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ARSTRACf: 

'TIle trans i tion from one form of psychiatric treatrlent tOHarcls 
another demands Teform in the social mi lieu nn:sentlv exis tin~ in 
the ward. The disctlssion presented here is a descriptive 8.r:~lysis of 
everyday life in a psychiatric ward undergoing an offici ally r1scrircd 
transition from custodial to therapeutic patient care. 'TIle t.1-teoretical 
perspective lLsed in :1prroaching the analysis of the d.1ta is one hro:ldly 
conceived \,.'Hhin th e £r (lTYJework of svrnholic internctionlsT1 . Th e Cln'1lvsi s 
is derived on th e hasis of a modification of the process of inductive 
theorY cons tructi on as concentuali zed bv G1.1SC'r and StraUS~j. f\ fOCllS 
unon staffs' definitions of their uarticination in the ward ::md the ir 
interpretat ions of the on.poin~ soc'i(ll re(li i ty th erd n cons ti tutes the 
hasis unon ,·.hich the study is fonnulatecl. The finclin~s illustrate 
the hjgh'l y prohlenatic naul:re of the transition towards ' the construction 
of a therareuti c mi Ii eu and the variety of intcrnretat:ions aprl ied to 
this concentual i zation of psychiatri c treatment. An analYs is of 
negotiatio~ and harg:lining' a~ong people indicates that the degree of 
difficulty in conin~ ,v-i th this situation becomes so grea t th8t the 
trans-ition proc~ss ar pears to subside in this nutual a~reenent of the 
staffs': above all else the need to demonstrate orderly social 
interaction is of r>aramount illportance -if some c1e~ree o{ social order 
is to he salvCl!2cd in the ward. A significant cljs pp.ritv still exists 
among peorle ",,-i th regard to treatmrn t orientations and the dichotomy 
of individual svstCT!lS of meaning rCPlains firmly nolarized rrlong a 
CllS todial, ther~l.1)e1.lti c spectnnn ~ 'In is convergen~e mus t theref~re he 
unders tood ;1S deriving Ollt of people ' s interpretation of their vested 
intercs ts on one hand, and on the other , their recognition of th e need to 
survive in a ~ocial system highly conducive to hostility among staff. 
Final1y I conclude that the outcome of negotiation is a worki ng consenS~lS 
among neonle that can hest be understood within a frame\llork of prar.;matic 
compat5.bil i ty. ~ <. 
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CHAPTER ONE 

Introduction 

A. 1ne Problem in Historical Perspective 

This thesis is an account of everyday life in a psychiatric 

treatment ward for c.."'1ildren. The ward i n which fieldwork was conducted 

(called herein "Dixon") included L"'1irty-five residents. This population 

varied according to age from three to fourteen years, and a variety of 

psychiatric diagnoses were attached to these children: there were six 

children with hehavior problems, three diagnosed mentally retarded , 

seven labelled autistic, three monogoloids, one hyper-active child and 

nine children diagnosed as childhood schizophrenics. Six children were 

present for a period of observation and as yet had not been diagnosed. 

\\hen the ward first opened in the mid-sixties, it operated under 

the general mandate of providing for the total needs of the residents. 

The psychiatrist presently employed in the ward prefaced an explanation 

of this mandate with a brief description of people working in the ward 

at that time. It appears that the ward was primarily staffed by psychiatric 

nursing assistants, with a part -time psychiatrist and chief-of-service 

and a social worker and occupational therapist shared by all wards in 

children's service. From here the psychiatrist continued, 

... as the ward 'vas predominately staffed 
by nursjng assistanLs it gradually came to 
reflect a treatment orienta tion that wac; 
fundamentally grounded in the experiences 
and understanding these people possessed 
regarding psydliatric treatment. In short, 
treatment evolved from a custodial frame of 
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reference and total natient care came to embodY 
an emphasis upon the physical well-being of the 
child. (1, Psychiatrist) 

This situation has since been altered to include a full-time 

psychiatrist, social worker, occupational therapist, and two child care 

workers (see chart one). As Chart One ill~strates, subjects of this study 

include a variety of staff members \\ho have worked in the ward for varying 

lengths of time. With the exception of six people (one social \wrker, 

one occupational t.~erapis t, two ch:ld care workers and two psychiatric 

nursing assistants), a majority of the present staff had operated within 

the framework briefJy described by the psychiatrist above. .fI.s a greater 

time period passed between the initial opening of the w(lrd and the 

redefinition of treatment goals, uncertainty increas ed Hith regard 

to the nature of the treatment setting people were expected to be 

working towards. 

This intemretation of the s j tv.ation was particularly apparent 

among people "'+10 had worked in the ward prior to the present 

psychiatri.st's arrival (see chart one). The following statements refer 

to the ward as a workl1lace before and after the present psychiatris t 's 

arrival. 

... something seemed to he happening to 
the ward, there Has ahmvs so TTU.lch 
confus ion, so manv ne,,' meetinr s to attend 
and just too much talk ahout prohlems 
the ward \'las supposed to be e>"l1eriencing . 

1-.10st tines I tried to i .gTIore the situation 
and jus t continue to do my job as alHays. 
(8, Sr. NA) 

... its difficult to say what happened in the 
ward, there seemed to be a lot of tens ion 
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Code 
Name 

1 
2 
3 
4 
S 
6 
7 
8 
9 
10 
11 
12 
13 
14 
IS 
16 
17 
18 
19 

DrSTRImrrION OF STAFP IN TI!F: WARD 

O-IART ONE 

PART A .-----

Job Title Sex 

Psychiatrist and O1ief-of-Service F 
Occupational 1herapist F 
Head !\urse F 
Social Worker F 
Child Care Ivorker F 
01ild Care Ivorker F 
Senior Psychiatric Nursing Assistant F 
Senior Psychiatric Nursing Assistant ~ I 

Senior Psydliatric i\ursing Assistant F 
Psychiatric Nursing Assistant F 
Psychiatric Nurs ing Ass istant H 
Psychiatric Nursing Assistant F 
Psychiatric Nursing Assistant F 
Psychiatric Nursing Assistant F 
Psychiatric Nursing Assistant M 
Psychiatric Nursing Assistant F 
Psychiatric Nursing Assistant F 
Psychiatric Nursing Assistant F 
Psychiatric Nursing Assistant F 

In the ahove tahle, code numhers one through 
foul' represent staff lallclJed professionals 
in Dixon and numhers seven throurrh nineteen -' 
renresent non-professional s. Tn the study I 
r efer to those' people i.ncli cated hy code ' 
mmlhcrs f i ve tllrour,h nineteen CIS 

paramcd i G11 s . 

A?e 

36 
26 
30 
26 
24 
24 
29 
31 
2S 
26 
2S 
24 
23 
23 
24 
24 
23 
23 
23 

Certification 

H.D., P.R.C.P. 
Licensed Graduate 
Regis tere(l i\urse 
B.A. (psychology) 
B.A. (social sciences) 
B.A. (social sciences) 
Diploma Course 
Diploma Course 
Diploma Course 
Diploma Course 
Diploma Course 
Diploma Course 
Diploma Course 
Diploma Course 
Dip10ma Course 
niploma Course 
Diploma Course 
Diploma Course 
Diploma Course 

Place of Training 

University and General Hospital 
University 
General Hospital 
University 
Universi ty 
University 
Present I!ospi tal 
Present lIospital 
Present I lospi tal 
Present Hospital 
Present Hospital 
Present J lospital 
Present Jlospital 
Present J lospital 
Present Ilospi tal 
Present I losni tal 
Present Ilospital 
Present Ilospital 
Present Hospital 

\...1 



DISTRIBtITION OF STAFF IN TIfE W.".RD 

CHART ONE 

PART B 

Years of Years in Years in Length of Stay in Relation to Code 
Training Present Hospital Dixon the Injtiation at the Name 

After Training Ascribed Lahe1 

Before After -- --- ---
11 2 yr. 6 mo. 2 yr. 6 mo. 22 mo. 8 mo. 1 
4 8 ino. 8 mo. NIL 8 mo. 2 
3 1 yr. 4 mo. 1 yr. 4 mo. 8 mo. S mo. 3 

. 4 8 mo. 8 mo. N1L 8 mo. 4 
4 8 mo. 8 mo. NIL 8 mo. 5 
4 8 mo. 8 mo. NIL 8 mo. 6 
1 yr. 6 mo. S yr. 3 yr. 28 mo. 8 mo. 7 
1. yr. 6 mo. 8 "r. 3 Yr. 28 mo. S mo. 8 
1 yr. 6 mo. > 5 Yr. 3 yr. 6 mo. 34 mo. 8 mo. 9 

1 5 vr. 5 yr. 52 mo. 8 mo. 10 
1 2 Yr. 6 mo. 2 yr. 6 mo. 22 mo. 8 mo . 11 
1 2 yr. 2 mo. NIL 2 mo. 12 
1 3 yr. 2 yr. 16 mo. S mo. 13 
1 2 yr. 2 Yr. 16 mo. S mo. 14 
1 2 yr. 2 mo. NIL 2 mo. 15 
] 2 yr. 2 yr. 16 mo. S mo. 16 
1 1 yr. 10 mo. 2 mo. 8 mo. 17 
1 1 yr. 11 mo. 4 mo. 8 mo. 18 
1 ] yr . 1 yr. 14 mo. 6 mo. 8 mo. 19 
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among staff and nobody seemed to know quite 
\vhat to do anymore. Since then I almost always 
have the feeling that my training just hasn ' t 
prepared me to deal with this kind of situation. 
(10, PNA) 

... I 'm jus t not sure what the doctor lvas 
trYing to get at in terms of treatment goals 
for the patients. I didn ' t used to have this 
prohlem but Dr. seemed to talk a differ ent 
language that was-just too complicated for me. 
(9, Sr. NA) 

When Dr. fhst arrjved she didn ' t seem 
very certain ahout Mlat she was doing in the ward 
or the kinds of procedures she wanted u.<; to 
follow. 1his uncertainty seemed to cause a lot 
of tens ion among staff "hen they came to perform 
their duties (7, Sr. NA) 

This view of the situation, although recalled in retrospect by these 

people, lvill prove very import ant to our unders tanding of how people 

grapple with everyday lif e in the ward. Note, for example, that three 

of the respondents were senior psychiatric nursing assistants. 1he 

likelillOod of their point of view affecting other nurs ing ass is tants 

was cons iderably high since they were, 

... supposed to act as a go-between, 
between the psychiatris t and head nurse 
and the nursing assistants in order to keep 
pers onnel informed about lvhat is happening 
in the ward in terms of administrative decisions 
and treatment programs. (7, Sr. NA) 

The data confirms the presence of this chain of events and therefore 

a strong conviction among nurses, that the psychiatrist was uncertain 

about her primary treatment goals. This situation in turn influenced 

others ' understanding of the treatment setting. 

