing. Thus, the ratio of university-prepared nurses is decidedly 

lower than those nurses prepared at the community college level. 

Master of Science, Master of Health Sciences, and Doctor of 

Philosophy degrees in Nursing provide backgrounds for teaching, clin

ical specialization, clinicaljeducationa1 research and administration. 

There are few Masters-prepared nurses in hospita1s. However, at St. 

Francis', there are three clinical nurse specialists with Master of 

Science degrees; but there are no doctorally prepared nurses employed. 

In the hospital structure, the intrahierarchical ro1es are 

important in terms of delineating management versus staff nurse levels. 

The Director of Nursing, Assistant Directors of Nursing, Nursing Coor

dinators (supervisors), and head nurses are the management group. 

Clinical nurse specialists and nurse clinicians are not considered in a 

management role but do have leadership positions as educators, 

researchers, or practitioners. Their ideas represent varied ways in 

which standards of nursing practice, "hospital policies, rules and regu

lations, and nursing philosophy and objectives are implemented. Nurse 

ciinicians and speciaiists are more involved with patienticlient and 
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staff education and interaction, while the management group is involved 

with hospital organizational policy implementation and staff interac-

tion and reaction. 

The foregoing has been a brief introductory summary for the 

purposes of understanding the following statistical analysis. 

Analysis of the Data 

The following are results from the questionnaire Current Nurs-

ing Trends. The questionnaire consisted of 56 statements. Each state

ment was scored on a five-point scale ranging from (1) = disagree 

strongly; (2) = disagree; (3) = no opinion; (4) = agree; (5) = agree 

strongly. 

Fort y-four of the total distribution to the nurses of the man-

agement, and nurse clinician and specialists' groups of St. Francis' 

Hospital received and completed the questionnaire. 

The number in specifie positions are as follows: 

Samele Total Hose ita1 Total 

Head Nurse 28 28 

Nurse Clinician 3 3 

C1inica1 Nurse Specialist 3 3 

Nursing Coordinators 8 9 

Assistant Directors 
of Nursing 2 2 

Total N 44 45 

For each subscale, middleman, entrepreneur, and patron, 

respective items were totalled, then averaged. Each item was given 
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TABLE l 

Mean Scores on Computed Variables for 
Nursing Top Level Staff 

Total Samp1e Middleman Entrepreneur 

N = 44 2.912 3.956 

Maximum = 5 

Minimum = 

77 . 

Patron 

4.205 

Table l displays the mean scores for the total sample. The top 

level nursing group sample tended to agree most highly with those items 

that described the patron style, that is: 

... a professional clinical nurse who is selecting values of 
hisjher own choosing in response to clinical decision making, 
and is capable of delivering first order resources in the pro
cess of care to patients (Ray 1976). 

They a1so tended to agree with items on the entrepreneurial 

scale, that is: 

... a professional clinica1 nurse who is a kind of middleman 
where ideas are implemented, where risks from traditional pro
fessional norms are taken (independent decision making regard
ing diagnosis), and where profit in terms of extra professional 
rewards (praise or economic) is gained (Ray 1976). 

Further analysis was done according to the nurses' educationa1 

background, length in present position, and length of time in nursing. 

Table II presents the analysis of the questionnaire by the 

nurse~' educational backgrounds. 

Diploma nurses were significantly different on entrepreneuria1 

attitudes than B.Sc.N. nurses but did not differ from nurses with an 



TABLE II 

Ana1ysis by Education 

Total - N = 44 

tOiploma (n = 31) 

+ tB.Sc.N. (n = 10) 

Oiploma 

§M.S. (n = 3) 

B.Sc.N. 

M.S. 

* = p < .05 
** = P < .01 

n.s. = not significant 

Midd1eman Entrepreneur 

3.06 3.83 

** * 
2.67 4.17 

3.06 3.83 

* n.s. 

2.40 3.86 

2.67 4.17 

n.s. n.s. 

2.40 3.86 

Patron 

4.05 

* 
4.42 

4.05 

* 
4.41 

4.42 

n.s. 

4.41 

T-tests - 2 tailed T-test were performed on the data. 
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Findings: Oip1oma nurses differed significant1y on the Midd1eman 
role than B.Sc.N. nurses or nurses who had a Master1s 
degree. No difference noted between B.Sc.N. and M.Sc. 

tOiploma nurses are those who are educated either in a 3-year hos
pital school of nursing or a 2-year community college program. 

tB.Sc.N. is a Bachelor of Science degree in nursing from a 4-year 
university program of study. 

§M.S. is a Master of Science degree from an 18-24 month university 
educational program. 
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M.S. Similarly, diploma nurses were significantly different on patron

like attitudes than the B.Sc.N. and M.S. nurses. 

Although caution must be exercised in extrapolating from this 

small sample, the results suggest that there is a consistent trend 

whereby management nurses, clinicians, and specialists in this hospital 

appear to have differing political roles (expectations) varying with 

their highest level of education. Diploma nurses appeared to have more 

beliefs which coincided with the middleman role than nurses who se high

est level of education was B.Sc.N. and/or M.S., and lower agreement 

with beliefs consistent with an entrepreneurial or patron role. 

There were no differences between the nurses and the length of 

time in their present positions or lengths of time in nursing. In sum

mary, the results of the questionnaire project indicate a st ronger rela

tionship exists between political role beliefs and previous educational 

level but no relationship between political role beliefs and length of 

time in onels present position. 

Interpretation of the Findings 

It appears that the predominant style in this sample is patron 

on the mean scores on computed variables for the Nursing Top Level 

Staff suggests that the group values professional independence. In the 

sense that the patron style is defined as a purveyor of first arder 

resources, then these nurses see themselves as persans who are in com

mand of their own professional decision making and social interaction. 

Nurses have historically been seen as subservient and controlled by 

physicians. Therefore, in a highly organizational setting (see Appen

dix B--Nursing Organizational Chart), it is interesting to note that 
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there is a trend toward more independent professionalism taking place. 

This top level nurse group is not always in direct patient contact nor 

under the direct supervision of physicians. These nurses, neverthe

less, do influence and set policy for the staff nurses to implement, 

and this latter group is in direct contact with patients and in close 

clinical interaction with physicians. Relative to the descriptive 

data, the staff nurses exhibit differing role behaviors to that of the 

patron role manifested from and through the questionnaire. 

Education, as one might suspect, appears to make a difference 

in terms of role behavior. In this analysis, there is a significant 

difference with respect to educational levels of preparation. As one 

might anticipate, the middleman role, which is closely associated with 

behaviors linked to organizational parameters, is favored by the 

Diploma Nurse Group (3-year hospital prepared). They scored signifi

cantly higher than B.Sc.N. or M.S. prepared nurses. Diploma nurses 

also scored lower both on entrepreneurial and patron-like attitudes 

than university prepared nurses. This suggests that the more innova

tive and independent professional role behaviors are more in line with 

ideas advanced through university education. Political role beliefs 

and previous educational level, rather than the hospital position or 

length of experience, are important variables. They suggest that there 

is a value in advanced education leading ta the production of more 

innovation within the profession. These innovators are the risk-takers 

for change and ultimate growth in the caring behavior of nurses. Risk

taking activity in nursing refers to the nurses' ability, primarily, as 

an effective decision maker, independent or interdependent in the 
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assessment and management of patient care problems. For example, 

rather than having to summon a physician immediately upon encountering 

a patient with a complex clinical problem, the nurse will exert know

ledgable, professional, clinical judgment to decide the correct course 

of action. 

With the use of a questionnaire to examine attitudesjbeliefs 

about nursing behaviors, one is able to gather insight into the ideo

logical system of the nurse group under study. How do the values of 

the sample group influence other members of the professional groups and 

their behavior? These answers will follow in the analytical interpre

tation of the descriptive data. 

Summary 

This chapter discussed the background information relating to 

the questionnaire, Current Nursing Trends, that is, the reason for its 

design and development of the 56 items. Definitions of the terms 

middleman, entrepreneur, and patron provided a means of explaining how 

the concepts from the role characteristics in political anthropology 

were translated into nursing and health care terminology. 

Ideas regarding the wide educational variation in nursing were 

reemphasized within the context of quantitative analysis of this study. 

Nurses employed in hospitals are, generally, graduates of the community 

colleges or- the hospital schools of nursing in the pasto Few nurses in 

hospital bureaucracies have Bachelor or Master of Science degrees. 

Those who do are usually in positions of organizational management such 

as coordinators, directors of nursing or clinical specialists who are 
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engaged in research or patient/nurse education. 

An analysis of the data revealed that the mean scores of the 

sample group tended to agree with those items that described the patron 

style which is considered to manifest the nurses' role as a purveyor of 

their own resources, thus in command of their own clinical decision 

making. 

Regarding the analysis of the data by education, .diploma nurses 

(from hospital-based or community col1ege schools) were significantly 

10wer on entrepreneurial or patron-like attitudes than either B.Sc.N. 

or M.S. nurses. The results of the questionnaire indicate that there 

is a stronger relationship between political role beliefs and previous 

educational level, but no relationship between political role beliefs 

and length of time in one's present position. The attitudinal trend 

in the interpretation of the results tends to be more in the direction 

of independent professionalism; and the educational level appears to 

explain the significant difference. In this study, the majority of 

nurses had educational preparation in hospital schools of nursing. 

But, one can hypothesize that as the educational level increases so do 

the beliefs regarding professional autonomy. Hence, education is an 

important variable in professional control and management. An inter

esting aside is the fact that only one male was represented in this 

study. It has been predicted that as nursing includes more men in the 

professional ranks, the more it will grow in line with other profes

sions, namely teaching, where new leadership strat~gies are producing 

effective economic and political results. In conclusion, therefore, 

one can predict that the variables of increased educationai preparation 
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and the increased male nursing population may well represent a new era 

for the nursing profession. 

The following chapter will be an interpretation and analysis of 

the "culture" of nursing within St. Francis· Hospital. The interpre

tative data will be explained using Geertz·s distinctions between cul

ture and social behavior, that is, through the flow of behavior, cul

tural forms find expression. A number of research questions and state

ments with a summary will complete the chapter. 



CHAPTER V 

INTERPRETATION OF THE CULTURE OF NURSING 

AT ST. FRANCIS· HOSPITAL 

Concerning the interpretation of anthropological data, Geertz 

has made sorne distinctive remarks. Geertz (1973:17-19) has emphasized 

the fact that behavior must be considered with sorne exactness because 

it is through the flow of behavior or, more precisely, social action, 

that cultural forms find expression. Anthropological interpretation 

consists of the tracing of the course of social discourse and IIfixing 

it ll in a form which can be inspected. The following chapter will con

sist of an explanation of the ethnographie data and, from the analysis, 

will conclude with the generation of a research hypothesis and research 

questions. In this study, nursing behavior was observed within one 

institutional complex--the hospital. Within the framework of the 

social and cultural milieu, an attempt will be made to place the data 

into a meaningful context by trying to understand the conceptualization 

of the elements of values on one hand and social action on the other. 

The Strategy for Analysis 

Schatzman and Strauss (1973:108-113) state that qualitative 

data vary in levels of abstraction, in frequency of occurrence, and in 

relevance to central questions [or objectives] of the research. The 

working of tho..ugHt processes in anal y tic thinking is complex, logical, 

84 
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and purposeful. It is thinking which is self-conscious, organized~ 

systematic, and instrumental. Therefore, by the use of the objectives 

of the study (including the questionnaire data) as the guideline, cer

tain patterns of behavior for determining the significance of the data 

were found, and will be, subsequently, discussed. To restate, the 

objectives of this study are as follows: 

1. To gain insights into nursing behaviors during the delivery 
of care to patients by utilizing anthropological and social 
science research methods 

2. To become knowledgeable about the impact of the structural 
characteristicts of complex organizations on nursing values 
and the consequences for nursing practice 

3. To develop awareness of the cultural norms, rituals, myths 
of nursing practice which influence, positively or nega
tively, the IIpracticell of nursing--for example, effective 
care to patients 

4. To understand the intra- and inter-professional communica
tion and decision-making patterns within the hospital 

5. To recognize sorne of the fundamental and important relation
ships between the fields of anthropology and nursing which 
have effects on the health/illness patterns of patient and 
nursing behaviors 

The objectives served as a guide for eliciting data. By means 

of structured interviews using the tape recorder with the IIday ll coor

dinators, and non-structured interviews and participant observation 

with the II night ll and lIeveningll coordinators and staff nurses, data were 

secured. 