The Doctor simply didn ' t know what 
she was really trying to do in the 
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ward. Hmv could we be e),-pected to 
participate in a program that 
(a) djdn't appear to exist and 
(b) isn't ex-plained to us in a concrete 
way. (14, PNA) 

I came here immediately follmving 
training and I jus t 'va~ n' t prepared 
to deal with an atmosnhere \,hidl I 
found to be totally conflLs ing . TIl ere 
didn't appear to be any concrete 
routine that I could fit my job into. 
It would have helped if either the 
senior or the head nurse had provided 
some specific advice regarding the 
treatment routine in the ward. 
(17, Sr. NA) 

Over time the psychiatrist became m\'are of the growing 

uncertainty experienced hy members of the staff, 

... not br:cCl.llse they informed me 
directly but s irln]~ hecause the 
atmosphere hecClll1e so tense and tempers 
so vis i hIe that it ,·.,ras no lom~er a 
disputable argument hut rather a fact-­
some kind of specif ic treatP.1ent program 
would have to he constructed and issued 
to staff. (J, Psychiatrist) 

It was also becoming increasingly apparent to the psychiatrist that a 

definite treatment orientation would have to be defined in the ward, in 

order to clarify Fork proceclures for staff. lIenee, the initiation of a 

nel" treatment program was born out of a reaction to the existin?, 

situation in the ward. According to the psychiatrist, this new treatment 

~ndate could be conceptualized as one evolving through a therapeutic 

treatment milieu. As noted above, the psydliatrist defined the previous 

treatment mandate as one primarily hased on CllS todial patient care. 

This nevi approach '·.Duld therefore r equire the rccons truction of treatment 

/ 
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procedures in the ward. Accordingly, with the ascription of this ne,-: 

treatment label, many changes ,",ould have to follow. 

111is transition from custodial patient care tmvards the construction 

of a theraneutic milieu constHutes the focus of this tlles:is .. t\n analytic 

description of everyday life Hi ll he presented in order to provide an 

understanding of hm,' people coped with this new definition of treatment 

procedures in Dixon. 111is Has considered an interesting goal, in that the 

new program was defined in reaction to a situation of growing uncertainty 

and ambiguity , with regard to job perfoTIllance and also because it was 

ascribed "onto" the existing social m:i1ieu rather than developed through 

the ranks. !Is the ana1ys is unfolds, the reader "'ill become aware of 

growing discontent among memhers of the staff, since the ne ,. treatment 

mandate was not interpreted as one clarifying their purpose in the ward. 

Instead, everyday life became :increasingly problematic for them as they 

attempted to make sense out of their immediate social world. This thesis 

is an examination of this process experienced by people, and the outcome 

of the analys is illus trates the way :in ,~hich they operated so as to 

constnlct some degree of order in their social environment. 

B. Theoretical Perspective 

The follmving is a brief discuss ion of the theoretical perspective 

used in approaching the analysis of the data. .As the following 

d:iscussion ,dll indicate, this arproach is one broadly conceived within 

the framework of symbolic interactionism. To begin Hitll the organisation 

of the hospital ward is s imply viewed as 
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... the frame'l"ork ins ide of \,hich 
social action takes place ... 
a tJ ... is not the detenninant of 
that action... (Blumer, 1962: 189) . 

111 is organisation and changes in it are viewed as 

... the product of the activity of acting 
units and not of 'forces' ' ,h ich leave 
such acting units out of account. (Blumer, 
1962: 189) 

It. is people who act toward and interpret their fonnal and infonnal 

associations such that streams of new situations arise and old situations 

become unstable. 1he creation and re-creation of meanings and expectations 

take on a processual character such that norms may be found to be 

operating , but they are "creatively" reaffirmed from day to day In the 

social interaction of the partjcipants. (81ibutani, 1962: 143) 

Human society exists in social action and must be examined in 

terms of this action. As it is my goal in . this empirical study to 

underst:md human group life, my analytic scheme must begin wit.1. people 

engaging in action or the ongoing process of fitting together self 

and others ' activities. (Blumer, 1969: 6-7) In this sense then social 

interaction is not s imply a medium through "hich psychological and 

sociological determinants pass to create certain kinds of human l-:ehavior. 

Interaction, therefore, is something tha t occurs bet\,een two or more 

people and not an interaction process betlleen b~o or more societal 

elements that are fonvarded as causative influences on human behavior. 

(Blumer, 1969: 6-7) I assume that social interaction beb1een human 

beings is an interpre tive process "hereby self and others' behavior 

is accounted for, thus indicating that behavior is not ·s imply released 
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through interaction hut is cons tructed through th is process. Ind i viduals 

are compelled to create their Oh'Tl situations in relation to the accounts 

they have of others' conduct and upon this basis nake decisions regarding 

their own behavior. 

Within this framework, the conceptualization of social organi zation 

as evolving through people's involvement In a negotiated order is hased 

on the assumption thClt the distribution of lahour cannot be legislated 

but must be grappled with in each sodal encounter. Life in the ward is 

therefore examined as an emergent process rather than one determined on 

the bCLc;is of an offkially ascribed social structure. 

Fundamental to our analvs is of social organisation is the 

conceptual area of roles. I helieve that by vie,\"i.ng role-taking as a 

process, roles can be shown to he more than just an extension of normative or 

cultural deterministic theory} and that a dynamic vicw of role maintains 

a con.c;istant annroach with the theoretical concerns of symholic 

interaction ism. 

The key to unders tanding htunan hehavior from the standpoint of the 

role -taking process can be found wi thin an action fra.mework. Therefore, 

the meaning underlying human conduct can be determined wi thin the range 

of the contemporarily operating interrelations among components of the 

social system. Role-taking is a process that designates a kind of 

relationship that is experienced in the present toward a significant 

1 
For example, Linton's (1936= 113) concept of role and his use 
of a model of role functioning is viewed as gravely over 
simplified for ~1is reason. 
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other participating in an ongoing social act. Accordingly, an 

individual is experiencing role-taking '\~1enever his conception of his 0\Vl1 

role . is altered by modifying his construction of the role of a 

significant other. (Turner, 1956: 325) 

Ralph Turner defines role -taking in its mos t general form as, 

... a process of looking at or anticipating 
another's behavior by viewing it in the 
context of a role inmuted to that other. 
(Turner,1956: 316) ' 

In this way, role-taking is more than just a reaction to another's 

behavior, in tenns of arbitrarily unders tood symbols, it is a means of 

inferring the feelings, or motivatiorLs behind another's action and 

anticipating the subsequent behavior of this significant other. Another 

central feature of role-taking is " ... the process of discovering and 

creatjng 'consistent' roles out of behavior," of "devising a pattern" 

that will both cope effectively with various types of relevant others and 

meet some recognizable criteria of consistency. (Turner, 1962: 

126) 

Instead of positing the distinct existence of identifiable roles, 

Turner discusses a tendency to create and modi~r conceptions of self-

and other - roles as an interactive orienting process, making " ... the 

process ... not only role-taking but role-making." (Turner, 1962: 

22) Turner also maintains that actors behave "as if" there were 

roles - although roles exist only in varying degrees of definitiveness and 

consistency. Throughout social interaction actors attempt to define 

roles and make them explicit, there~ in effect creating and modifying 

them as they proceed. 

10 



"Roles 'exist' in varying degrees of 
concreteness and consistency, while 
the individual confidently frames 
his behavior as if they had unequivocal 
exis tence and cl ari ty . 11 (Turner, 1962: 
22) 

The moving force behind the process of role -taking is the interacting 

individual's capad ty to mold the phenomenal world into roles, that is, 

to relate to others as if a rolc were being enacted. In fact a role 

can only be considered to exist if actors continue to react in this 

reciprocal manner. 

Turner also argues that formal organisational role prescriptions 

restrict the natura l process of role-taking and that this set of 

rer,ulations should not he accepted as the prototype hut rather as a 

"distorted instance" of the more general phenomena of role -taking . 

For this reason, fonnal roles can he considered at best a skelton of 

rules whidl may evoke and set into motion the process of role -taking 

and hence role creation. Role prescriptions cannot provide a "bell 

jar" around role behavior f or this is the reflection of dynamic social 

interaction and will remain "fixed" only as long as human conduct 

11 

undergoes cumulative revision in the role-taking process of accomodation to 

and comnromise with the demands made hy organisational conformity. It 

is precisely the role-takinz and role-making processes that are viewed as 

prohlematic in this thes is as social interaction and the negotiated order 

arc examined h'i th in the context of an ongo ing social sys tern. 