Theoretical constructs arising out of the field research meth-

odology of participant observation, key informant interviewing, non

structured interviews, and the use of the questionnaire are central to 

the analysis. The main IIcultural li element and theoretical construct 

identified throughout the course of study was conflict. Elements con-
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tributing to nurse conflict behaviors contingent upon the goals of the 

bureaucracy were institutional ideologies such as the philosophy and 

objectives of Nursing Service; the rules, policies, and :regulations; 

the model of health-provisioning--the "medical" model; the inter-jintra

hierarchical role structuring; and patient population shift to the aged 

and chronically ill. Those elements directly nurse-related are reac

tant stress behaviors because of the varying ideologies about the 

"care-orientation" in terms of "otherness" and "self"; powerlessness 

of nurses vis-à-vis physicians; manifestations of "caring" behavior; 

the variety of educational programs for nurse preparation; the "union"; 

lei sure time and economic factors; "self-actualization" precepts and 

self-determination. 

Most units within the entire hospital were surveyed w;th the 

exception of the Liaison (suicidology and drug detoxification) Unit, 

the Emergency Psychiatric Unit, and one Surgi cal Unit. The Physio

therapy Department was not included in the study because nurse inter

actions with physiotherapists generally took place on the patient 

units. The Pharmacy Department was included only with reference to its 

direct involvement with the nursing role inasmuch as the evening and 

night coordinators are responsible for the dispensing of medication 

after 2030 hours. (This practice of taking on the role of pharmacist 

;s not unlike the nurse taking on the role of the physician when time, 

economic factors, or the geographical location is inconvenient for 

physicians. For example, the nurse decision-making role increases dur

ing the even.Î.Dg_arrd night hours.) Nurses assume the role of pharma

cists after 2030 hours because they have traditionally carried out this 
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haur pharmacists. 
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Interviews with the caardinatar graup revealed its expressed 

beliefs ta be cansistent--that is, their deep cancern far the negative 

changes in nursing care and in health care, in general, and precisely, 

less care directed toward 1I 0thers. 1I Their institutional beliefs were 

also consistent; that is, their expressed loyalty to the hospitalls 

organizational goals. The majority af these nurses had their educa

tiona1 roots in hospital schools of nursing. According to Leininger 

(1970:63-67), this type of education was largely guided by the norms of 

an outside reference group--the medical profession. 

The questionnaire results on the analysis of education revealed 

that dip10ma nurses (hospita1/community college educated) scored sig

nificantly higher on middleman: scores, which is linked with loyalty 

and value patternsrelated to institutional policy and physician-guided 

decisions. On the other hand, the total mean (average) scores revealed 

that the top level management group beliefs and attitudes tended ta 

agree most highly with both patron-like and entrepreneurial character

istics which suggest a more resourceful risk taker and self-determined, 

professional decision maker. 

These differences may be related to a number of factors and are 

enumerated as follows: 

1. The total sample included the head nurses, the clinical 
specialists, and nurse clinicians 

2. The clinical specialists and nurse clinicians have advanced 
university education 

3. Three of the coordinators had advanced university education 
after their hospital training 



4. The attitudes of nurses and women are changing toward 
increased assertive behaviors 

5. Written responses may differ from manifest behaviors or 
expressed beliefs 

In summary, the coordinator group profile generally revealed 
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the value of concern for others, concerns regarding changing profes

sional values, loyalty to the institution, questionnaire results which 

suggested professional self-determination and resourcefulness. When 

the questionnaire results were analyzed using education as the vari

able, however, their attitudes were more consistent with middleman 

characteristics. 

In contrast, while participating with the general staff nurses, 

the ideas and attitudes generated led the researcher to believe that 

there was a high degree of emphasis on the "self." Questions relative 

to patient care processes had to be directed. Spontaneous remarks 

about rigidity of institutional policies about fixed working hour 

schedules, the number of nurses assigned to a unit, the overwork, 

increased responsiblity, and the problem of reallocation to other units 

were commonplace sources of complaints. Most nurses commented that 

they had to work too hard. The assignments were regarded as being too 

"heavy." l~hen they had a team leading and medication responsibilities, 

they felt that they should have a sharp reduction in patient care 

responsibilities. Many nurses commented on the fact that they never 

had a chance to get any 1I1ight il days because as soon as there was a 

patient number reduction on the ward, sorne member of the team was real

located to another unit. Nurses said they IIhated" to be reassigned to 

another ward. Adjustments had to be made for the new team members when 
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reallocated. They felt they were treated poorly--"like dirt" was a 

common comment; and they felt their assignments were too heavy because 

they generally had to work on a medical floor or the surgical floor, 

which housed most of the old people. Nurses agreed that they just 

barely got the routine done--baths, bed making, feeding, and getting 

patients out of bed. Extra care or care of the patients· psychosocial 

and educational needs were minimal. 

Organizational expectations regarding written plans of patient 

care and nurse activities were not accomplished except occasionally for 

long-term problem-type patients where special surgical dressing tech

niques, feeding requirements, and psychological counseling behaviors 

were deemed as important. For example, the Coronary Care Unit Kardexes 

(written nursing care plan guides) contained data related only to 

electro-cardiograph monitoring needs. Other patient needs, especially 

psychological, were not priorities for consistent, coordinated, orga

nized care. "Caring behaviors l' such as empathy, support, health educa

tion, stress alleviation, and comfort were observed as provisions only 

to meet the immediate functional need. No "extra" caring practices 

were observed in this unit. 

The philosophy and objectives of nursing service of the hospi

tal are designed primarly as the guiding force to care, that is, to 

care for others (see Appendix E). Nurses, who are supposed to be com

mitted, dedicated, and patient centered, are continually faced with the 

reality that the bureaucracy and its organizational goals and policies 

provide.a continuous level of frustration for the general staff nurses. 

In nursing education there has been an increased degïee of emphasis 
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placed upon autonomy and self-directed learning. Today's nurse also 

cornes from a culture which has had a great degree of emphasis on materi

alism and economic gain, self-actualization, and assertiveness training 

for women. These cultural changes may be indeed responsible in part 

for many of the changes witnessed in the study in terms of the altera

tian of caring behaviors and the hostilities rendered against the 

institution for failing to provide more time for leisure or comfort. 

In the analysis from a positive perspective, the effect of 

self-emphasis demonstrates that the necessity of caring for others 

equally implies a caring for self. Where the fulcrum point lies which 

produces a balance along the axis of belief and action has yet to be 

developed and evaluated by nurses as a group, although individuals make 

this decision to themselves. 

From the point of view of economic and social gain, the answer 

as to how these new values for nurses will be interwoven into the com

plex philosophy of patient and hospitals systems has yet to be unveiJed. 

In essence, there is evidence to propose a two-fold professional and 

social need for growth and development. The "leisure" ethic is replac

ing the "work" ethic, and nurses, as a part of the post-industrial/ 

technological age of mankind, are a1so a part of this shi ft. Daniel 

Bell (1973) has forecast a number of problems which derive from his

torical factors. In his book, The Coming of Post-Industrial Society, 

Bell discusses at length the dangers of a technocratic society in the 

sense that a post-industrial society cannot provide a transcendent 

ethic. He states that the lack of a rooted moral belief system is the 

cuitural contradiction of society an-d the deepest challenge ta its sur-
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vival (Bell 1973:480). Anderson (1974) also forecasts a simi1ar future. 

He states that the future of lei sure depends, not surprisingly, upon 

the future of work which will be influenced by industria1 change and 

other factors such as population, natura1 resource avai1ability, and so 

forth. He does not predict, however, in what direction and at what 

rate the social values and norms will be changed (Anderson 1974:129-

139). Both of these authors suggest that values and norms are impor

tant for growth and development. Since nurses as care providers and 

hospita1s as caring institutions are a part of the fabric of human 

culture, where and how they will function in the post-industrial age is 

of great concern. This study connotes that thoughtful analyses of the 

present and future circumstances will be imperatives if we accept the 

guises of a moral belief system as our challenge for survival. 

The hospital's cultural norms reflect care of the acutely i11. 

When a set of beliefs are established, a set of assumptions and ulti

mate outcomes guide the way in which behavior in institutions is opera

tionalized. From participant observation, the author became aware of 

the fact that the units of St. Francis ' Hospital were increasingly 

housing patients who were chronical1y ill, especia11y chronicity with 

aging. But, "active treatment" was often rendered because these 

patients were usually admitted under an active, rather than chronic, 

diagnostic problem label. With groups of aged patients, there is a 

number of diagnostic problems superimposed upon the factor of age. The 

problem is, of course, larger thanjust the institutional setting. The 

demographic profile of Canada suggests the same. Population shifts are 

in the direction of the aged, and the society is not prepared tû meet 
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the specifie challenges of the care of the aged. There may be, in 

fact, a general denial of this shift. The television medium carries 

programs and advertisements which emphasize youthfulness. Within fam

ily relationships, aged parents and grandparents do not remain with the 

nuclear family, nor is there much encouragement or support to do so. 

Coping with aging and the aged often places stress on the individuals, 

especially family members. Thus, there is a growing need for more 

nursing home/chronic care beds. However, these beds are sparse, and 

with so many restrictions on their use, the only place left for many 

elderly is often the hospital. And yet, another set of prob1ems 

arises: hospital po1icies do not ref1ect care of the aged as a high 

priority item; nurses can't cope and doctors virtua1ly abandon them as 

hopeless. Few hea1th care providers choose to specialize in geron

tology. When a hospital operates under an inappropriate set of assump

tions, the outcome goals are inconsistent with actual problems. There

fore, in light of the social, economic, and humanistic problems of 

aging and the aged, the hospital philosophy should reflect the beliefs 

of a shifting population group. For example, the Population Projec

tions for Canada and the Provinces 1972-2001 shows that the old-age 

segment of the Canadian population, those aged 65 or older, is expected 

to grow from its 1971 1evel of 1.7 million to approximately 2.6 mil

lion in 1986, or an increase of 48% (Statistics Canada, June 1974:86). 

Future population movements are likely to be dominated by an 

upward shift in age structure, an Qverall aging population, a slow 

increase or even decline of groups in the formative ages, and a sizable 

încrease in the number of eideriy peopie (Statistics Canada 1974:89). 
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Concerning the problem of chronic illness in hospitals, many chronic 

diseases are a consequence of aging; and as the numbers of survivors 

into old age increase, so do the cases of chronic diseases (Lalonde 

1974:59). By virtue of the present situation of the aged and chron

ically ill in hospitals and the projected growing numbers of aged in 

the population, both clincical and administrative nurses, in collabora

tion with the Ministry of Health and the Directors of the Hospital, 

should examine this critical problem with the end goal of planned 

policy changes. Although the Assessment and Placement Service evalu

ates the problem of the numbers of chronic/aged within the hospital, 

planning for incresasingly greater numbers has not been thoroughly 

appraised. For example, on one medical unit, the researcher observed 

that there were 16 patients waiting for placements to nursing homes or 

rehabilitation units. The total unit contained 33 patients, out of an 

average of 50, between the ages of 57-88 years with chronic problems 

such as cerebral vascular accidents (strokes), arteriosclerosis, Hunt

ington's Chorea, leukemia, hemoplegia, asthma~ gastro-intestinal car

cinoma, chronic emphysema, and 50 forth. With these chronic health 

problems, alterations in staffing patterns relative to the necessary 

modes of care would be an example of a major policy change to reflect 

alterations in the hospital patient population. 

Communication and decision-making patterns revealed problems 

between management and general staff nurses. The phenomenon of a Ilwei 

they" relationship existed on both sides. In interpreting the general 

staff nurses· remarks, the majority thought that the management and its 

goals were a road-block to their need for satisfaction, especially 
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those needs related to comfort and leisure such as time off. "They 

just don't understand," was a common phrase directed at the coordinator 

group by the general staff nurses. 

Another major problem is the staffing situation within the hos

pital. Although the director and coordinators believed that staffing 

patterns were adequate according to numbers of nurses relative to 

patient volume, nurses involved in direct care negatively discussed 

their experiences regarding shortages. The fact that they were con

tinually reallocated to other units was an indication to them that 

there were staff cut-backs. Many coordinators judged their complaints 

about reallocation and increased work loads from the perspective of a 

lack of commitment and willingness to "care" for others. while sorne 

recognized the increased complexities of health care organization 

within teaching hospitals. 

Much of the communication dialogue between management and the 

general staff nurses was expressed via union grievance discussions. If 

nurses felt that they had a legitimate problem relative to the terms of 

the Collective Agreement within the hospital, the union representative 

could act on their behalf in negotiation with management. The official 

union (Ontario Nurses' Association), although imperative in improving 

economic and social conditions for nurses, has contributed to the "wel 

they" phenomenon or split between management (administrative nurses) 

and labor (staff nurses). Because of the intrahierarchical role struc

turing of nurse occupational groups, nurses historically have had a 

built-in factor contributing to the split. By the natural institu

tional division of iabor and now, with the union, a greater separation 



of nurses appears to be evolving. With the energy required for overt 

conflict resolution, there is equally as much required for the covert 

conflicts which generally continue and cause reduction in the energy 

needed to assess and implement effective nursing care to patients. 
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A problem in expectation in terms of communication exists among 

the following: the goals of the Nursing Service (see Appendix F) which 

are founded on idealistic and Christian principles of dedication and 

commitment to the patient; the newer, comprehensive, holistic care 

goals; and the changing values of nurses which are, to sorne extent, 

out of line with their educational preparation. Since the majority of 

nurses are prepared at the community college level, the educational 

time span is limited. The nursing management group is promoting con

cepts which should elicit behaviors in nurses which emphasize the 

II problem solving ll process in the assessment of the biological, psycho

logical, sociological, cultural, and spiritual needs of patients. 

Graduates come from an educational preparation which is practically and 

technically oriented with only limited education in theoretical con

cepts. For example, in the community college curriculum a student 

reported that care of the aged in terms of theoretical developments is 

not a high priority. Thus, new graduates are not prepared educationally 

to handle the assessment process of their aged patients. Many experi

enced nurses have not had (nor have taken) the opportunity for con

tinuing education. The end point to all of this is reflected in inade

quate patient care. Again, nursing care planning and total patient 

needs are not adequately met. Professional goals which are commensur

ate with the goais of comprehensive nursing care are in conflict with 
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technical goals--the end product of community college educational pro

grams. 

The inter-jintra-hierarchical role structure predominates even 

though a concept of "team" is a highly valued goal. The team concept 

produces difficulty for team membership because of the institutional 

system of social stratification. Physicians have most often enjoyed 

the position of head of the team. Inter-hierarchically, the structural 

position of nurses has been as the lowest member of the superordinate 

group and, intra-hierarchically, as the highest member of the subordin

ate group. This concept, however bothersome to nursing educators, 

administrators, and the practitioners, still exists and can be linked 

to the middleman role (see Appendix A). Although te am concepts con

tinue to be developed, the hierarchical organizational schema con

tributes to the confusion of implementing the team approach to care in 

the highly structured hospital environment. Perhaps this system of 

management is the only useful way of the organization of health pro

visioning. It is governed by the traditional medical model; and 

because there is a tight bureaucratic chain of command, changes have a 

slow, often painful, evolution. 

The II curing" function of the medical model continues to be the 

model of service to be emulated. For example, on one medical unit the 

elderly patients are placed in special corridors and are not construed 

by student physicians or their professors as a teaching value. Thus, 

patients who cannot serve the purpose of the primary curing mode of 

medical education in a teaching-learning environment are forsaken. The 

health care model, which includes health maintenance and health promo-
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tion with a high priority on education, is not realized. The nurse who 

is not professionally able to define the educational role as his or her 

function of caring adopts the medical model's curative role with empha

sis on physical symptomatic treatment measures. 

Problems in health provisioning can be traced to the inter-/ 

intra-hierarchical role structure, the educational system and prepara

tion, the institutional philosophy, and the budgetary constraints 

expounded by the Ontario Ministry of Health. Insured Ontario health 

spending more th an doubled from 1.23 billion dollars in 1970-1971 to 

2.47 billion dollars in 1975-1976. Ontario's health care bill is 

expected to reach 3.8 billion in 1977-1978 (The Toronto Star, Saturday, 

January 14:1978:A2). These monumental increases affect nursing care in 

hospitals. When the Ministry of Health decides upon the health budget 

restriction, hospitals become the target. Hospitals are allocated bud

gets for which a portion of the health care dollar goes toward the 

staffing patterns of nurses and their salaries. Wh en those specific 

funds are depleted, so ends the requests for nursing staff, which 

affect care. 

The important relationships between the fields of anthropology 

and nursing, which have a bearing on the health/illness patterns of 

patients and nursing behaviors, are analyzed in terms of the conflict 

of values and social behavior in this study. 

Values and Social Sehavior: An Analysis 

Clifford Geertz (1973:144-145) points out that Parsons and 

Shils have given a useful way of distinguishing between culture and 

social system. They state that culture can be seen as an ordered sys-
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tem of meaning and of symbol, in terms of which social interaction 

takes place; and the social system can be seen as the pattern of social 

interaction itself. Geertz adds that on the one level there is the 

framework of beliefs, expressive symbols, and values in terms of which 

individuals define their world, express their feelings, and make judge

ments; on the other level there is the ongoing process of interactive 

behavior, whose persistent form is called social structure. Culture is 

the fabric of meaning in terms of which human beings interpret their 

Experience and guide their action; social structure is the form that 

actions take--the actually existing network of social relations. 

The values in conflict within the "culture" of nursing in St. 

Francis' Hospital center around those values which guide behavior. 

There is a marked difference in beliefs about the values which serve as 

guides to nursing practice between the management group and the general 

staff nurses. The value differential may be due, in part, to the 

intra-hierarchical role positioning of nurses and to the advent of 

unionization. These structural realities have served to contribute to 

a restriction of the development of a unified body of professionals. 

Among the nurses wi th; n the hospi ta l, a paradox ; s emerg; ng among the; r 

ideologies: bureaucratic ideologies versus professed staff nurse 

ideologies. Traditionally, the nursing profession has been oriented 

toward "otherness ll
; that is, the interests of the patient and also of 

the doctor stood above those of the nurse. In the past, and still to a 

large extent today, nurses were enculturated into a value system that 

stressed their role as care-giver in terms of "others,1I which contrasts 

tû the dûctûrs' IIcure ll orientation. Although the nurses as a total 
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group in the hospital are still committed ideologically ta comprehen

sive, holistic care, this ideal is becoming increasingly difficult ta 

implement. In practice, models of caring are preempted by time con

straints, limited human resources, economic limitations related to 

budgetary constraints for nursing, ineffective nurse-physician decision 

making, and occupational power conflicts. The hospital, with its 

values of efficient and effective use of time, energy, and resources, 

seeks to advance bureaucratic goal interests above those of the 

patients it serves, especially with respect ta the care of the aged and 

chronically i11. 

Since nurses are relatively powerless in their role vis-à-vis 

physicians, they are unable ta prevent their own caring models of ser

vice from being overridden by the traditional medical curing models. 

The fact that nursing models of care have been thwarted by conflicts of 

the values of the bureaucratic goal interests creates stress for the 

majority of general staff nurses. The management group, which repre

sents values rooted in the bureaucratic structures, differs to a degree 

from the staff nurses. 

One major outcome of this stress is that the staff nurses are 

now beginning to alter their professional role behavior. The old value 

system committed to lI otherness, Il which i s sti 11 professed by many of 

the nurses of St. Francis· Hospital and certainly within many schools 

of nursing, is now being challenged by the younger generation of nurses 

who see themselves as professionals seeking advancement and personal 

benefit within the conditions defined by the hospital bureaucracy. 

Increasingiy, this younger generation of nurses is moving away fram 
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their emphasis on responsibility to others and becoming more concerned 

with self-interests (stress alleviation by taking time off without per-

mission, increased considerations for work-load responsibilities, 

shorter work weeks, overtime pay, and so forth). The general staff 

nurses are no longer willing to engage in patterns of self-denial or 

extended, personalized care in the interests of patients or the hos

pital. The IIcare-orientationll appears to be undermined by the staff 

nurses themselves in response to many of the constraints imposed by the 

bureaucratie structural value system, by their educational limitations, 

and by the newer values related to material comfort and leisure within 

the dominant culture of Canada. 

An analysis of the value of self-actualization and nursing 

deserves consideration because of the emphasis the concept has received 

in nursing curricula. 

Researchers recently have been examing this concept and have 

postulated a number of core assumptions about the emergent world view, 

which may attempt to explain some of the alterations in nurse behaviors. 

Robertson and Cochrane (1976:80-82; 1977) postulate the following: 

1. The new consciousness is a belief that all human beings are 
endowed with a set of innate II potentials,1I which is the 
purpose of life to express--that is, II se lf-actualization li 

and "self-realization. 1I 

2. The extent to which the individual is able to express or 
fulfill these potentials is dependent upon the social and 
physical environment within which he finds himself. 

3. The responsibility for providing the means for expressing 
and satisfying these potentials is held to lie in society 
rather than the individual. 

4. The formèr value-systems were based on the principles of self
reliance and self-denial and on the belief that the indivi-
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dual as an independent agent, is responsible for his 
actions and his current situation. The gratification of a 
person's wants was previously regarded as a personal, 
rather th an a social, responsibility. 

5. The young, guided by the new consciousness, will react with 
hostility to what they see as the failure_o.fsociety to make 
adequate provision for their complete personal development. 

Although their research eentered around deviant behavior, the 

basic idea as to why there may be increasing stressors and stresses as 

a result of eonflicting values, points to very realistie problems of 

culture change and cultures which are in transition. 

In the situation of nursing, the "culture" transition of 

changes in caring patterns has become evident in this study. There is 

a degree of emphasis on patient self-care and independence. This can 

be interpreted as care which would be beneficial for the patient or 

interpreted simply as non-care. When one sees patients alone, lonely, 

and forsaken, questions about care and its meaning must be addressed. 

If one aeeepts the premise that the new world view is one whereby 

society (in this case, the hospital and nursing administration) aecepts 

the responsibility for the satisfaction of individual potential, it is 

of little wonder that stress-related hostility has evolved among the 

young nurses. Their needs are not adequately being met. Hostility 

regarding "work-load" responsibilities and "time-off" scheduling are 

sorne main issues. The amount of deviance which ean be tolerated rela-

tive to many issues ereates problems and seriously violates the prinei-

ples which guide the people of the more traditional value system, the 

management nurses. The bond of earing, the essential element in nur

sing practice, is not the bond 'I/hich holds the "culture" of nursing 

together. The divergent beliefs between bureaucratie values and the 
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old value system of "otherness" has produced two modes of behavior. 

Thus, central questions arise. Can the norms of the social organiza

tion be changed to fit the new wor1d view, or should the adaptation to 

the social organization take place in the individua1s who are a part of 

and are shaping the new culture of nursing? Murphy (1971:57) points to 

the fact that culture institutionalizes the role system, and it becomes 

internalized within the personality. Culture is also the principal 

source of change in the social system. The cultural system is subject 

to the vagaries of the meanings and rules of the ideationa1 realm. In 

nursingls ideationa1 realm there is the conflict of what type of com

mitment is important in "caring." With the new I cu1ture" of nursing, 

caring may, in fact, be taking on a different meaning. Murphy (1971: 

218) stresses that values may be incongruent with actions but ne ver are 

irrelevant to them. 

Therefore, one significant conclusion can be drawn from the 

analysis of self-actualization and the "culture" of nursing within the 

hospital. With an increased emphasis on self-actualizing precepts, 

those values which do have meaning in the ideational order of staff 

nurses have contributed to changes in their caring behaviors. 

Other behavioral changes will be subsequently explained in the 

form of a research hypothesis and questions based upon the observa

tional methodological process. 

The participant observation method has provided the primary 

means by which data regarding the conflict between values and social 

action were elicitied and could be analyzed. A secondary data source 

was derived by means of the questionnaire. 
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As has been stated, the central theme in this study is conflict 

in a variety of forms. The observations and discussions with the 

groups of nurses have revealed that problems exist within the bureau

cratie system of hospitals with differing policies or rules relating 

to time constraints, limited nurse resources, increased aging and 

chronic patient populations within the active treatment or acute care 

facility, the priority of medical curing models of health provisioning, 

the inter-jintra-hierarchical role positioning of health professionals 

versus the value of "team,1I in contrast to the value system of the new 

generation of nurses whose interests are directed toward the develop-

ment of social and personal enrichment, economic responsibilities as 

wives and mothers as well as professional responsibilities, conflicts 

in technical, educational preparation versus institutional goal expec-

tations of comprehensive, holistic care and the "union" collective 

agreements. These conf1icts between the bureaucratie value interests 

and the ideological commitments of nurses have contributed to a separa

tion among the professional groups and serious stress-related activi

ties, especia11y a1terations in caring behavior. 

sis. 