I assume a fully interactive conception of role 1-.hereby people 

may seek some degree of predictahility in self - other relationships nnd 
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confirm tJ~ is throur,hout s oc; al interaction in orcler to cope wi th patterns 

of role relations in everyday Hfe. .f1.s such, roles operate lTI tcnns of 

roughly conceived framcM)rks for behavior. Or for example, as Sarbin 

states in his analysis, roles" ... involve the person as an organisation 

of acts ... " as ' the self and others attempt to estahlish an adjusted pattern 

of social interaction. 

A role is a pa tterned seouence of learned 
actions or rleeds perfonned by Cl pers on 
in an interaction situation. The 
or~anisinQ of the individual actions is 
a proouct"of the perceptual and cognitive 
behavior of ners on j\ upon ohserving nerson B. 
B. perfonns one or a nLmlher of discret e acts 
"hich A observes nnd orQanizes into a concent , 
a role. . .. once havi ng - Ioca ted or n:.1Illcc! the 
position of the other, 1\ nerforms certain acts 
',hich have been learned as belonr:ing to the 
reciproca l nosition; these actions are 
conceptuali zed as A's role. 
(Sarhin, 1954: 225) 

The actions of persons are intenvoven throu,Q'h tJ1e course of social 

interaction against a cognitive backr, round of role expectations, such 

that "role -enactment" evolves as an actor performs actioJ15 appropriate 

to his location of the positions of self and significant otJ1ers. 

The concept of stock of knowledge is considered in this thesis 

in tenns of the hackground infonnation about social reality that an 

individual hrings wi th him to the negotiating process. According to 

Berger and Luc~nan, 

Since everYday life is dominated hv 
the pragmatic' motive, recipe knoHledge, 
that is, knowledge Ijmitecl to pragmatic 
competence in routine performances, occupies 
a prominant place in the social stock of 
knowledge. (Berger and Luckman , 1966: 42) 
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In this study, the accumulation of this knowledge is selective 

and taken to be derived from two sources: On the one hand 

people's formal training provides them with an understanding 

of how things should be done i n the ward and on the other, 

people's i nformal s ocia l ization experiences determine the 

way in which they operate during the course of everyday 

life. 

In th i s thesis concern is with the kind of collective 

action people perceived themselves to be a part of in a 

psychiatric t rea t men t unit. For this reason I rely to a 

great extent upon verbatim a ccounts of what people say 

they are doing , how they feel about their action and why 

they are acting i n such a manner. I s hall try, therefore, 

to examine people's views of their own experience within 

the framework of " ... a dense network of social relationships, 

institutional demands and constraints, and temporally 

connected contingencies." (Becker,l970: 2 ) 

Within the symbolic interactionist tradition, 

the concept of perspective is used to analyze the collective 

action of relatively homogeneous groups. For example, 

Becker defines the concept of perspective as follows: 

.•. a coordinated set of ideas and actions 

a person uses in dealing with some problematic 

situation . .. a person's ordinary way of thinki ng 



and feeling abo~t and acting in such 

a situation. These thoughts and actions 

are coordinated in the sense that the 

actions flow reasonably, from the actor's 

perspective, from the ideas contained 

in the perspectve. Similarly, the ideas 

can be seen by an observer to be one 

of the possible sets of ideas which 

might form the underlying rationale for 

the person's actions and are seen by the 

actor as providing a justification for 

acting as he does. (Becker et al.,1961:34) 

As the analysis of everyday life in the ward unfolds 

people's def i nitions of the situation clearly evolve in 

relation to their collective perspe ctives or modes of 

action in the psychiatric ward. 

It follows from this discussion that there may 

be more than one perspective dominating the social scene. 

In fact the use of the concept definition of the situation 

( as it is discussed in the latter chapters of the thesis) 

implies that there is " ... no one-to-one correspondence 
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between an objectively real world and people's perspective 

of that world." (McHugh,1968: 8 ) Instead something intervenes 

when events and people come together, an intervention 

that makes possible the variety of interpretations which 

Schutz calls "multiple realities". (Schutz, 1962: 207-259) 

For this reason t he same events or objects may have 

different meanings for different people, to the point 



where the degree of difference may produce comparable 

differences in behavior. As the analysis develops the 

variety of definitions of the situation, with regard to 

treatment programs, will be illustrated as well as the way 

in which people eventually develop a definition of the 

situation wj_thin a perspective of pragmatic compatibi lity . 

C. Outline and Summary of the Thesis 
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We turn now to a discussion concerni ng the organisa­

tion of the the s is and a brief outline of the content and hence 

findings of each chapter. Tbe chapters are presented as follows 

in order to relate an ongo ing de scription of everyday life 

in the war d. In C ~apter Two we begin with the research metho do­

logy. Here I discuss the selection of the research site and 

entry i nto the hosipital ward, with a brief presentation of a 

pilot study also conducted in Dixon. Participant observation is 

discus sed as the mo st viable research method for approaching 

this study. A very important section of this chapter includes 

an examination of how a modification of the process of 

deriving grounded is used in the analysis of the data. 

The analysis of the data actually begins with Chapter 

Three. This chapter introduces the concept of a therapeutic 

milieu in order t o illustrate the treatment model tha t t he 

Chief-of-Servi ce hoped to introduce in Dixon.Contrary to the 

fundamental premises of a therapeutic milieu treatment program , 

the official change in or i entations did not evolve democrati cally 

through the ranks , nor were members of the staff supplied with a 

set of conceptual -definitions concerning participation in such a 



system. A discllssion concerning the relationship betl,een "hat did occur 

and the ideal conceptua1i zati on of a therapeutic miliell fo1101,IS . /\ ma j or 

contrCls t hetwecn ori enta tions results f rom the retention of the 

traditional cl ::ls sification system of staff. 1'!Hh this system the 

dichotomy be t Heen !,rofessional and non -professional peopl e remained intact. 

This situation nrovides staf f with contrad ictory cues concerning the ir job 

pcrfonnance. On one hand, people "'ere to parti cipate in a democratic 

social svs tern wHh a sharing of r espons ibili ty; on the other, people 

sawall ahout them aspects of a traditional social organisation. 

I decieled to examine people 's educational hackgrouncls in order to 

see ,vhether or not their inelividual systems of meaning, as derived 
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through fonnal training, might de termine how they ,,'ould i nterpret this 

predicament and eventually act ur on it . 1his focus on the origins of 

people's stock of knowledge indicates the range of diver gent paths f olloh'eel 

prior to entry into the ward. Furthermore, people's f orma l socialization 

did in fact provide the kinds of resources they utili zed in interpreting 

and defining everyday life in the ward. 

From here the discussion turns to an analys is of the problematic 

nature of the transition t owards the opcrationalization of the concept 

of a theraneutic milieu. 1his discuss ion indicates that nurses' training 

experiences derive from a custodial orientation towards treatment. 

For this reason their training emphasizes the presenra tion of orderly 

routine anel the physical care of patients. The analysis continues 

by sh01ving that nurses experience difficulty coming to grips with the new 

treatment program. 'They f eel that their training OCes not provide them with 



infonnation concerning this type of program and also that the mandate 

itself is poorly defined. By contrast, child care worker's university 

training prepares th em for involvement with the interpersonal development 

of the institutionali zed child. They feel that they understand the 

principles underlying the new treatment goa l and cons equently they are 

prepared to work tmvards the development of a therapeutic milieu. With 

this chapter a dis tinction hegins to emerge bebveen child care workers, 

lJ.-lO eager ly accept the new treatment mandate, and nurses \vho, from the 

initial stages of the redefinition , express critical feelings. 

Olapter three continues with an analysis of professionals' training 

experiences . To hegin with this discussion shows that the psychiatrist ' s 

present perspective towards treatment varies from the one s tudi ed during 
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her training. In f act, the redefinition of the treatment program and ~1e 

necessary changes ~1erein are has ed on this altered conceptualization of 

mental illness. The ascription of a therapeutic milieu label is an attempt, 

hy the psychiatris t , to comp ly with the organisational demands of this 

new approach. Therefore, as an analys is of the initial stages of researc.~ 

indicate, the psychiatrist remains strongly committed to this new 

treatment mandate . 

Both ~1e social worker and occupational therapis t interpret their 

training as preparing them fOT work in this kind of treatment setting . 

Only the head nurse 's training creates difficulty with regard to the 

reconstruction of the social milieu. Her training prepares her for 

work wi thin a traditional hospital environment and it is with considerahle 

caution that she approaches the new treatment mandate. 
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Chapter Four hegins to exami ne how people cope wi t~ th is new mandate 

during the course of everYday life in the ward. As this discussion 

continues, whh an analys is of people's acnUTlula ting stock of h.llowledge, 

we turn to an examination of job titles and the division of labour. Wi thin 

this framework, a focus upon people's feelings of ambiguity and uncertainty 

illustrates their definition of the ongoing social system. 

This analysis opens with an examination of paramedica]s' perceptions of 

the sources of their feelings of ambir,ui ty and uncertClinty. TIle primary 

source of their feelings appears to be defined as professionals' expectations 

of their job performance. Professionals also define their perceptions of 

ambigui ty and lmcertaintv as evolving through others' expectations of their 

jobs. This analysis indicates that the head nurse interprets the 

psychiatrist's joh performance as increasin;: the amhiguous nature of her 

job, since the bnd of information deemed nccessaT)' for the performance 

of her job is not provided by the psychiatrist. The psychiatrist 

feels tJlat the very nature of her joh is jeopardized hy the head nurse's 

lack of understanding about the therapeutic needs of patients. 'Both the 

occupational thcrapist and social worker feel th:1.t they understand 

the professional requirements of their job. However, hath view others' 

expectations as placing amhiguous demands on them. The situation hecomes 

increasingly difficult for them as they must rely on nurses' joh 

performances in order to fulfill their o"~ job priorities. 

In the follmvinf' section I discuss how people define the parameters 

of their job, since the official ascription of the new treatment mandate . 

lhis includes an in-depth analysis of informal socialization experiences 



in the ward. I conclude that nurs es continue to define the parameters 

of their job in relation to the traditional \yay in ' ''hich their job 

perfonnance had always been done. With L~is treatment orientation In 
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mind, nurses interpret many of the expectations held by others \mo support 

the new treatment mandate as illegi timate claims on their time. T\Furses 

feel that an acceptance of a therapeutic orientation would force them to 

relinquish much of their control previously exerdsecl over patients. Their 

feelings of ambiguity and uncertainty ahout their participation in the ward 

increase with their fear that the traditional technology used in their job 

was growing ohsolete. Seniors' interpret the psychiatrist's efforts to 

democratize the social structure as an attempt to exclude them from 

participation in ward management. In contrast to this position, child 

care ,,,orkers interpret as inappropriate any demands that jeopardize 

their fundamental concerns with active patient care, especially as they 

tend to come from custodially oriented staff. 

The discu.c;sion sho\\'s that among paramedicals themselves there are 

contrary interpretations of others' job perfonnances. O1ild care \()rkers 

attempt to encourage nurses to adopt a positive attitude towards the 

evolution of a therapeutic milieu. Nurses, however, cling to the 

traditional job titles still existing in the ,yard to define their 

occupational duties in accordance with their stock of knowledge 

accumulated during training. TI1is chapter confirms the disparity among 

these people that was initially suggested in Chapter Three. On one 

hand nurses interpret their infonnal socialization in the ward as 

sustaining their traditional occupational duties; on the other, child care 



workers continue to react aga inst any attempts by nurses to inhihit 

their own plans to conform to the new treatment mandate. TIl is chapter 

concludes that the nature of this disparity evolves through people's 

allegiances toward treatment frame,\orks, that is, between custodial and 

therapeutic orientations. 
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The final sections In the chapter include a discussion of the 

analys is briefly outlined ahove. 1he findings illus trate that at this 

stage of the research, nurses' define the relationship between the 

officjallv ascribed treatment mandate and the occupntional structure 

tradihonally accepted by them in high l y prohlematic terms. Professionals 

also attribute others' expectations of their job as placing them in an 

ambiguous position in the "!ard. With the exception of the head nurs e, 

,·/ho includes other profess i onals in this category, their primary 

difficulties lie with nurses' interpretntions of their job. This 

situation derives from nurses ongoing interpretation of their mm and 

others' role enactJrlent ,,,i thin the framework of a traditional occupational 

hierarchy. This chapter concludes that in order for people to interact 

they must grapple with the content of self and others' stock of knowledge, 

the reciprocctl influence self and others exert in terms of role enactment 

processes and people's general interpretation of their social milieu. 

hhat becomes increasingly prohlematic for people is the "shape" of their 

interaction with others, that is, the relationship between their self­

expectations and others expectations of them in relation to their job 

performance. 

The findings demonstrate that tJ1ere are two systems of meaning to 



be taken into accmmt as people attempt to come to terms with their 01 ... 11 

and others' definitions of the situation. There is a system of meaning 

employed by nurses \,rhich encompasses a custodial orientation tm,'ard 

treatment procedures and social action in general. In contras t to th is 

definition of the situation is t,1-je system of meaning sus tained 11' 

professionals and child care workers representing a therapeutic milieu 

orientation to\\'ard trea tment. 

Olapters Five and Six exanine how people fonnulate a ,·,rorki ng 

consensus in order to achieve some degree of social order in the i...arcl. 

O1apter Five beg i ns "ii th a discuss ion of the ongoing processes of 

negotiation that p(01)le enter into in order to attempt to validate 

their job perfonnance in vjew of their interpretations of everYday life 

in the \,'anI. 

iYhereas 01apter Four illus tra tes the problema tic nature of 

creating a working consensus among staff, Olapter Five is an attempt 
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to analyze how people ret things done in the '·lard. Th is includes an 

analysis of people's participation in their evolving s ocial mi lieu. A 

coceptua1 framework is provided in order to explain the direction and 

pattern of the negotiating process among staff. This interactionist 

framework also includes an examination of the nature of human interaction 

and the articulation of joint action. Hy task in this chapter and the one 

following is to present a descriptive analysis of people's explicit 

distinction between orderly social interaction and their interpretation of 

the need to demo~~trate or produce the appearance of this kind of order. 

This is handled through an examination of an evolving pattern of social 
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interaction and communication networks in various settings in the ward. 

The analysis begins with a discussion of the psychiatrist's 

approach to redefinin~ ti1e treatment mandate. This includes the 

democrati zation of the social structure, a sharing of responsibili~r among 

staff for patients' daily therapeutic experiences and the development of 

a team approach to the construction of an active therapeutic milieu. 

This discussion jndicates a prohlenatic situation that is t,\Tofold: peopJ e arc 

provided with a mandate that may or may not be acceptahle, first, on 

ideological grounds and second, because of the way the mandate is impos ed. 

From here the discuss ion eXar.1ines the psychia tris t' s attempts 

to continually engage in interaction "!i th others that would convince 

them of the vc:llidi ty of oper ating within a t.~erapeutic milieu frame,·!ork. 

Nurses respond hy attenpting to legitimate their action in terns of the 

importance of their job as agents of patient managePlent and orderlv 

routine in the ward. Nurses eXTJerience considerable difficulty 

comphrchending ,·.hat for them appears to be a highly tl1eoretical solution 

to the problems of patient care. In fact, th ey express a high degr ee of 

hostility tm\'Clrd tilis concept. Rather t.~an accepting teann .... ork as t.~e 

context wi thin l..;hich a t.~erapeutic milieu could evolve, nurses continue 

to try to indicate the the validity of the traditional approach to patient 

management. Fundamental to interaction ini tiated by the psycl iatrist is 

her over-rid ing concern ,,,ith the transition from this b nc1 of custodinl 

orientation toward therapeutic treatment. According to t he psychiatrist, 

this can only occur if staff aGree to Hork ,vi thin the context of a 

psychiatric team. 
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Nurses feel ill-prepared to I,rork in such a set-up and furthennore they 

experience difficulty underst:mding the cues is s ued by the psychiatrist as 

team leader. Nurses f ind tlleTTLselves m a situation that requires them 

to transJate psydlia tric jargon into operatlon;ll conccr>ts that they can 

use during the cours e of everyday action in the ward. Also contrj huting 

to their s keptidsm is their interpreta ti on of the ir disparity beuveen 

profess ionals, \'.ho continue to ini tia te policy and hence daily tas ks , 

and themselves as heing respons ible f or the operation of these demands 

on a day to day bas is in tlle ward. 

In the next section of this cllapter I discuss a pattern of s oc ial 

interClct ion as it evolves in the context of negotiating order in the ward. 

TIlis pattern is iJ lustrated through an examination of the net\vork of 

communication (see Charts Three to Ten) sustained among people in the 

ward. Throll?h an ana lys is based upon the premises inherent in an 

interactionist perspective, I conclude that the bond betv!een nurses 

and the head nurse is far more apparent than bet l-cen these people and those 

lmO openly support tlle therapeutic mandate (child care workers, 

occupational therapist and social \·!orker). In fact, over time the 

degree of social interaction beu veen these people decreases subs t antially. 

Next I focused upon people ' s interpretations of their function 

within the context of a psychiatric team. This analysis shows that \'I11i1e 

child care workers and other professionals expressed open support for a 

new visiting session scheme, nurses offered very few opinions during 

policy meetings . However, nurses did have very strong feelings about the 

application of the concept of tearmvork to the vis i ting routine in the ward. 



This is con finned through my observations of an active network of infonnal 

social interaction among pararncdicals. - Nurses not only acknowledge shared 

membership in cliques but indicate that these cliques serve as support 

groups with regard to people's interpretations of how they should be 

operating in a , psychiatric treatment ward. Wi thin the frarne'vork of 

these groups nurses speak openly about their feelings of ambiguity 

concerning the newly ascrihed treatment mandate. Furthermore, these 

kinds of opinions fomulated during public policy meetings are conveyed 

to absent clique members as a way of Su.s taining clique solidarity on 

policy issues. Ihjs discussion also concludes that there are contrasting 

pos i tions adopted by paramcd i.cals on the issue of vis i ting routines which 

can be generali zed to include most policy issues in the ward. This 

dichotomy develops on the hasis of a polarization betlvecn people's systems 

of meaning. These sys terns of meaning in turn detennine \.mo supports the 

new treatment mandate (therapeutic patient care) and who continues to 

resist co~niDnent. 

In the next section of this chapter I focus upon how people 

operate under the therapeutic milieu mandate, \.mile attempting to 

incorporate their individual and in some instances shared view of social 

reality. Underlying pararnedicals' action there exists a degree of 

uniformi t)' hased on shared membership in a clique. The discuss ion 

concludes ~1at people rely to a large extent on small groups consensus 

in order to create a base upon which their definition.':; of social reality 

evolve. 'me findings in this chapter also show tl--tat people are prepared 

to at least demonstrate the appearance of orderly social interaction moon,l:! 
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cliques as a way of sustaining social order in the ward. The pattern of 

demonstrating orderly sodal interaction evo lves over time and also 

contributes to the nature of the definition of the treatment setting . 

T conclude that paramedicals refer to an unwritten agreement 
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,·.rhich encourages ther.t to crea te the appearance of orderly sodal interaction. 

This kind of action occurs ,·.hen they are visihle to those defined as 

authority figures. l\tlrses are also prepared to feign an active interest 

in the new treatment mandate although they male every effort to avoid 

situations "here such action is necessary . In response to this kind of 

action, child care "'orkers arc prepared to turn a blind eye to nurs es ' job 

performances in order to allieviate informal pressure put on theJl) by 

others to revert to a cU'3todial tr;'jatment orientation. Paramedicals 

make a conscious decision to ,,",ork in an environment conducive to the 

pragmatic development of a Horking compatibility in order to avoid a 

setting too prone to cris is upon cris is. 