A major hypothesis can be proposed from the framework of ana1y-

In a hospita1, alterations in caring behaviors are an expres
sion of conf1icts re1ating to changing economic, social, 
political, and ideological factors of the dominant Canadian 
culture (or in any other culture). 

An explanation of this hypothesis can be exp1ained by the fol-

lowing research questions: 

1. Do the rules, policies, and regulations of the hospital 

serve to thwart the professional commitment of nurses to 



comprehensive holistic care? 

2. Can professional values be congruent with bureaucratie 

values? 

3. Ooes conflict serve to advance or impede professional 

growth and development? 

4. Are the responsibilities of a primary care taker in the 

home incongruent with professional care-taking responsi

bilities for nurses in the hospital? 
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5. Is the institution prepared to meet the demands of nurses 

who choose to realize personal self interests within the 

bureaucratie structure? 

6. Has the value of II caring li taken on a different meaning for 

the new generation of nurses? 

7. How and \'/hy does the uni on serve to perpetuate a IIwejthey;; 

~plit between management and labor within the professional 

nurse ranks? 

8. How does the stress resulting from conflict between bureau

cratie and professionaljpersonal goals of nurses alter car

ing behavior? 

9. Why is stress expressed as hostility within professional 

behavior? 

la. What types of educational preparation are needed for nurses 

employed in complex organizations? 

11. Can medical II curing li models be altered to include nursing 

II caring li models for al1 patients? 

12. Can the hospital'5 designated label of lI ac tive treatment ll 



be altered to meet the needs of a changing chronic-aged 

population? 
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13. Is hierarchical role positioning the most effective profes

sional social stratification model within the hospital? 

14. Do conflicts vary with the age of nurses? 

15. Do the conflicts vary with the types of educational prepar

ation of nurses? 

16. Have the economic factors in health care delivery served to 

thwart, not only the nurse professional interests, but also 

the organizational goals of the hospital? 

17. What are the priorities across personal goals and profes

sional goals? 

18. Do nurses select different kinds of caring behaviors based 

upon the age of the patient population or the degree of 

chronicity of the patient? 

This observational process has proved to be a valuable method 

for engaging in the study of conflict within hospitals and could be 

applicable within other hospital environments in North American cul

ture. Thus, hospitals become a valid place in which to study culture. 

Summary 

This chapter has included the interpretation and the analysis 

of the results of the interviews, participant observation, and the 

questionnaire in the study of nurse role behavior within St. Francis' 

Hospital. 8y using the distinctions drawn by the anthropologist Geertz 

regarding culture and social action, the following conclusions were 
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made regarding how cultural forms find expression through social action. 

By using the objectives as a methodological framework to examine the 

"culture" of nursing within the hospital, the central construct of con

flict was identified as the cultural element to which numbers of stress

related problems were linked. The bureaucratic system goals and nurse 

value systems were producing the wide disparities between belief and 

action. As has been outlined, those values of the institution are 

firmly rooted in operational management and are more closely aligned 

with fulfilling the goals of efficiency and effectiveness based upon an 

outdated set of assumptions. On the one hand, management nurses who 

come from the more traditional orientation in nursing are committed to 

the old value system of "otherness" and ta the goals of the institu

tion. On the other hand, the newer generation of staff nurses are not 

only in conflict with their care orientation ta others but are seèking 

to advance themselves professionally and personally within the condi

tions of the hospitals. Generally, this stress has produced an altera

tion in caring behavior and is most evidenced in a decreased value 

toward care of the aged and chronically ill. The fact that the patient 

population of the aged has increased in hospitals, both health care 

professionals and management groups are not prepared to meet the chal

lenge. 

A variety of other problems which produce conflict are related 

to intra-jinter-hierarchical role structuring. Both physician and 

nurse groups are affected by the division of labor which gives priority 

to physicians and medical "curing" models. 

Anthropological methods have provided a very useful way of 
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analyzing and viewing the hospital as a valuable place from which to 

examine culture as a whole. The central research hypothesis related to 

the alterations of care behaviors of nurses serves to contribute to the 

explanation of many economic, political, social, and ideological 

changes in the dominant culture of Canada. In the hospital, the 

research questions regarding these changes may help to further advance 

the knowledge base from which nurses, other health professionals, and 

executive management groups may consider planned policy changes for the 

growth and development of patients and health providers. 

The following chapter contains the summary, conclusions, and 

finally a list of recommendations which will help in the implementa

tion of future research proposals and planned policy changes based upon 

population, fiscal, and new value considerations. 



CHAPTER VI 

SUMMARY, CONCLUSIONS, AND RECOMMENDATIONS 

The final chapter discusses the summary and conclusions; a list 

of recommendations arising from the data analysis is presented. Appen

dices Gand H are discussions of reports which were given to two admin

istrative groups within St. Francis' Hospital at the closure of the 

research study. 

Hospitals and nursing homes are the primary social institutions 

where care is provided to those persons who are unable to care for 

themselves. Nurses are one professional group which is publ Ï'cally 

responsible forcare provisioning. This study of nurse beliefs and role 

behavior within one hospital complex has revealed knowledge about the 

interrelationship of their values and social action. 

The relationship between the conflict of values and social 

behavior has been explicated by the anthropologist Clifford Geertz 

(1973:144-145). At one level, culture is the ordered system where 

there is the framework of beliefs, expressive symbols and values in 

terms of which individuals define their world, express their feelings, 

and make judgements. At another level, the social system is the ongo

ing process of interactive behavior whose persistent form is called 

social structure. Therefore, culture is the fabric of meaning by which 

human beings interpret their experiences and guide their actions; 

social structure is the form that action takes; the actually existing 
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network of social relations. The author used the analytical framework 

of Geertz in her analysis of the conflict of values between nurses' 

beliefs and action, as well as recent social science data described by 

other researchers. 

Summary 

Applied Anthropology and Nursing: 
The Methods of Research 

The anthropological description of nursing as a cultural subset 

has only recently been identified (Leininger 1970). Transcultural 

nursing, which is the study of cultural differences and similarities 

regarding the caring components of nursing practice, emphasizing the 

study of values, beliefs, and patterns of caring, is a new field uti

lizing the knowledge and research methodologies developed from-the 

interdigitation of the disciplines of nursing and anthropology (Lein

inger 1977:6). Empirically based ethnographic studies as the foregoing 

are important ta the nursing discipline in terms of understanding the 

nature of nurse behav;ors and for the guidance of nursing practice. 

Five objectives were emp10yed (including one relating ta 

research methodo1ogies) to investigate nurse role behavior: the struc

tural characteristics of the bureaucratic organization of the hospital; 

the "cultural!' norms (including education) of nursing which influence 

nursing practice; the intra-jinter-hierarchical role structure; and the 

relationships between nursing and anthropology. Anthropo1ogica1 

research methods are a useful way of providing insights into nursing 

within its professional "cultural" context. How nurse behavior was 

described, ana1yzed, and interpreted conveyed an understanding of the 
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patterns of nursing "culture," the styles of caring behavior and a 

basis from which cross-cultural comparisons of caring phencmena can be 

made. The methods of anthropology and the secondary source, the ques

tionnaire, employed in this study helped ta determine the kinds of 

facts which in turn led ta the development of a number of the pertin

ent theoretical constructs, a hypothesis, and research questions. 

The method of participant observation as a technique demon

strated that the hospital was not only valuable for the study of nurse 

role behavior but, also, for the culture itself. 

Conclusions 

The scope of the problems elicited by this ethnographic study 

with the use of a questionnaire developed from the anthropological 

political role behavioral concepts of middleman, entrepreneur, and 

patron to investigate attitudes and beliefs about nursing behavior, 

suggests that a critical paradox is emerging between the behavioral 

expression of nurses and professed institutional ideologies. 

The general philosophy of nursing at St. Francis· Hospital has, 

traditionally, been oriented toward "otherness," that is, the interests 

of the patient, the doctor, and the hospital stood above those of the 

nurse. This is not a new phenomenon in the history of nursing, how

ever. For example, in Canada the woman·s role as healer, the sisters 

and the ecclesiastical character of nursing from France to "New France/ 

the strict socialization in the Florence Nightingale school traditions 

from Britain, and the changes in the status of physicians in the wake 

of the turn of the century developments in medical science, all served 
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ta reinforce the strong female traditions of subservience, sacrifice, 

and subjugation ta authority. The motta of the first school of nursing 

in Ontario, in the attempt ta socialize a quality of passivity in new 

nurses, was III see and am silent,1I (Coburn 1974:127-140). Nurses are 

now moving away from the subservient role ta one of assertiveness. 

This new value, however, has produced a dichotomy between the goal ori

entation of nursing as lI other ll oriented care providers, and nurses, who 

demand self-satisfaction of personal, professional, and social needs. 

From the past and, ta a large extent today, nurses are encul

turated into the value system that stresses their role as care-giver, 

which contrasts ta the physician's cure orientation. Historically, 

with the advent of medical education in universities, II curing" received 

a prestigious title; and "caring," often associated with domestic work, 

was relegated ta the lower ranks of importance in health provisioning 

to patients, both inside and outside the large bureaucracy of the 

hospital. Although the term IIcare ll conveys meaning in terms of what 

nurses, physicians, and other health professionals do, "caring" as it 

is meant in nursing has had little attention in terms of research into 

the actual processes. Those key constructs identified and described 

by Leininger (1977b:14) such as comfort, touch, trust, empathy, sup

port, compassion, stress alleviation, and so forth are caring functions 

and crucial to the health and welfare of human beings. Why have nurses 

not been successful in raising the "care" process ta the prestjgjous 

level of "curell? 

The central problem at St. Francis' Hospital is contingent upon 

many factors within the bureaucratie value system and changes within 
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the professional and personal value system of nurses. 

First of all, a questionnaire, Current Nursing Trends, designed 

to elicit attitudinal styles about nurse political role behavior of 

nurses was distributed to the top-level management nurses. Generally, 

this questionnaire demonstrated that the political style within this 

total group was patron (see Appendix A). However, wh en the education 

variable was tested, nurses as a whole demonstrated the significance of 

the middleman style (see Appendix A). It should be reemphasized that 

the majority of the nurses in top-management positions were initially 

educated in three-year hospital diploma programs where hospital and 

physician needs were highly valued goals; therefore, it is not surpris

ing that the middleman style was dominant wh en the education variable 

was introduced. What does this mean? In answer, top-level management 

nurses believed that they were professionally self-determined and inno

vative in terms of the patron style. The middleman style is also con

sidered to be a complex role from an anthropological perspective. For 

example, Swartz (1968a:203) describes a II political middleman as a char

acter who wears not two or four masks, but must understand and manipu

late dozens of col ors and fibers from which he fashions subtlely dis

tinct and variously composite masks and guises. 11 For as long as nurses 

will be employed in institutions to facilitate their role function of 

caring, the complexities of the role of middleman are inherent. The 

role can be viewed as vital to the care of patients. Rodman (1977) 

states that anthropologists tend to define middlemen as entrepreneurs 

who have bridged the gap in communication between individuals, groups, 

structures, or cultures. Rodman believes, however, that not all mid-
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dlemen are entrepreneurs. This idea can be linked to nursing in the 

sense that, although nurses are in structural role positions, they all 

do not exhibit innovative, risk-taking behaviors. 

The questionnaire generally has provided an understanding of 

the expression of the beliefs of the top management level nurses from 

which a distinction could be drawn between the nursing "culture" rela

tive to social interactive behavior. 

From the analysis of the professed ideologies and social inter

active behavior of nurses, stress emerged as the major outcome of the 

conflict of values which was manifest in the alteration of professional 

caring behaviors of general staff nurses. Stress is a multi-complex 

phenomenon in hospital nursing practice. Increased technological and 

bureaucratie changes have added to the problems of "care .1I Techno

logical equipment and pharmacologie agents have placed II car ing ll in a 

competitive, secondary role equal to the competition related to the 

dominant curing role within the physician group of the hospital. 