Professionals appear well aware of this process of negoti.ation 

among paramedicals. Over time their contact with nurses recomes 

restrained and limited to communication defined by them as necessary for 

the fulfillment of their own joh. Eventually they retreat from contact 

as much as possible. The avoidance of overt conflict is the legiti mation 

given for such action , as profess ionals now feel they are free to adopt 

a pos i tion "hereby others' role enactment need not :interfere wi th their 

mm concern ,·i th keeping the Hard running as a treatment setting . We 

can conclude that the actual transHion towards a therapeutic milieu 

appears to be subs iding in people's mutual agreement that above a ll else 



the need to d~lonstrate orderly social interaction is of paramount importance 

if s orne degree of social order is to be salvaged in th e Hard. 

Chapter SL~ is the result of a chronological analysis of data 

collected throughout the course of the study. The fOCllS is upon 

decis ion -making process es in the Hard as a h'ay of illus tra ting people's 

converging dcfinitions of social reality. 

The rcgulari ty "/i th 'hich a pattern of de cis ion -makina emerges 

in the ','<lrd confinns earlicr findings (described in chapter five) , 

concerning the detennination to demonstrate orderly social interaction 

"rhenever tJ1ey feel such action is to their mutual advantage. At other 

times people simply learn to avoid confrontation with othcrs. This 

relative isolationism provides them \'lith an opportlmity to exert their 

energy according to their invididual definition of the Hark situation 

and their job pcrfonnance within this framework. A significant disnarity 

still exists among peoflle with regard to treatment orientations 

and the dichotomv of individual systems of mecming remains finnl)' polari zed 

along a custodial therapeutic spectrum. This convergence must therefore 

be understood as deriving out of people 's intcrpretation of their vested 

interests on one hand, and on the other, their recognition of the need to 

survive in a social system highly conducive to hostility among staff. 

Finally, I conclude that the outcomc of negotiation is a ' >larking 

consen.<;us among people that can be best understood Hithin a framev'Ork 

of pra~natic compatibility. 

A brief note on tenninology will be included here in order to 

clarify future refercnces to memhers of thc staff (see 01art Tvo for an 
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CHART TI'JO 

FORMAL SOCIAL STRUCTURE PRIOR TO TIlE TRANSITION IN TREATMENf LABELS 
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outline of the fOIT1al social s tructurc in the ward) . The tenn 

professionals is us ed to refer to the psychiatrist, head nurse, social 

worker and occu!1ational therapist, "TIile the tenn paramedical includes 

senior psychiatric nursins assistants, psychiatric nursing assistants, 

and child care ''0rkers . FreCluently the '-lord nurses 8rrears on its 01111 

and refers to seniors and nursing 8ssistants. Abhreviations are used 

after quotations selected from the fieldnotes in order to indicate 

the Occupational category of the speaker. 111e following lis t illus trates 

these abbreviations: 

Psych ia tr is t 
Occupa tionCll TI1eranis t 
Social 11,'orker 
Head :-'Jurs e 
Senior PSYc!1intric f':ursing Ass is tcmt 
Psvch iatric ':ur5i n<:! '\5S is t clnt 
Ch'ild Care :':orker -

Psychiatri s t 
O.T. 
S.IV. 
H. ~ . 
Sr. N.A. 
P. N.A. 
C.C.lv. 



A. Selection of Site 

GlAPTER TWO 

Research Methodology 

The site chosen for this research study was a large, urban 

psychiatric hospital. In particular, one ward was selected from among 

those composing the children's services of this hospital and a formal 

inves tigation concerning everyday life in this ward bega.T1. This site 

~~ of special interest as the traditional treatment set-up was under­

going a formally ascribed transition towards a therapeutic treatment 

milieu. The thesis accepts as problematic this official redefinition of 

the treatment program and therefore also takes as problematic the need 

to understand ~1e nature of people's social interaction and 

interpretations of everyday life in this ward. This site was selected, 

since it invites a focus upon staffs' participation in the ongoing 

negotiation of social order, while permitting an interpretation of the 

real world from the perspective of the subjects tmder investigation. 

B. Entry into the Site 

A letter was sent to the Director of Children's Services 

requesting permission to conduct a research project in one of the 

psychiatric wards under his charge. A very brief outline was presented 

in this letter, simply as a way of indicating a serious intent to study 

the ongoing routine in the ward and to show that such a study would be used 

only for personal academic purposes. From here an appointment was set up 

for a meeting with the Director. During this interview, permission was 

granteu on the bas is that approval als 0 be given by the Chief -of -Service 

in the ~drd and that a high degree of discretion by exercised on my part 
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concerning w~e confidential nature of the project. Next, I had a meeting 

with the Chief-of-Service, briefly expressing my ".'ish to observe everyday 

life in the ward and also to conduct interviews with members of the staff. 

The psychiatrist appeared very enthusiastic about my request and stated 

her willingness to cooperate, provided the remaining staff shared her 

opinion. The psychiatrist then invited me to attend a policy meeting and. 

to speak to people concerning my project. During the discussion that 

follm.;ed, staff appeared to express their j oint approval regarding my 

task, with only one nursing assistant fjuestioning 'vilo would have access 

to the results of the study. The opportunity \'las taken at this point to 

clearly reiterate the confid.ential nature of the project and that no one 

connected ,.;i th the hospital would be penni tted to read the final paper. 

PeopJe appeared to be satisfied with this response and it was decided, hv 

those present, that my project should continue. 

The decis ion to Hi thhold t~is paper from members of the hospital 

staff ,,,as cons idered necessary in order to encourage people I s confidence 

and also to insure, in this my first major fieldwork project, that the 

data collected. did not result in any kind of repercussions for those 

participating in the ward at that time. It must also be noted here, that 

this was not my first contact with people in the ward, as I had previously 

been employed by the hospital as an activity worker in Dixon. Furthermore, 

it seems quite likely that my fonner contact with staff, in the sense that 

I shared a working environment with them, contributed to their willingness 

to cooperate with this project. In fact, very shortly after my arrival 

in the ward as researcher, people appeared not only to accept my presence 

but also to look fon~ard to conversations with me. As one nursing 



assistant commented, "It's so good to have someone around just to talk to 

and to know at the same time that I can trust you." 

This kind of response to my presence in the ward gradually helped 

to "shape" the way in v-.hich I was to conduct myself, throughout the course 

of the study. While a memher of the staff, my position MlS somewhat 

different from others as I was, at the same time, a full-time university 

student. As my work in the v-.rard appeared to he an "extra-curricular 

interest" to most staff, they interpreted my concern regarding psychiatric 

treatment in a positive way. For example, one nurse stated "You must 

really care ahout these kids to spend so much time here." Therefore 

it appeared, that as I was not a permanent member of the medical team 

and as I was cons idered to he working in the v..ard hy choice, I was not 

perceived as a threat hy these people. In fact, they "QuId frequently 

offer me friendly advice and at times ask my opinion ahout routine issues. 

When I arri ved in the i~rd, to reques t entrance as a res earch student, it 

appeared that this same kind of interpretation was placed on me, that is, 

I was viewed as a concerned person and not someone i-.hO was present to 

take over another person's job or to offer criticism about others' action. 

For these reasons then, staff continued to take me into ti1eir confidence 

often explaining at great length their interpretation of the ongoing 

situation. The major diffirulty in transferring from employee to researcher 

developed ",hen people expected me to reply directly to their inquires 

concerning the operationalization of treatment procedures in the ward. 

On one hand, I did not ,,'ant to exert any kind of social 

pressure that might influence staffs' . participation in their evolving 

social milieu, while on the other hand, as participant observer, I 



hoped to remain sensitive to the tradition of verstehen or understanding 

that recognizes two fundamental kinds of hwnan tehavior. l One aspect of 

this tradition conceptualizes an inner perspective of hwnan behavior "Dich 

asslIDles that unders tanding can only be achieved by actively participating 

in the li fe of those peopl e being ohserved, thus encouraging insight 

by means of introspection. Accordingly, there is an outer 

perspective of hlIDlan behavior that assumes that the study of man 's hehavior 
2 

is adequate to produce knowledge about social life. The f ormer perspective 

enables the researcher to perceive and interpret hwnan behavior at a 

greater depth since an emphas is is placed on man's ability to Know h imself 

and thus to know and understand others through "symphathetic introspection" 

and " imaginative r ecopstructions " of "definiti ons of the situation" . As 

Filstead concludes, this approach emphasizes a basic asslll1lption underlying 

hlIDlan behavior, 
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... that man, being a symbol manipulator , is only 
"undel's tandab Ie" through the perception and under­
standing of those symhols that are being manipulated. 
Through meadian social psychology , s ociologists can 
role take the part of those under inves tigation. thereby 
unders tanding the meaning of human behavior. (Fils tead , 1970: 6) 

For a discussion of the phi10sonhical and sociological aspects of t~is 
approach please see the fo llm\'ing; Hax Weber, Theory of Social and 
Economic Organization, translated: Talcott Par-son..c;, NC1'; York: Oxford 
Press (1947); G.H. ~lead, :' lind, Self and Society Chicago: University of 
Chicago Press (1934); \'1. r: Thomas and Flonan Znaniecki, The Polish 
Peasant in [urope and J\merica, 5 vols .. Chicago: Univcrsity of (mcago 
Press L1918 -1920 ); Alfred Schutz, Collected Papers, 3 vo1s., 1he I iague: 
Nijhoff Press (1964); Edward A. Slu1s and Henry A. Finch cds., Objectivi tv 
in the Social Science, Glencoe Ill., Free Press (1949). 

A further dis cuss ion of this dis tinction can be found in the folIo ,·ing : 
Severyn Bruyn, The r,lethodo10gy of Participant Observation, Human 
Organization 21; 224-235, (1962). 



Briefly this means that object.s can be studied and hence understood 

purely from the point of view of observation \,nereas mental and social 

processes can be knmm only from the ins ide, that is, through the shared 

meanings and interpretations we give to objects. 

Hence, ins i gh t may be regarded as the core of 
social knowledge . It is arrived at by being on 
the inside of the phenomena to be observed .... 
It is participation in an activity that generates 
interest, purpose, point of view, value, meaning 
and intelligihili ty, as well as bias. (\Ii'j rth, 1949: xx) 
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As my position as researcher \vas evolving and as people's expectations 

of my function in the ward continued to include some kind of verbal 

contribution to the issues at hand, I attempted at all times to consider 

the nature and content of my social interaction in relation to the flow 

of cOTmnunjcation evolving among staff in the ward. This mode of action 

is legitimated in view of the following qualitative methodological 

perspective to the research situation at hand . 

.. . with respect to things human, it is not disinterest 
that makes knowledge possible but the opposite; without 
the factor of interest in the primary sense of concern 
or care, there can be no recognition of the subject 
matter in its dis tinctive human character and hence 
no real awareness of its situation and no understanding 
of behavior. C"!atson, 1964: 242-243) 

While I am not denying the potential ability a researcher may have in 

terms of being scientific in the collection of data, the point to be 

emphasized here concerns my attempt to picture the empirical social 

world as it is actually defined and interpreted by those people under 

investigation. This then is assumed to he a primary goal of the research 

project and one that is crucial f or the validity and hence reliability 

of the data under discussion. 



Once my presence In the ward had been established and I appeared 

to begin my participant observation, I found it necessary to provide 

members of the staff lvith an explanation about Hhy I wanted to do research 

in Dixon. As I was already fami liar with people in the ward and was 

aware of theirapprehcn.<;ion Hith regard to " ... fancy explanations and big 

abstract phrases.", I decided to avoid a long detailed description of 

my research desir,n. In.<;tead I simply stated that I was very interested 

in learning about everyday life in the ,yard and that I Has writing a paper 

as one of my u~iversity requirements. TI1is appeared to satisfy people 

and in fact, they often made reference to hmv they were indirectly helping 

me earn a degree. To a certain extent, I think this interpretation of 

the situation encouraged them to be very cooperabve with me, as I was 

" ... just trying to get by in life like everybody else". (19, PNA) 

.As chapter five will illustrate, a strong informal network of social 

interaction exis ted in the ward. It became my goal to avoid creating 

the appearance that I Has taking sides with any particular clique in the 

ward. Since I hoped to achieve ma~imurn cooperation from staff, ti1eir 

opinions about me, especially in tenns of my personal integrity, were verY 

important. I made a point of repeatedly assuring staff about the 

confidential nature of the study and I did not discuss others' direct 

res pons es wi th peop 1 e . I n order to do th is, it was some times neces s a ry 

for me to avoid ques tioning staff too clos ely in the presence of others. 

Over time my personal position also became important. As I became 

aware of the division among staff, I frequently found myself lending a 

sympathetic ear to others' definition of the situation. I attempted to 

avoid direct responses to questions concerning my opinion of the treatment 
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setting, by turning the discussion back to the person who had addressed 

me. I did not want to become knmm as highly opinionated, with regard 

to the ongoing struggle bet \€cn treatment perspectives, rather it was my 

intention to be viewed as an interested and sympathetic recorder of events 

by all people concerned. 

C. Preliminary Pilot Study 

\lJhen the original propos al was drawn up for this study, it included 

three major research techniques to be used with equal weight in the final 

analysis of the empirical world. These techniques were to inClude a 

structured, open-ended interview (see Appendix A) with each member of 

the staff, a pre-coded questionnaire (see Appendix B) to be distributed 

among staff and participant observation to be conducted at length fild to 

include a representative sample of various time periods during the course 

of a day's routine.
3 

Formal interviews were frequently conducted with people during 

the evening shift (usually after eight 0' clock) in order to -comply 

with the rigorous schedule of duties to be performed by them during 

the earlier hours of the day. The exception here included professionals, 

who were interviewed in the privacy of their OMl office at their 
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convenience. The average duration of these intervie\,lS was between 1 1/2 and 

2 1/2 hours with the exception of the psychiatris t whose interview lasted 

3 
A selection of data derived from the interview schedule were used in 
chapter four and five, \hen I thought the material illustrated the topic 
under-discuss ion particularly well. \vhenever such data were used, 
however , the text indicates that this is t..'le case. 



three hours. The interview schedule was used in each case as a means 

of collecting a similar range of responses from each person, although 

a considerahle amount of probing 'vas initiated in order to encourage an 

individual to elaborate his position. Also, ",here it ",as considered 

necessary, the order of the schedule was shifted in order to make it more 

appropriate to the particular interview at hand. 

Following the interview, staff Here as ked to complete the 

questionnaire. This procedure Has used in order to prevent intenlpting 

their action in the ward at a future date and also to ensure a complete 

response rate. ,vhile the questions included ",ere pre -coded, the 

questionnaire 'vas introduced to staff in such a way , that they were 

encouraged to write comments \.flerever they felt their opinion needed 

to be elaborated. 

As the intervieHs and hence the dis tribution of ques tionnaires 

continued I gradually became more involved in participant observation 

in the ward. Not only did my time as observer increase but the quality 

of people's verbal partici pa tion Hi th me increas ed in relation to the 

amount of time I devoted to observation. It Has during this stage of the 

research project that a decision 'vas made to utilize the data collected 

through formal intervie\6 and the questionnaire as a preliminary pilot 

study \vhich I proceeded to document in tlle usual manner. From the 

analysis of this data and my increasing involvement in ~~e present social 

milieu I decided to formulate a research design that would permit an 

in depth analysis of staffs' participation in the interpretation of 
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everyday life in a psychiatric ward. In this sense, then, it is possible 

to say that the participant observation that developed was "grounded" in 

the analysis of the data previously set aside as a pilot study. 

D. The Present Researdl Study 
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In the following dis cussion I shall outline briefly the methodological 

meaning underlying participant observation and indicate 'why this 

particUlar research technique was selected as the major source of data 

for this tilesis. From here , a presentation of grounded theory, tha t i s 

inductive theory construction, will he developed in order to indicate how 

an adaptation of this research perspective provided the fundamental 

methodological premises upon ,vhich this thesis was based. 

1. Participant observation as a method 

Prior to selecting a particular research technique, certain 

methodological assumptions rnus t be deal t with firs t. For example, 

assumptions must he indicated concerning the nature of man, the process 

of knm\'ing research data in the mind of the observer amI assumptions 

about the method of verification. The concept of tilC na turc of man is 

very closely related to the concept of meaning , which the observer seeks 

to discover and explain, in the context of the shared human reality of 

the subjects under investigation. As I attempt, in tilis thesis to 

understand the meanjng derived by people in a psychiatric ward, from 

the jnteractive world they share ,vi th others, I am seeking to expJ ain 

the common -s ense realities of these people. This is so, as it is only 

at this point that I can construct meanjng on tile basis of these Already 

organised realj ties. The meth odo l ogi c a l i mportance of partie i pan t 

observation in gathering this kind of data is expressed hv G.t!. fl lead's 



conception of ,vha t cons ti tutes the nature of meaning. 

There are tw characters \vhich belong to that ,\'llich 
we term ' meaning '; one is participation and the 
other is corrnnunicahilj ty. Heanin~ can arise only 
insofar as some phase of the act ,\hich the individual 
is arousing in the other can he aroused in himse lf. 
There is always to this extent part ic i p~tion. lmd the 
result of this particip~tion is cOlTU11tmicabi li ty, that 
is, the individual can indicate to himself ,·,hat he 
indicates to others. (Strauss, 1956: 183) 

In participant observation we can aC:;SlDne that an individual 

can corrnnunicate a message to an other and have it understood as he 

can arouse in himself. Hence, on th e bas is that meaning can be 

functional, the observer can act methodologically. Participant obs ervation 

as one form of qualitative methodology encourages the researcher to 

obtain firsthand knowledge about the empirical social world under 

investiga b on. To tmderstand the meaning people att~ch t o this reality, 

participant observation allo,~ the researcher to derive the analyticaJ , 

conceptual, and categori cal components of explanation from the data 

itself. In this particular case , the pilot study also aided the 

development of relationships between concepts that '\'ere pursued in 

depth through participant observa tion. Putting aside a pre-coded 

questionnaire and an interview schedule, that also proved somewhat 

restricting, aided the transition away from highly quantified techniques 

that tended to utili ze preconceived. rigidly stTltctured categories of 

analysis as well as operational definitions constructed by me as 

research observer . 

2. A modification of the process of grounded theory, as 
originally proposed hy Glaser and Strauss 

The decision to concentrate upon the data derived through 

participant observation was made in order to emphasize one of the 
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major goals of this thesis, that is, a direct examination of the 

empirical social "!Orld of a psychiatric milieu and hence a comprehensive 

descriptive analysis of the data therein. This decision was also made 

in view of the problem of verification in the study of the empirical 

social world . . Rather than accepting a }1riori assumptions and artificial 

models of explanation, participant observation encourages verifiable 

knowledge ahout the empirical world, since this technique requircs the 

r researcher to interpret the world from the perspecbve of the subj ects 

\~der investigation. 