Selye, the most prominent researcher on stress-related psychophysi

ological systems, reminds us that the stress of frustration is parti

cularly harmful, and nothing paralyzes efficiency more than frustra

tion (Selye 1974:134-135). Stress, too, results in hostility and 

depressed behavior. The general staff nurses demonstrated that they 

had a high level of frustration and subsequent anger toward the manage

ment group and, also, toward sorne of their patients. 

An examination of related bureaucratie contingencies can best 

elucidate the frustrations experienced by the nurses. 

Ideologically, nurses may be committed ta comprehensive, holis-
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tic care, but this ideal is becoming increasingly difficult to imple

ment. One occupational power problem rests with the physicians. Since 

nurses are relatively powerless in their role vis-à-vis physicians, 

caring models of service are consistently overridden by traditional 

curing models. The curing model seeks to facilitate the use of all 

available diagnostic, technological, surgi cal , and pharmacological 

techniques. These, in themselves, are not wrong; but when they are 

disproportionately or indiscriminately prescribed, or proscribed, 

patients and nurses become the victims. Nurses carry out the orders 

to patients who, too, become powerless in their patient role. Exam

ples of these problems can be observed in the Coronary Care Unit at 

the hospital. Values within the hospital place emphasis on physician

dominated curing models with ineffective use of nurse resources. This 

leads to inaccurate and incomplete assumptions about what the health 

provisioning needs actually are within the hospital, which is also so 

evident in care of the aged. This problem of "curing," however, is not 

solely a physician-related problem. Nurses are usually educated by the 

terms of the medical model--that is, symptomaticcare. Health care and 

symptomatic care are generally misunderstood in systems which adopt the 

medical model as the social organization of health care. On the one 

hand, symptomatic care is based on disease or physical-psychological 

system problems where the "cure" is ta be initiated. On the other 

hand, health care involves the social context of health where education 

for health prevention, maintainance, and promotion are the motivating 

factors. Since the hospitals and many nursing education programs fol

low the symptomatic cure model, nurses as well as physicians and admin-



istrators fail in their recognition and implementation of the health 

care model as idealized by the Canadian Federal Ministry of Health 

(Lalonde 1974). 
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The community college educational system for nurses, moreover, 

allows little time to generate the internalized professional "caring" 

role in terms of the unique problem-solving skills of nurses. The St. 

Francis' Hospital Department of Nursing desires well-developed, educa

tionally prepared professional nurses and, indeed, has organized its 

philosophy around professional "caring" goals. But, in reality, the 

technically prepared nurse is not adequately prepared to fulfill those 

goals, thus causing both stress and frustration for the two groups of 

nurses--management and general staff nurses. This leads to a second 

occupational power conflict. The hierarchical organization of nursing 

has traditionally resulted in a rank-ordering of personnel causing a 

split between the top management groups and the staff nurses. Though 

the idea of team leadership was thought to improve communication and 

decision-making patterns within the hospital, it is a difficult concept 

because of the overriding hierarchical management system of organiza

tion. Team ideas are preferred, but operationally weak, thus a source 

of conflict for the nurses. 

The unionization of staff nurses has added another factor to 

the traditional split between top management and nurses in direct care 

to patients. The "union" has contributed to weakening the professional 

unit y of nurses. On the one hand, the union purposes seek to advance 

the social and economic welfare of nurses while, on the other hand, 

there is a prohibition of management nurses te union membership. This, 
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of course, is the position for arbitration over wage issues and so 

forth, but the collectivity of nurses is affected. One group belongs 

to the union and the other to the bureaucracy. 

In the hospital nursing practice, the time value is a source of 

conflict. The hospital operates within a specific time frame whereby 

certain functions, tasks, and procedures are ritualized--for example, 

bed making, baths, and surgical dressing techniques. The behavior can 

be likened to the description of ritual behavior by Geertz (1937:168). 

It is not just a pattern of meaning but a form of social interaction in 

the hospital nursing environment. Any changes alter not only the mean

ing but also the social interactive processes, thus resulting in seri

ous frustration. Take, for example, the problem of physicians initi

ating procedures late in the afternoon or early evening. The nursing 

staffing plan is not organized to include infringements or additional 

disruptions in ritual staffing patterns. 

To exemplify this problem more ful1y, the economic limitations 

of the nurs ing budget have created the probl em of "rea 11 ocati on" at St. 

Francis' Hospital. This factor, alone, is responsible for the majority 

of hostile reactions of the nurses and has contributed to the creation 

of grave consequential alterations in both ideological commitments and 

mani fest "cari ng" behavi ors of staff nurses. "Rea 11 ocati on" to the 

nurses means reassignment to another unit, usually a medical ward with 

chronically ill, aged patients. The value for care to the aged is a 

low-priority from an educational standpoint as wel1 as within this 

active-treatment, acute-care facility. The budget, although reported 

as adequate for providing staff tû units, is nût sufficient enûügh tû 
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suppl y personnel to patients as defined within the present objectives 

of nursing service. The all- (nearly all) professional staff goal is 

not the need for all patients. Those aged patients who are hospitalized 

need people who can primarily give comfort, support, and presence. 

Administrative decision making becomes even more critical in the advent 

of changing needs, and especially when participant-observations reveal 

the rampant display of hostility of general staff nurses to the manage

ment group and to sorne of their patients. 

There is an alteration in caring behavior as an outcome of the 

stresses imposed upon the nurses by these bureaucratie goals. The old 

value system which is professed in schools of nursing, in the philoso

phy and objectives of nursing service and, ideologically, by many nur

ses, is now being challenged by the younger generation of nurses who 

see themselves as professionals desiring advancement and personal bene

fits within the conditions defined by the hospital. This field 

research has clearly pointed to the fact that general staff nurses are 

moving away from their emphasis on responsibility to others and are 

becoming more concerned with self-interests of a social and economic 

nature in terms of decreased work responsibilities, shorter time spans 

for work allowing for home and recreational activities, overtime pay, 

better vacation scheduling, and so forth. The majority of nurses is no 

longer willing to engage in patterns of self-denial or extended person

alized care in the interests of the patients, physicians, or the hos

pital. The care-orientatian, ta a large extent, is being undermined by 

the nurses themselves. 

Education is a large factor in determining how well nurses are 
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able to be sel f-directed , which is a new value in nursing education. 

Although nurses tend to exhibit the trend toward self-emphasis, the 

concept of self-reliance relative to the "professional self" is being 

challenged by this younger generation of nurses. 

Furthermore, in a nursing world which no longer idealizes "sac-

rifice" as part of its world view when, to a large extent, sacrifice is 

needed for caring, stress behavior can be predictable. Stress does 

naturally cause one to turn inward on the self. Could the forces 

behind "se lf-actualization" and concentration on "self-interests" con-

tribute to the destruction of the essence of nursing? A question to 

reflect upon and ponder! 

Bronfenbrenner (1977:40-47), a social scientist, states that we 

generally are no longer a caring society by virtue of how we abandon 

children--"an empty house is a poignant symbol of nobody caring." He 

continues by stating that the society has a terribly low opinion of 

caring. Children do not learn about caring or how to care. He also 

points out the needs that the elderly have for care and caring. If we 

accept Bronfenbrenner's ideas of the non-caring society as a basic 

assumption in present-day culture, then the consequences on nursing and, 

nursing behavior are alarming. 

The fact that patients have access to health care with little 

or no economic barriers has not increased the pattern of caring. There 

is a significant change in the commitment to caring evolving. 

The fact that the increase in nurses' salaries to a competitive 

level with many other professions (excluding physicians) has not 

, ",,,,~ .. ,...,.! th,... "" ... "'1· "'g ... p ... "".; ty of "'ur<'''''' '''''d n'''''''''; ng " n tho l'''u' tuY'O nvf 1 m.., 1 uv<=u 11<= ... UI Il cu U ... , Il ~<=~ IAli lA' ~, , \;;. '""' , '" 
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thi s hospita 1. 

The "culture" of the hospital is, indeed, a valuable place from 

which to study the culture at large. Nursing has changed in light of 

many changes in the modern-day culture. Sorne nurses now value differ-

ent meanings of care and caring. In the health care system of the hos

pital, the vital dimension of caring affects both the care provider--

the nurse, and the care-recipient--the patient. A reciprocal re1ation-

ship is necessary for the growth and development of caring behavior. 

Friedman (1977:8), a philosophica1 anthropologist, states: 

Really to care means to be able to enter into the situation of 
the other, yet to bring with you sorne resources that the other 
does not have so that you may, not cause, but facilitate, the 
healing that may come to pass in the meeting between you. 

Whether nurses can grow in their caring role depends upon the 

internalization of a shared value of caring developed through positive 

interactive behaviors. Bronfenbrenner (1977:40-47) believes that now 

and in the future there is a need to introduce a curriculum focusing on 

the notion of caring for the elementary grades and up. His research 

illuminates cultural non-caring phenomena because he believes children 

are not generally cared for. Therefore, because we are not a caring 

society, "caring skills will have to be taught in the schools." From 

the conclusions drawn in this study, Bronfenbrenner's ideas pose a 

critical problem for nurses and a challenge for nursing. How will 

nurses and the profession, as a whole, respond? 

liMan the moon shooter--now l am here--now read me--give me a 

name" ends with a note of creation, of adventure, of excitement. Nur-

ses, as members of a "caring" profession within hospitals or other 

health care institutions, must respond by education, by research and, 
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most of al1, by human concern. 

Recommendations 

In this applied anthropological study, the goal is the develop

ment of planned change believed to assist in the solution of sorne com

plex problems elucidated by this research. The following is a list of 

recommendations which arise out of the ethnographie data of this study. 

Recommendations Relative to the 
Care of the Aged 

1. Articulation with hospital administrative staff regarding 

the concept of zero-based budgeting and redefinition of the philosophy 

and objectives of acute vs. chronic/aged hospital value systems 

2. Staffing pattern improvements using both professional and 

non-professional personnel to reflect the changes in priority care for 

the aged 

3. Increase recreationa1/occupational/rehabilitative care 

systems for the aged 

4. Assist in the development of additional and/or continuing 

education programs in the concepts, principles and theories, practice 

conditions of aging, and other important topics 

5. Interaction with Ministry of Health as to the redefinition 

of a portion of the hospital as a hospital for the aged and/or chron

ically i11 in view of the fact that "hospital beds need to be closed if 

nursing home beds are opened" 

6. Research study into the economic considerations regarding 

the allocations of manies in the construction budget of new nursing 
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homes vs. the utilization of a section of the existing hospital struc-

ture as a facility for aged/chronic care 

Recommendations Relative to the 
Bureaucratie Management 

1. Group discussion with management service personnel, and 

representatives from the general nursing staff to examine the philoso

phy, purpose, and objectives of nursing and the hospital 

2. An open recognition of the role of working women--married 

or single--with or without children--in the hospital 

3. A Child Care Center to be established and staffed by caring 

personnel to alleviate and/or reduce stress of the working mother of 

young children 

4. Research into a shortened work week of four days whereby 

new professional and recreational streams for growth and development 

may evolve, which also may allow for more unemployed nurses to return 

to the work force. Pay adjustment union negotiations based upon fewer 

work hours would be required 

5. Increase the status of part-time nurses to full recognition 

and participation within the hospital and nursing communities, in con-

sideration of work/home responsibilities of working women 

6. Increase interaction with the union and its members regard-

ing the question of a shortened work week, time off for family i11-

nesses, changes in the reward system (both economic and human) for 

degrees of excellence in care and the caring role of nurses 

7. Hair dressing and barber shop facilities to assist both 

nurses and patients (acutely or chronically i1l) in the process of care. 