To try and catch the interpretative process by 
remaining aloof as a so-callcd I obj ective I obsenTer 
and refusin?, to take the role of the acting unit 
is to risk the worst kind of subjectivism, the 
obj ecti'Je observcI' is likely to fill in the process 
of internretations lv1. th his 0Iv11 sunnises in place 
of catch inf' the nrocess as it occurs in the exnerience 
of t~e acting unIt \\'hich uses it. (Blumer,1962: 188) 

Participant obsenration was conducted in such a Havas to incorporate a 

modified vers ion of inductivc grounded theory, as proposed by Glaser 

and Strauss in their Hork concerning the generation of subs tantive 

4 
theory. To begin with the analysis of the data collected Hill not be used 

to derive a co~)leted theory regarding everyday life in a psychiatric 

treatment milieu, but rather this thesis is an attempt to remain sensitive 

4 
Reference is made here to the following Horks: B. Glaser and 
A. Strauss, Discovery of Substantive Theory: A Basic Strategy 
Underlying Quali ta tive Rese8.rcil, in iv.J. Fils tead ed., 
Qualitative l" fethodolo,gv: Firsthand Involvement With the Social 
World, Chicago, Ill., ~ [arkhamrub. Co. (1970); B. Glaser, 
~C"onstant Comnarative ~, 'ethod, Social Problems 12: 436-445, (1965); 
B. Glaser and A. Strauss, The Discovery of Grounded Theory: 
Strategies for Qualita tive Research, Chicago, Aldine I~Co. 
(1967) . 
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to the fWldamental premises of Glaser's and Strauss' conceptualization of 

the discoveIyof grounded theory. It is hoped that in this way the thesis 

will provide a meaningful descriptive analysis of people's interpretations 

of everyday life in a psychiatric ward undergoing a formally ascribed 

trans i tion from cus todial to therapeutic treatment procedures. As 

this thesis is concerned with a descriptive analysis of everyday life in a 

psychiatric ward, an attempt will be made to generate sociologically 

significant relationships that both derive from and can be illustrated 

by data collected through participant observation. 

According to Glaser and Strauss grounded theory, in its final 

presentation can be dOCUITentcd as a codified set of propositions or as 

a continuing theoretical discussion using conceptual categories and their 

properties. 5 l\~lile the presentation of data analysis in this thesis 

is theoretically formulated along the lines of this organiS!1tional formula, 

the outcome reflects a modified vers ion of the cons tant comparative method 

of generating grounded theory. This means that ,.mile the methodological 

process adhered to in this thesis was one that reflected the theoretical 

and philosophical goals of Glaser and Strauss ' phenomenologically oriented 

inductive method of theory construction, the outcome is a descriptive 
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analysis of people's involvement in everyday life, rather than the generation 

in total of a theory of social action in a psychiatric treatment ward. 

5 

Also, a very important modification in the methodological approac~ 

For a detailed discussion concerning t~ese processes please see Glaser 
and Strauss, Th e fhscoverv of Groun~lccl 111eoI-v: StrateC':ies for Qualitative 
Research, Chicago~dine 1\ib. Co. (1967), pro 31-33. 



outlined by Glaser and Strauss derives from the fact that the constant 

comparative Cl.pproach was applied to the fieldnotes in an analytic process 

after t.~e data had been collected. TIle fieldnotes utili zed in this thesis 

were separated f rom the interview schedule and questionnaire, in order 

to free the ,malys is from as much external pressure as poss ible, with 

regard to deductive theory formation. It was at this point that the 

process of generating conceptual categories and their properties began to 

be derived in the sense proposed by Glaser and Strauss and an attempt 

to determine sociologically significant relationships grounded in the data 

commenced. 
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From here the constant comparative method \vas applied in order to 

emphasize t.~e many s imilari ties and differences bet ,een the occupational 

groups being studied. In this way categories and their properties emerged 

from the data, indicating variables that will clearly be important to a 

theory explaining the kind of behavior under observation. This process is 

believed to be an appropriate goal in itself since the descriptive analysis 

of people' s involvement in everyday life in the ward, ,,,ill it is hoped prove 

fruitful in uncovering important emergent categories, that may in the 

future be useful in the construction of a theory of social action in a 

psychiatric ward. 

According to Glaser and Strauss, the discovery of grounded theory 

should be a joint collection, coding and analysis of fieldnotes. As 

indicated above, owing to a modification in this process, the thesis 

fulfills the latter two requirements only. Thus as the process o-f 

generating emergent relationships evolves, a theory in itself can n(~ t be 



constructed, given the modifications discussed above and still remain 

faithful to the total range of principles inherent in Glaser and Stral5S' 

formulations concerning inductive theory construction. However, the 

thesis presents an analysis according to the coding procedures 

emphas ized in this methodology. For example, "hen coding procedures 

were initiated, the categories were derived from the fieldnotes and as 

such the analysis can be viewed as one emerging through the perspective 

of the subjects under investigation. The coding procedure evolved 

through peoples corrnnents concerning particular issues in the ward. In 

fact the coding and hence discussion of the data represents staffs' 

presentation of every day life in a psychiatric ward as they define and 

interpret the ongoing siulation. Throughout the tilesis people's 

corrnnents are incluued at length to illustrate particular relationships 

that they see existing in the ward. These comments "Jere recorded at 

the time of participant observation and indicate staffs' responses not 

only to myself as researcher but also in dialogue witi1 other members 

of the staff. 
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Chapter Three 

Pathviays Leading to Employment in a Psychiatric Viard 

A Introduction 

This chapter begins with an examina tion of the .... ijay 

in which the neY.' tre atmen t l ab el W[l S inaugurated in the ward . 

This discussion is follo~ed by a presentation of the concept 

of a therapeutic milieu a s it is found in the litera ture. 

From her e a con tras tis dr awn between the tro.di tional ho spi tal 

setting and the so cial and therapeutic milieu envisioned wi thin 

the model of a t herapeutic treatment program. The transition 

towards this treatment setting is a highly problematic one 

for tho se involved. This is o wing, partly, to the way in which 

tb.e neYl program Vias introduced, to the kind of preparation 

people experienced prior to their employment in the ward, a nd 

finally to their participation in the ward it self. The last 

two aspects of th5_s st a tement will be expanded upon in 

chapter four; however, here people 's early socialization is 

discussed and the ori g ins of their stock of knowledg e introduced. 

This chapter is important as a me ans of introducing 

the variety of occupations present in the Vlard and the divergent 

paths followed prior t o entry into this setting. This 

inform a tion will p rovid e the reader Vii th a basic underst an ding 

of the resources staff draw on to interpret what is going on 

in the ward and in particular, their perspective towards 
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treatment procedures. 

The recently ascribed treatment program demanded 

major al tera tions in the operating technology util i zed in 

the ward. These demands were dictated by the Director of 
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Children's Services and the Chief-of-Services for this ward. 

As will become increasingly apparent throuehout the study, 

people v.i. thin this so cial system were not clearly informed 

about the philo so phical framework withln which this new 

program must operate. For example, members of the staff 

were not provided wi ttl a s et of conceptual defini tions 

regarding parti cipation in a dernocra ti cally evolving therapeu ti c 

treatment program. This neglect in itself is not only 

contrary to the fundamental premises of a therapeutic milieu 

treatment progr am (Caudill, 1958, Jones.J 1953, Cooper, 1967, 

Colarelli and Siegal) 1966, stanton and Schwartz" 1954, 

Greenblatt, York and Brovm, 1955), but also contrit·utes to the 

reinforcement of the tradi tional ideological perspective 

already present in nurses' stock of knowledge. 

1. The therapeutic milieu as a treatment program 

We may conveniently preface this analYSis with a 

brief overview of the theoretical constructs utili zed by 

Maxwell Jones and other early researchers in this field. 

According to Jone s, psychiatry has for too long, 

••• paid far too much attention to the model 
(of mental illness) crea ted by general medicine. 
This is inevitable so long as doctors, nurs es , 
and other profeSSionals a ssociated with psychiatry 



take their undergraduate training in g eneral 
hospitals, whose social organisation is geared 
more to the nee ds of surgery than of psychi atry. 
(Jones,1968: 126, brackets added). 

1.5 

The resul ts o f thi s can be seen in tradi tional psychia.tric 

setting s where the expertise of the medical leader goes 

unchallenged, wi til the absence of two-way co mmunication and 

the maintenance of rigidly defined status differentiation. 

For example, as the major forms of treatment derived from 

somatic, insulin, drug or individual psychotherapy, it is 

understalldable tha t psychiatrists ca.me t o view the medical 

profe s sion as " ••• the excl usi ve purveyors of ther apy" 

(Greenblatt, York and Brovm. 1955: 5). With this kind of 

treatment perspective, psychiatrists failed to acknowledg e 

the potential usefulness of othe r members o f the hospital 

staff with regard to treatment procedures. In particular, 

the interpersonal reI ationships between pati en ts and staff 

that are a part of the everyday treatment setting were not 

taken wo account as a viable aspect of tbe tre a tment process. 

Equally. important, according to Greenblatt, York and Brown 

(1955: 5), however, is the psychiatrist 's failure to 

comprehend and prepare for another set of responsibilities, 

that of le a der of a therapeutic team involving all members 

of a hospital wa rd. 

In response to this kind of situation, the concept 

of a therapeutic milieu was developed as a way of establishing 

a more fruitful form of psychiatric treatment. Treatment was 
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to evolve beyond the restrictions created by individual 

psychotherapy, insulin, drug and somatic treatment. Instead 

of leaving therapy totally in the hands of the psychiatrist, 

all members of the staff were encouraged to accept respon­

sibility for providing active therapy for the patient. This 

responsibility was to include the development of positive 

interpersonal relationships between staff and patients and 

an earne st attempt to provide a so cial environment conducive 

to therapy on a t "wenty-four hour basis. In this kind of 

setting the m3Ilner in which tasks are performed becomes very 

sign~ficant, as the evolving social milieu is considered a 

viable therapeutic influence. 