8. F1ex time research study in order to investigate whether 

new working ho urs and schedules could a11eviate time stresses for 

nurses 

Recommendations Relative to 
Education and Research 
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1. Further research in order to test the hypothesis of altered 

care behavior developed in this study 

2. Educational and nursing practice research into the philoso

phy and caring behavior of nurses from cross-cultural perspectives with 

the inclusion of various culture groups represented as patients in the 

hospital 

3. Articulation with the community colleges in order to estab

lish what goals and objectives of the educational program are relevant 

to the service goals and objectives 

4. Individual and collective recommitment to the value of car-

ing and what its intrinsic and extrinsic value changes have on the 

social context of health and illness 

5. Research regarding educational preparation of the patient 

in order to investigate under what conditions patients learn and 

internalize values, attitudes, and subsequent behaviors about either· 

pre-operative or post-operative conditions and high-risk medical prob

lems--that is, the concept of "learned helplessness." Refer to 

patients with problems of congestive heart failure, coronary heart 

disease, post-coronary surgical by-pass problems with consequential 

medical and/or psychological sequelae 

6. Research into organizational patterns of management in the 
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department of nursing with opportunities ta test a number of organiza

tional systems ta reduce bureaucratie management problems 

7. Examination of the cure versus care models of health pro

visioning with emphasis upon the Lalande "health field concept," and 

models of nursing care 
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APPENDIX A 



GLOSSARY 

1. Professional Nurse is a person who has completed a recognized pro

gram of study in a college, hospital, or university School of 

Nursing with a license to practice as a registered nurse for the 

purposes of providing knowledgable nursing and health care ser

vices to patients/clients. Nurses may be engaged in roles as 

practitioners or care-providers (preventative and/or restorative), 

educators, researchers, and administrators who contribute to the 

welfare of nurses, the institution, and the profession; or to the 

health of the care-recipients (patients/clients). 

2. Nurse Clinician is an individual who has completed a Bachelor of 

Science degree in nursing and is involved in teaching responsibil

ities with staff nurses, management staff, and patients/clients. 

He/she is considered in a non-unionized position within the nurse 

occupatîonal groupings in the hospita1. 

3. Clinical Nurse Specialist is an individual with a Master of Science 

degree in nursing within a variety of clinical specialties such as 

intensive care, Medical-Surgical nursing; is both a formal and 

informal nurse educator in classroom and clinical areas; is a prac

titioner of nursing; is a researcher; and can have a joint appoint

ment with the University School of Nursing and/or Medicine. He/ 

she is in a non-unionized position within the nurse occupational 

grouping in the hospital. 

132 
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4. Staff Nurses are nurses who are engaged in the delivery of health 

care services to patients in hospita1s where their roles are spe

cifically structured toward specialized tasks. 

5. Nurse Practitioner is defined as a professional c1inica1 nurse who 

has additional education in the clinical fields of assessment, 

diagnoses, independent decision making, management and eva1uation 

of health problems. 

6. Office Nurses are nurses who are engaged in delivering professional 

nursing and clerical services to clients in community physicians' 

offices. 

7. Assistant Director/Director of Nursing is a professional nurse 

engaged in supervisory and top management services to nurses and 

clients within the organizational structure of the hospital. 

8. Team Leader/Charge Nurse is a nurse functioning in a leadership 

position with responsibility for a group of nursing personnel 

(professional and non-professional) in direct nursing service as a 

care-provider to the patient; and functions in a coordinating role 

of health care de1ivery with physicians and nursing administra

tors. 

9. Nursing in the broadest sense refers to a body of knowledge and 

specialized techniques and processes to help people with health

threatening problems or conditions. Nursing can be viewed as a 

helping service, preventative and restorative, which is concerned 

with the direct personalized care and treatment of people, and 

indirectly through advice, guidance, and supervision (Leininger 

1970:29). Leininger has referred to nursing as a "subculture." 
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In this study the term "cultural subset" is used, as well. 

10. Nursing Coordinator is an individual performing in a supervisory 

position with responsibility for nursing personnel and system 

organization. 

11. Head Nurse is a nurse functioning in a leadership position with 

responsibility for a group of nursing personnel (professional and 

non-professionals) in direct service to the patient and in the 

coordination of health services with the physician. 

12. Registered Nurse Assistant (R.N.A.) is licensed to practice as an 

assistant to the Registered Nurse with educational preparation 

from a recognized course and is a team member involved in direct 

patient care services. 

13. Patient/Client/Care Recipient is defined, in general, as a pers on 

seeking and in need of the services of health care practitioners 

for the purposes of preventative, curing, and caring health care. 

14. Hospital is defined as a complex, cultural organization/bureau

cracy or institution where persons in need of specialized health 

care services for the purposes of diagnosis, surgery, medical and/ 

or disease curing, and professional nursing care are admitted and 

accommodated during the course of their illness. Hospitals have 

institutionalized norms of behavior and interaction patterns among 

professional and non-professional personnel which are governed by 

a variety of ideologies of the occupational groups. 

15. Unit/Ward is defined as a designated area or space within the hos

pital where patients are accommodated for specific illnesses or 

diseases and are in need of the specialized services of health 
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practitianers. 

16. Ethnanursing is referred ta as thase cu1turally defined nursing 

knaw1edges and skills pravided by persans in caring ra1es ta_as..sJst 

people ta attain and maintain their hea1th state, or to recover 

from an illness or disabi1ity state. In genera1, ethnonursing 

inc1udes two broad cultura11y defined domains: 1) preventative 

care, and 2) restorative care~-both re1ated ta genera1 hea1th main

tenance care by professional, semi-professianal, or non-profes

siana1 nursing care providers in different cultures (leininger 

1975) . 

17. Ro1e refers ta specifie, IIfunctianallyll significant, intrasocietal 

differences in activities of humans, such activities being 1earned 

and interrelated in patterned ways (Atkins 1954:8; Sarbin 1954: 

225). Ra1e also refers to individua1istic response patterns bui1t 

up in past interactions with specifie other individuals (Atkins 

1954:23). 

18. RQ1e BehayiQr refers ta the system of action and attitude respanses 

inherent in role performance or IIra1e enactment~1 (Sarbin 1954:232). 

19. Midd1eman (a term adapted from po1itica1 anthropo1ogy and trans-

1ated into a nurse role behaviora1 term) is defined as a profes

sional clinical nurse who occupies a hierarchical, structural ro1e, 

is the link between the physician and patient, the bridge between 

the culture of the hospital/institution and the patient group, and 

has assigned duties ta mediate. In this study the term middleman 

will be used without reference to the gender (Ray 1976). 

20. Entrepreneur (a term adapted from political anthropology and trans-
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lated into a nurse role behavioral term) is defined as a profes

siona1 c1inica1 nurse who is a kind of midd1eman where ideas are 

imp1emented, where risks from traditiona1 professional norms are 

taken, and where profit in terms of extra professiona1 rewards is 

gained (Ray 1976). 

21. Patron (a term adapted from po1itical anthropology and translated 

into a nurse role behavioral term) is defined as a professional 

c1inica1 nurse who is selecting values of his/her own choosing in 

response to c1inical decision making, and is capable of de1ivering 

first-order resaurces in the process of care ta patients (Ray 

1976). 
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Proposal for Research 

Background Information 

The development of the interrelationship between the fields of 

nursing and anthropology has been due to the efforts of Madeleine lein

inger, R.N., Ph.D., the first nurse-anthropologist. The theme of her 

book, Nursing and Anthropology: Two Worlds to Blend (1970) is the 

interdigitation of the two disciplines so that each field will profit 

from the contribution of the other. Nursing is attempting to under

stand behavior of individuals and their health needs so that there 

will be improvements in nursing practice. Anthropology continues to 

gain insights into the behavior of individuals through the source of 

time and in a variety of geographical areas and localities. As an 

integrative discipline, nursing has adapted and blended knowledge from 

many fields of study. Anthropology is considered the integrating dis

cipline of all the social sciences and is viewed as holistic. In its 

uniqueness, nursing applies knowledge from the various fields and syn

thesizes the knowledge ta effect the delivery and/or improvement of 

nursing practice. 

In applied research, anthropological investigations include a 

large theoretical component; however, to fulfill its goal, applied 

research produces practical data and theories in the form of informa

tion, ideas, insights, and knowledge which contribute to the solution 

of problems of con cern ta organizations and professional bodies. A 

forma 1 definition by George Foster (Brink 1976:29) describeds "applied 

anthropology" as a phrase commonly used by anthropologists to describe 

their professional activities in programs that have as primary goals 



140 

changes in human behavior believed to ameliorate contemporary social, 

economic, and technological problems, rather than the development of 

social and cultural theory. 

Nursing practice, for the most part, is conducted in institu

tions; and nursing behaviour does not grow significantly unless there 

are valid reasons and avenues available for change and development. 

Before positive health care planning can take place, the implementors 

of health care must gain insights and develop awareness of the barriers 

and facilitators to quality health care delivery. Since nurses are the 

largest professional health care group, a knowledge of nursing behavi

ors in the care process of patients, the communication patterns and 

role relationships with other professional and non-professional groups, 

and the levels of commitment and believes about patients' care are 

imperative. 

Purposes and Objectives of This Study 

1. Ta gain insights into nursing behaviors in the process of care to 

patients by utilizing anthropological and social science research 

methods. 

2. To become knowledgeable about the impact of structural realities of 

camplex organizations on values and the consequences for nursing 

practice. 

3. To develop awareness of the cultural norms, rituals, myths of nur

sing practice which influence, positively or negatively, the prac

tice of nursing. 

4. To understand the communication and decision-making patterns intra

and inter-professionally within the hospital. 
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5. Ta recognize sorne of the fundamental and important relationships 

between the fields of anthropology and nursing which have a bearing 

on the health-illness patterns of patient behaviors. 

Methodology and Design 

Ta a degree, this study has no tight research design. There 

are no wel1-constructed sets of hypotheses ta be tested or sets of 

analytic procedures developed in advance. A data gathering instrument, 

Current Nursing Trends Questionnaire, will be utilized ta gain insights 

into nursing approaches as they relate ta dec;s;an making. The ques

tionnaire was previously designed for a pilot study in applied anthro

pology and nursing (Ray 1976). The research problems will evolve in 

the course of the research progression. Anthropological theories will 

be applied as data are gathered. The questionnaire will relate infor

mation which can support ideas raised in the objectives of the study. 

The major methods of investigation will be participant observa

tion, key informant interviewing, structured interviews, and the ques

tionnaire (Pelta 1970:89-105). 

Time sampling will be made in all areas where nursing practice 

is conducted. 

Time Commitment for the Staff 

The study will be conducted from mid-March ta June 1977. The 

time will increase from one day per weekduring mid-March and April ta 

three days per week during the month of May. 

The group which will have primary emphasis during the course of 

study will be the nursing coordinators; however, all the management 



staff will be contributing to information gathering about nursing 

behaviors. 

Intended Use of Research 
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The research will contribute to the understanding and awareness 

of nursing behavior _ intra- and inter-professionally, and its conse

quences on the patients within the complex institution of the hospital. 

The data derived from this study will be used for the purposes of 

recognition of barriers and facilitators to health care planning and 

implementation which affect nurses and other health professionals and 

the people whom they serve. 

In terms of its contribution to anthropology, the data will 

serve as a base of knowledge in the understanding of interactional 

behavior which can be utilized in other complex institutions within 

contemporary culture. 
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Questionnaire 

Current Nursing Trends Questionnaire Developed by Mari1yn A. 
Ray, 1976. 
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2. YEAR OF DIPLOMA/DEGREE 1. ___ _ 2. ____ 3. _____ _ 

3. LIST HIGHEST NURSING EDUCATIONAL LEVEL 

4. PRESENT POSITION - NURSE PRACTITIONER OFFICE NURSE STAFF NURSE 

5. LENGTH OF TIME IN PRESENT POSITION YEARS __ _ ~10NTHS __ 

6. LENGTH OF TIME IN ACTIVE NURSING YEARS --
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The purpose of this questionnaire is to explore nursing 
approaches in a number of nursing settings, specifically as they relate 
to decision making. Please check each statement as to whether you: 

agree strongly 
agree 
have no opinion 

disagree 
disagree strongly 

Do not spend too much time on any one item. 

The professiona1 clinical nurse: 

M 1. Is assigned specifie duties to perfcrm when an 
individua1 enters the health care faci1ity. 

MPE 2. Has the responsibi1ity and accountability for 
al1 professional actions. 

P 3. Is a team member with equal responsibility for 
care with the physician. 

MPE 4. Evaluates patient adaptation to changes in 
health status. 

M 5. Must implement the decisions made by the 
physician. 

M 6. Must recognize that the physician is the leader 
of the hea1th team. 

M 7. Must report all minor health problems to the 
physician for action. 

EP 8. May challenge a physicianls order. 

E 9. Should be an innovator of change in the agency 
(hospital, office, clinic, institution). 

M 10. Keeps the IIpeacell between physician and nurses. 

MPEll. Is a patient advocate. 

M 12. Should recognize that good doctors rarely make 
mistakes. 

E 13. Has the right to assess the patientls (client) 
health status to determine the needs for 
medical, nursing, or other therapeutic inter
vention. 

M 14. Is responsible for IIhow the agency (office, 
clinic, hospital) runs. 1I 
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M 15. Shou1d identify medica1 prob1ems. 0 0 0 0 0 

E 16. May exercise independent c1inica1 judgement in 
the management of patient care. 0 0 0 0 0 

E 17. Shou1d receive rewards (economic or praise) 
from physicians when initiating new ideas for 
hea1th care de1ivery. 0 0 0 0 0 

EP18. Should teach individuals and families the 
specific know1edge and ski11s required to main-
tain health and prevent i11ness, e.g., nutri-
tion, medication management, growth, aging, 
and development mechanisms, etc. 0 D 0 0 0 

M 19. Shou1d communicate patient·s needs to the 
physician. D 0 0 0 0 

M 20. Must recognize that the doctor knows more than 
the nurse. 0 0 0 0 0 

E 21. Has a major responsibi1ity in assessing and 
managing the uti1ization of pharmacologica1 
agents (medications) in the process of care. 0 0 0 0 0 

E 22. Is educated ta counsel people of al1 ages in 
relation to health matters. 0 0 0 0 0 

MPE23. Should identify nursing prob1ems. 0 0 0 0 0 

M 24. 1nterprets medical terminal ogy ta patients. 0 0 0 0 0 

M 25. 1s subordinate to the physician. 0 0 0 0 0 

EP26. Should coordinate the health care of individ-
uals with physicians and other health pro-
fessionals. 0 0 0 0 0 

r~ 27. Has a responsibi1ity in interpreting medication 
orders and dispensing them to the patient in a 
hospital environment. 0 0 0 0 0 

M 28. Accepts responsibility for patients· fa il ure 
to comply with physicians· orders. 0 0 0 0 0 
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M 29. Shou1d transmit physicians' decisions to the 0::( 0::( z CI CI 

patient. 0 0 0 0 0 

E 30. May refer patients to appropriate hea1th 
professionals (or agencies) as needed. 0 0 0 D 0 

M 31. Has the responsibility but no accountability 
for the process of health care. 0 0 0 0 0 

EPN32. Has the professional capability to influence 
the agency and physicians in matters of health 
care. 0 0 0 0 0 

M 33. Must compromise her/his position to the 
decision-making position of the physician. 0 0 0 0 0 

RM34. Is legally protected by the agency (clinic, 
office, hospital) for all matters relative to 
nursing practice. 0 0 0 0 0 

EP35. Should resist dominance by the physician. 0 0 0 0 0 

M 36. Impresses agency administration by efficient 
use of resources (equipment, supplies). 0 0 0 0 0 

M 37. Is superior to the Registered Nurses' Assis-
tant. 0 0 D 0 0 

M 38. Must acquiesce ta the physicians' orders at 
al1 times. 0 D D 0 0 

M 39. Must ensure patients comply with medical 
regimes. 0 0 0 0 D 

EPM40. Must exchange professional information with 
physicians. 0 0 0 0 0 

M41. May be seriously reprimanded if physicians' 
orders are not implemented. 0 0 0 0 D 

M 42. Must report all major health changes ta the 
physician for reevaluation. 0 0 0 0 0 



M 43. Is subordinate to the other health care pro
fessionals (pharmacists, physiotherapists). 

EP44. Is a professional capable of problem-solving 
ability for interdependent decision making. 

EP45. Can only be protected by Malpractice Insurance 
of the Registered Nurses' Association of 
Ontario for failing to comply with physicians' 
orders. 

E 46. Is granted "time off with pay" for continuing 
education. 

M 47. Is superior to the nutritionist. 

EP48. Shares responsibility with the physician in 
the management of patient care. 

EP49. May diagnose a health problem. 

E 50. Has a "right" to the patient. 

M 51. Impress,es the physician by technical competence. 

M 52. Is an assistant to the physician. 

M 53. Has the responsibility but no authority for 
the implementation of a plan of care. 

EP54. Should challenge unethical behavio~ of a 
physician. 

EPM55. May intervene in critical care situations, and 
exercise clinical judgement, e.g., cardiac 
arrest. 

M 56. Knows that medica1 care is more important than 
nursing care. 
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Apri 1 21, 1977 

Miss M. Ray, R.N., 
M.U.M.C., 
Department of Anthropology, 
Hamilton, Ontario. 

Dear Miss Ray: 
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We are pleased to inform you that your application for approval of a 
research project, entitled: 

"The Study of Role Behavior within Nursing" 

R.P. 77-212 

has been approved by the Board of Trustees of St. Francis' Hospital 
in accordance with the written protocol submitted. 
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DEPARTMENT OF NURSING 

Phi1osophy 

In accordance with the phi1osophy of St. Francis' Hospital, the Depart
ment of Nursing be1ieves that: 

1. The intrinsic worth and dignity of man is determined by his nature. 
Man is a composition of bOdy and mind, a rational being with a free 
will, made to the image and 1ikeness of God and destined for 
eterna1 happiness. 

2. Teaching and care of the sick are an extension of Christ's work on 
earth, and as such they form an integra1 part of Christian nursing. 

3. We a1so be1ieve that: 

IINURSING IS PRIMARILY ASSISTING THE INDIVIDUAL (SICK OR WELL) IN 
THE PERFORMANCE OF 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. IT IS LIKEWISE 
THE UNIQUE CONTRIBUTION OF NURSING TO HELP THE INDIVIDUAL TO BE 
INDEPENDENT OF SUCH ASSISTANCE AS SaON AS POSSIBLE. Il (1) 

4. We be1ieve that staff education is an essential function of the 
Department of Nursing and that nursing personnel at all 1evels 
shou1d have the opportunity ta share their know1edge and experi
ences and to explore nursing problems together in the interest of 
patient care and personal growth. 

OBJECTIVES of the DEPARTMENT OF NURSING which evo1ve from the foregoing 
philosophy are: 

1. To organize and co-ordinate facilities and activities of nursing 
and related personnel in order to promote quality nursing care 

2. To provide an environment conducive to learning, the promotion of 
job satisfaction and personal growth of individual members of the 
department 

3. To provide an educational environment for students--nursing, med
ical, and para-medical 

4. To promote effective communication within the hospital and the 
community 



5. Ta conduct and contribute to research projects directed toward 
improved patient care 

REFERENCE 
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REPORT OF RESEARCH CONDUCTED 

... the shapes of change 
ai ai they take their time 
asking what the dawn asks 
giving the answers evening gives 
till tomorrow moves in 
saying ta man the moon shooter, 
"Now l am here--now read me-
give me a name." 

Carl Sandburg 
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Anthropology is the study of human beings. The largest sub-

field, cultural anthropology, is concerned with cultures human beings 

have created. This present study deals with the ways in which nurses 

believe and behave within one complex institution where the delivery of 

health care services takes place. There are a variety of ways in which 

the anthropologist learns about the culture. The researcher 1istens 

ta the people, observes the people and their interactions, talks ta the 

people, and sometimes uses questionnaires ta arrive at a selective type 

of knowledge from the data. Recording of the rituals and practices 

helps in the understanding of the life ways of the people. The common 

goal of all investigation is the discovery of the cultural similarities 

and the differences. Culture is the acquired knowledge that people use 

ta interpret experience and ta generate social behaviour (Goodenough in 

Spradley & McCurdy 1975:5). 

Transcultural nursing is the study of cultural differences and 

similarities regarding the caring components of nursing practices, but 

with the emphases upon the systematic comparative study of values, 
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beliefs and patterns of caring behaviours (Leininger 1977:6). 

Relative to the purposes and objectives of the research con

ducted at St. Francis! Hospital, anthropological and social science 

research methods were utilized. The questionnaire was given to the 

management staff for the purposes of investigating the belief systems 

of the political behaviour of the nurses. Political behavior relates 

to the terms of the roles developed in political anthropology--that 

is--middleman, entrepreneur, and patron. From this data, it was 

learned that the nurses in their ideational order tend to be very com

mitted, innovative, caring, interdependent, and resourceful in their 

professional interactions with patients and other professionals. The 

impact of the structural realities of the complex organization on these 

values, however, reveals that there is a wide disparity between what is 

stated as belief and what is operationalized in nursing practice. The 

"caring" behaviour--the essence of nursing practice--is realized in 

forms inconsistent, also, with the philosophy of the hospital. The 

phi 1 osophy i s defi nitely "other" ori ented ~ whereby the nurse behavi 0 r 

of the present reality is oriented toward "self." Where it is normally 

believed that nursing is totally committed to patient care, the nurse, 

because of the demands of a highly materialistic, self-actualization 

process, concentrates her/his pursuits on economic and social gain as 

well as patient care responsibilities. In essence, there is evidence 

to suggest a two-fold professional and social need for growth and 

development. One is cognizant of the "leisure" vs. the "work" ethic in 

belief and action, which is consistent with the development of a post

industrial/technological age of mankind. The structural organiza-
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tional policies have been developed only to reflect the basic lI other-

directed ll care philosophy. 

In terms of cultural norms, rituals, and myths which influence 

positively and negatively, the practice of nursing, the glaring reality 

of acute care vs. chronic or care of the aged demand attention. The 

basic philosophical disparity produces a set of assumptions and out

cornes which causes a conflict between the expected and real nursing 

behaviors. The hospital, operating under the mythological assumptions 

of an acute care facility, has to be thoroughly examined relative to 

present humanistic, social, political, and economic factors. The norms 

of the hospital need redefinition. Thus, the outcomes expected will 

differ radically considering the change to a more realistic philosoph

ical stance and set of assumptions relative to the objectives of a 

facility whose majority are chronically ill or aged. 

Communication and decision-making patterns reveal the fact that 

there is a spiit between labour and management, or the nurse in direct 

patient contact, and the administration from the intra-professional 

standpoint. Needs, desires, and goals are inconsistent with the 

beliefs about nursing practice and administrative organizational 

policy. The basic assumption that the increased emphasis on holistic, 

comprehensive patient care, is inconsistent with the educational pre

paration from a two-year community college nursing program. For 

example, the nurse is required to develop the sets of behaviors to 

elicit the problem solving nursing process to assess the biological, 

psychological, sociological, cultural, and spiritual needs of the 

patient when, in fact, the community college program of education can 



barely provide the time for technical training and some theoretica1 

concepts. Professional goals and technical goals are in conflict. 
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Intra-/inter-professionally~ the inter-hierarchica1 role 

structure is prevalent even though the new team concept is a highly 

valued ideationa1 form. The idea that IIhealth care ll is practised is 

incongruent It/ith the observable II curing li role of symptomatic care, e.g. ~ 

the high number of readmissions to the Cardiac Care Unit. The physi

cian group, vlith the II cur ing li role as the prime model of health care, 

focuses on symptoms rather than health education for prevention and 

promotion. The nurse is not professionally able to define the educa

tional role as a prime function of caring. It can be traced to the 

educational system as well as institutional budgetary constraints. 

The fundamental and important relationships between the fields 

of anthropology and nursing which have a bearing on the health-illness 

patterns of patient behaviour suggest the reflection of the larger cul

ture in the culture of nursing within the hospital. The cultural 

shifts in youth to aged population, work to leisure ethic, manual ta 

technological, and humanistic to material cultures are evidenced in 

observable behavior and social interaction. The cultural identity of 

nursing has changed. Cultural patterns based upon realistic investiga

tion and description need redefinition within the profession of nur

sing. To conclude, this abstract has not dealt with all the particu

lars related to the research; however, it has highlighted sorne major 

problem areas. 

A number of statements are as follows: 

1. The po1icies and regulations of the hospital are in direct 



conflict with the nursing role and the mother-wife or single-social 

ro1e 
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2. The modern-day nurse in genera1 has at 1east two conflict

ing ro1es--motherjwife and nursejprofessiona1 

3. The modern hospital faci1ity has a basic phi1osophica1 dis

parity between acute care and chronic-agedcare institutiona1 beliefs 

and va lues 

4. The modern hospital operates under the value system of 

symptomatic care which is in conflict with the principles of holistic 

health care 

5. The present-day nurse is in conflict with the institutional 

goals and expectations of the nursing department and the goals of herj 

his educational preparation 

6. The inter-hierarchica1 ro1e structure is in direct conflict 

with the philosophically defined beliefs about team membership 

7. The "ega litarianism" of union membership negates the oppor

tunity to reward individua1 meritorious works of nurses 

8. The wide disparity between belief and action indicates a 

high degree of stress-re1ated activity, e.g., decreased staff vs. 

increased responsibility 

9. Stress-related activity contributes to the increase in care 

for self vs. the decreased care for others 
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Last month Marilyn (Dee) Ray presented to this group a report 

on her research which included nine hypotheses regarding the role 

behavio~l of nurses at the hospital. The hypotheses relate to the pos

sibility of specified conflict relationships between nurses and the hos

pital, in general, and the Department of Nursing, in particular. 

There is a significant similarity between the research done by 

Dee and my research into the organizational climate of this hospital. 

All of you received a synopsis of the Climate Study in March of this 

year and were made aware of the major study which is available-inthe 

hospital library. 

Today, l am going to zero in on one aspect of both research 

studies that seems to be of concern to you--that is, the issue of 

inter-hierarchical conflict or the "we-they" syndrome. 

There will always be a "we-they" issue in every organization 

because organizations contain people and not machines which can be pro

grammed to complete a task without having an emotional response ta the 

task. The goal of managers, such as yourselves, is to ensure that the 

I/we-they" issue does not result in conflict which is detrimental ta the 

goals and objectives of this hospital. Your task is to balance the 

needs of individuals and the goals of this hospital within the nursing 

department and hospital hierarchical structure. 
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To illustrate the concept of balance, l have a short video tape 

presentation for you. After the tape, l will elaborate sorne more on 

the II we-they ll issues, raise sorne qhestions that l think as individuals 

and as a department you should consider and, finally, l will deal with 

any questions or comments that you might have. 

VIDEO 

There was one part of this tape that relates directly to the 

IIwe -they " issue, and that i5 the statement that IIcaring ll for employ

ees and obtaining results from employees may be in conflict. All of 

you are familiar with the general thrust in organizational literature 

advocating the use of a humanistic approach to management. Organiza

tional democracy has been in vogue for at least twenty years. Lately, 

there has been sorne question as to the validity of the basic assumption 

of this approach. A recent article in the journal Public Administra

tion Review suggests IIwhat must ultimately be faced is the divergence 

between individual's egotistic interests and organizational purposes. 

This appears to be an inherently intractable problem. Neither job 

enrichment nor participation can transmute this divergence into congru

ence. Management--whose members are also not immune to self-interested 

behaviour--are [sic] not likely to find a panacea for the problem of 

inducing individuals to serve collective purposes." 

How do you as nurse managers begin to balance individual needs 

and hospital goals within a hierarchical structure so as to minimize a 

II we-they li problem? 

1. Reaïize that no matter how hard you tr~ sorne people will 
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dislike you and work against you simply because you represent a higher 

authori ty. 

Such dislike may not be personal but exists because you repre

sent a controlling factor in their lives. 

2. Recognize continually that certain methods to instill a 

"car ing" element for employees can be in conflict with the effective

ness of the hospital (department meetings, as an example). 

3. Realize that the various values that nurses bring to this 

hospital may be in conflict with your values and that you have a right 

to question the nurses' values only if there is a question as to the 

nurses' work performance. 

In her research, Marilyn (Dee) Ray raised the issue of the role 

conflicts in which nurses presently find themselves (i.e., parent/mate

nurse-professions). Because of his/her needs and priorities, the nurse 

of today may be willing to contribute to this hospital only those hours 

that by legal agreement he/she needs to contribute. 

This is going to sound like heresy to some of you, but l do not 

believe in loyalty to an organization. l believe in loyalty to a per

son or group of people, and l certainly believe in the value of tradi

tion. But l am not nor will lever be loyal to this hospital. And l 

think that my attitudes are held by many employees. 

The issue is one of dissimilar attitudes. Many hospital staff 

have great loyalty to thi5 hospital and wish to spend a great deal of 

time working for it. But it must be realized that other people see 

this hospital as a job, a 9-5, and, as managers, we do not have the 

moral or legal right to impose our value systems on those staff. 
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4. Realize that your role as a nurse and role as a manager has 

conflicting expectations. And, maybe more importantly, realize that 

many nurses do not see you as nurses but as managers. Somehow, you 

must come to grips with the stresses of being concurrently a profes

sional caring individual and a manager, as well as the numerous other 

stressors of being parents, mates, friends. 

Now l will pose ta you a number of questions which are intended 

ta raise issues that are important in attempting ta deal with sorne 

hierarchical aspects of the rather complex "we-theyll issue. 

1. How should department of nursing meetings be set up sa that 

the II\<Je-they" issue i s mi nimi zed without negatively affecti ng hospita 1 

goals? 

l mentioned my views on my attending departmental meetings; l 

think that you should deal with the same problem. 

1.1 Shauld co'ordinatars attend unit meetings? 

1.2 If asked not ta attend staff meetings, should a manager 

respect that request? 

1.3 Should head nurses and coordinators attend the same meet

ing? Are head nurses 1ess likely to raise issues at these meetings 

because of the presence of coordinators? 

1.4 To what extent and for what reasons should nurse coordina

tors, assistnat directors of nursing, and the Director of Nursing be 

seen on the units? 

2. How do nurse clinicians and clinical nurse specialists 

Il fit Il within the hierarchica1 structure? 

2.1 What are their lines of reportability and responsibility? 
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2.2 Do staff nurses and nurse managers understand the clini-

cians and specialists ' roles and responsibilities? 

3. When should meeting minutes be kept? Who keeps the min

utes? Who is on the distribution list for the minutes? 

4. Should staff nurses be on nursing committees? 

5. Who makes which decisions and how are those decisions arti-

culated throughout the Nursing organizational structure? 

There are many other questions which relate directly to the "we

they" issue. These questions at least must be raised if the issue is 

to be dealt with properly. 

Being a manager can be a lonely job. Sorne management theorists 

and practitioners believe that the more senior the management position, 

the more lonely the job. 

l think that the Director of Nursing de serves a great deal of 

credit for having the courage ta push for organizational research 

within the Department of Nursing. 

The results of such research can be threatening and, at times, 

quite embarrassing. But such research is absolutely necessary if the 

hospital wishes to expand its service, research, and education goals 

within an ever-changing society and ever-diminishing budget. 

l will finish with a short prayer which l refer ta as the man-

ager l prayer. 

God grant me the strength ta change those things l can change. 
The serenity ta accept those things l cannot change, And the 
wisdom ta know the difference. 

Thank you. 

August 1977 



APPENDIX H 



REPORT OF THE RESEARCH PRESENTED Ta THE 

HEAD NURSES' MEETING 

(Transcribed from the Tape July 12, 1977) 

Ro1e of the Researcher in Nursing 

Marilyn (Dee) Ray pointed out the nursing problems: 

Management Group vs. Staff Nurses 
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Questionnaire only given to the Management Group--there were questions 
about why only the one group. The main reason was because of the time 
in field study and the limited resources. 

Inter- and intra-hierarchical role structure--political role behavior. 
The political roles: Entrepreneur, Patron, Middleman were explained. 
Higher scores on Entrepreneur and Patron than Middleman, thus resulting 
in the fact that the group was generally committed to more independent 
values regarding nursing and were open to change. 

Validity of the Questionnaire 

Previously tested with 3 different nurse groups in another study. 
Positive role. How do we use it? 
Canadian Health Care Delivery System tied to Politics. 

Wording of the Questionnaire was developed in order to get at a reac
tion and attitude. 

Research Statements and Hypothesis 

Staff nurses regarding policies, ru1es, and regulations: majority of 
the nurses' complaintsjproblems had difficulty with their roles as 
nurses. 

Pattern 

Nurses' needs outside the hospital--economic considerations: wage 
earner, provided economic stability for the family. 

Mothers 

Dual commitment--priority over the nursing role for the motherhood role. 

Conflict 

Time off with families for holidays and vacations, or when chi1d sick. 



Other commitments are equal to or greater than the Nursing role and 
especially the economic considerations. 

Nurses often have to lie because the policies are developed for non
mother nurses who have other responsibilities. 

Woman's Role in Society 

Problem of the child care, sharing responsibilities, commitment to 
family life, and the conflict with the nursing role. 

Single/Social Role 
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This group wants time off for social activities and travel. Very few 
mentioned that they wanted time for education. 

Reflection of the larger culture regarding the Leisure Ethic. 

Increased stress factors produce a different kind of nurse today. 

The dichotomy between the philosophy of giving and self-actualization 
can be seen in the school system. There is neavy concentration on 
individualization. Filters into the nursing profession. 

Produces: 

Educational System/Institutional 
\ri -i 
Freedom Rules and Regulations 

~conflict~ 
l 

Maladaptation 

At least 2 conflicting roles for working out growth and development. 

Transitional culture--conflict of the working mother/wife and the pro
fessional nurse. 

Overall philosophy of the hospital oriented toward "giving," but we are 
a "getting" society. 

Getting 
Giving (still reflected in the Code of 

the International Council of Nurses 
of 1973) 

Need Of bringing the beliefs into line or face 
the possibility of an increase in the 
stress factors 



Hide value and operational disparity. 

Management ideational order related to giving. 

Variables of Stress 

Complex Health Care System 
More complex ways of caring: pscyho-social 
Increase in problem-solving process needed. 

increased responsibility. 

173 

and technological. 
Nursing Care Plans 

Students do not learn the skills required for complex nursing. Cannot 
meet the expectations of the written philosophy, the rules, regulations, 
objectives of the hospital; therefore this causes an increased care for 
oneself and decreased care for others. Witnessed in the increased com
plaints and the needs and wants of the nurses. 

2-Year Educational Program 

Become "charge" nurses, but they cannot cope with the problems. 

Cultural Identity of Nursing has changed • and it is not wrong. Real
ity is not wrong, but the hospital is basing today's needs on yester
day's philosophy. 

Modern Hospital Facility 

Conflict between acute and chronic care. 
Shift in the population statistics from the youth to the aged. 
The pyramid has turned up-side-down. 
Working under false assumptions when one analyzes the composition of 
the patient population, e.g., Cardiac patients become chronic and long
term care when they are readmitted. 

Concept of Illness different, e.g., the Renal Patients are chronic but 
admitted for active treatment. 

Mental Illness is a chronic problem. 

Aged 

Utilitarian Philosophy: Old people put out by most in the culture. 
"Out of sight, out of mind. '( 

Emphasis on the youth in todayhs culture~ 

Different set of values and beliefs about the aged 

Length of stay long. Nurses can·t cope because the staffing is based 
on the active treatment status rather than on persons who take long to 
feed, bathe, ambulate, etc. Do we need an all-professionaï staff to 
give comfort? 
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Consider the feeding of the patients and their nutrition. Nurses said 
it is like an assembly line, and the food is pushed in because they 
haven't got time for them. They are too slowl 

We need to examine what is going on. 

Another problem is the intervention into the dying process. 
There is a philosophical disparity in the Care/Cure Process. 
Old people need CARING. 

For example: 
The Intensive Care Unit and the Patient with Congestive Heart 

Failure. In the Nursing Home they either forget to take their Medica
tions,oi they get mixed up. They are repeatedly admitted ta the ICU. 
No one is coordinating their care with the VCN or the Public Health 
Nurses to see that they are getting their medications. They come back 
for curing. Who is doing the caring? 

Problem of Symtomatic care and the Disease Process and Medical Madel 
instead of the Total Health Care Model. The hospital is still physician
centered. 

Problem of the Intra-/lnter-hierarchical Role Structure 

Organizational structure and the concept of team. 
Split between labor and management. Union brings the profession into 
2 camps. When something is introduced into the system, there are new 
problems set up. 

All members are considered the same, therefore, can't reward sorne for 
excellence. Same problems as industry. 

Sa many problems are tied ta economics--we want money. 

Still have the health care model defined by the physicians. 

Professional--What does that mean? How can we as nurses meet our 
responsibilities? 

A time for questions was introduced. 

Summary 

People were pleased with the project according to the response and 
reaction to the data presented. 

The researcher was asked ta return any time! 