This c alls for a radical reconstruction of the ideo­

logical perspective gUiding the allocation and distribution 

of labour wi thin the therapeutic community. To illustrate 

the potential value of such a treatment set-up, Jones (1953) 

created a rigorous program of in-service training in order t o 

demonstrate that attendants could be trained to participate 

as therapists rather than remaining as custodial officers and 

housekeepers. In this particular community, an emphasis 

was placed on processes o f social interaction between 

attendant and patient in such a way that custodial functions 

were minimize~and even the performance of housekeeping chores 

was utili zed as a therapeuti c devi ce. There are al so 

several other cases presented in the literature (Cooper, 1967, 

Greenblatt, York and Brovm, 1955, Stanton and Schwartz, 1954, 



Zander, Cohen and Storlund, 1957, Co1arelli and Siegal, 1966, 

and Jones, 1 968), stressine th e need for informal but 

continuous tra ining among all levels of staff, in order to, 

••• remake the hospit al as a so cial 
institution: to re place autocr~tic 
administration, inflexible department alism, 
and reli ance u pon con siderations of stat us, 
salary and po wer by more democratic procedures , 
greater g eneral permissivene s s and deleGation 
of responsibili ty , reduction of departmental 
and status barriers, greater encouragement of 
initiative and utiliza tion of the concept of 
the tbe rapeutic team. 
(Greenbl a tt York and Brown, 1955: 17). 

In accordance with this increase in responsibili ty 

(particularly f or nursing assistants), support must be gi v en 

by administra tive officers and supervision must be redefined 

as a counselling mechanism rather than as a way of checking 

up on staff or "handing down orders" (Jones J 1968 : 23-29) • 

Within this democratically oriented therapeutic milieu, 
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social interaction is encouraged in order to create a pleasant 

working atmosphere and so provide the patient with a friendly 

and efficient environment. 

2. The socia l milieu in relation to this program 

The re- definition of the treatment program was an 

attempt to inco rpora te the ideo10 gi cal and org ani zational 

principles outlined above. However, while the ascri p tion of 

a therapeutic milieu lab el was attache d to the treatment 

program, there remained an official classification system 

dividing people into a professional, paramedical dichotomy. 

This c1 assification system was defined by the central 
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adminj stra.ti ve board of the hospital. Included as professional 

personnel were the psychiatrist and chief-or-services, the 

head nurse, the occupational therapist, and the social worker. 

Senior psyc hiatric nursing assistants and psychiatric nursing 

assistants were classified as non-professional or paramedical 

personnel. Although the occupational category of child c a re 

worker existed on this ward, the t wo people involved were not 

classified according to this scheme. Accordin g to the chief­

of-serVices, this was so because the category was specific 

to this ward and had exi sted only since the period of recon­

struction. 

A brief discussion will follow concerning this 

dichotomy in order to introduce the relationship between the 

premj, se s underlyin e; the concept of a therapeutic milieu and 

the reality of the situation at hand. When discussing the 

professional or non-professional aspects of an occupation, 

two questions must be considered. Firstly, does the 

occupant of the position have autonomy and secondly, who 

controls the content of knowledg e he or she is to learn? 

Nurses, for example, are in a position of officially ascribed 

powerlessness, not only in terms of their practical lack of 

autonomy but also in terms of their tr8.ining . On the other 

hand, the head nurse's occupation was not so clearly defined. 

Al though she was officially classified as a professional, 

her job often included the performance of t a sks and the 

involvement in relationships, in ways similar to those of 
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paramedical people. 

According to Freidson,paramedical occupa tions tend 

to be bas e d u pon the tecrL'1.010 g ic al lmowledge of the physician 

in such a way that the tasks performed by these personnel 

mus t be app roved by the physician. The kinds of t a sks 

performed by p a r 8.medi cal per sonnel support the fo cal t a s k s 

of the physicj an;tha t is, diagnosis and treatment, and u suall y 

exp ress a subordina te position. Th a t i s , work is done on the 

reque s t or order of the phYSician. The division of l abour that 

follows is con trolled by a dominant profession and is, 

••• constructed on the basis of a s t r a tified 
system of l Gb our in which the occupan t s 
posses s varying degrees of in tegr a tion 
around t he work o f t h e physici,m. 
(Frei dson, 1 970: 52) 

As Freidson discovered in his research, the data 

collected in thi s study illustrated that a hier archy of 

presti ge and authority evolved among parame dic al personnel. 

For example, in the case under study, the head nurse expe rience d 

g reater prestige and autI~rity than the attendants, o wing 

partis~ly to her professional classification in the ward, a nd 

the long er and more formal period of training she had 

experienced . Yet a s the he a d nurse sta t ed. 

I find myself in the ambi quo us posi tion of 
taking orde r s from the nursing supervisor, 
the psychi atrist, th e occupa tional the rapis t, 
and the social worke r while being res ponsible 
for communic a ting ward policy to the nursing 
attende.nts who in turn must perfo rn the 
required t a sks. However, while I am responsible 
for the smooth opera tion of the ward I don't 
really h a ve any power to alter the program 



established by the other professionals on 
the ward even i f it CB.use s conflicts for 
me. (J, li N) 

The que s tion of commitment to work also serves a s a useful 

index. of professionalism. The follo vling statements will 

indicate tha t with three excep tion s only (one nur ing 

as si stant (17) and two child care workers (5 and 6)), a 

marked i dentific a tion of oneself through one I s c areer was 

found only amon g those labelled professionals in the ward . 

For example, the psychiatrist expressed a commitment to her 

job in terms of a life long goal to provide s ervices for 

children and especially those children vdth some kind of 

mental illne ss, 

••• even prior to university and medical 
school the c.ours e of my educ a ti on "V!aS 

planned carefully so as to prepare mo 
f or medicj.ne and eventu ally psychiatry 
a s a li f elong career. (1, Psychiatrist ) 

The social worker also undertook her university training 

wi th a general go al of "eventually working wi th people " ; 

which over time b ecame focused in terms of psychiatric 

social worker ~~thin a hospital setting • 

•• • for as long as I can remember working 
wi th people has been i~Yl portan t to me and 
while I was sornetir.les uncert a in about ho w 
I was to fulfill this goal I never doub t e d 
my commitment to serve people as a c a reer. (4, s.W. ) 

In contrast to this kind of occupational goal f ound 
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among those lab elle d professional in the ward was the position 

expre s se d by members of the par amedical staff. The decision 

to undertake training wa s made by these p eople for a variety 



of reasons. For example, some wished to l e ave high 

school and their parent's home in order to be self-suff ici ent 

adul ts. 

I wasn't much intereste d in finishin g 
hi gh school an d my parents coul dn't 
afford to ke ep me much longer so I 
first thought I'd leave the r.:ari times 
and head v··res t to fin d a job (15, P.N .A.) 

If the respondent was a high school drop-out then the 

hos pi tal provi de d wh a t he consi de red to be a "respectable 

way of earning a living ". The emphasis in these kinds of 

r esponses vms placed on fincmcial s e curi ty and the 

achievement of respect from the community at large. 

I knew that I didn ' t have enough 
education to be a proper nurse b u t 
I fi Gured tha t t h i s vlould be a 
respect abl e job that I could be proud 
doing (10, P . N .A.) 

For some, tra ining was undertaken strictly for economic 

gain (thi s included seven memb ers of the staff: 3 1 , · 
, ..l. , 

13, 14, 19), 

I didn't have flJlY pl a ns whe n I left school 
excep t to find a job and ge t some money. 
This place seemed l ike a g ood i d ea especi ally 
as I wo uldn't have no vlorry about room and 
board and I'd r eceive a diploma which could 
be used in other ho spitals too (8 , Sr. N .. A. ) 

12, 
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"Ne can see another intere s ting contrast in backgrounds 

between professional and paramedical staff. The f o rmer cate gory 

of staff were born in I arg e urb an Canadian centers and 

received their edu cation and training in their place of b irth. 

Par am edi cal staff, on the 0 ther hand, all came to the 



trainjng school from geographically smaller and less 

populated a reas. For example, four (7, 8, l5 J 18) 

personnel ori gina ted from the r:iari times and from small tovms 

whose population is under 5,000 persons, two (9,10) members 

of the staff carle from rural a reas in the Barbado s, 

four (11, 16, 14, 19) came from small rural tovms in Quebec 

and two personnel (1 J, 17) c ame fro m Ontario tovms whose 

population was under 10,000. This diversification in back­

grounds between people will be examined as a possible source 

of conflict re garding the e volution of a definition of the 

work situation. In a later chapter, p a rticular attention 
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will be given to an analysis of communication and decision­

makin.cs processes involved in the evolution of such a definition. 

B. Education: Origins of a Stock of Knowledge 

The hospital in which the unit under study is located 

trains psychiatric nursing assistants. This course extends 

over a period of one yea~ and is largely composed of practical 

ward experience, \;\'i th approximately three months of classroom 

training to initiate the program. Certification results in 

the confirmation of a diploma whi ch is reco gnized as the 

equivalent of a practical nursing diploma except that ward 

duty occurred in a psychiatric hospital. The basic one year 

course can be supplemented with a six month training period 

in the a dmini stration of a psychiatl"'i c ward after which an 

examination can be written an~ if successfully passed, nursing 
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assistants become senior psychiatric nursing assistants. 

On the ward studied there we re three senior psychiatric 

nursing assistants and ten personnel in the psychiatric nursing 

category. With the exception of one psychiatric nursing 

assistant, all the above nurses were trained at this hospital. 

As Chart I indicates, the length of stay in the ward varies 

with each staff member; ho wever, only one psychiatric nursing 

assistant has r emained for a longer duration then th a.n the 

senior nurses. More interesting however, is the leng th of 

stay on the ward in relation to the initiation of a therapeutic 

treatment label. Again, with the same one exception, senior 

members of the nursing st aff worked in the ward for a consi der­

able length of time while it served as a custodi al treatment 

setting. It is also worthwhile to note here that only two 

psychiatric nursing as sistants have come to the ward since 

the inauguration of a therapeutic milieu whi le three members 

of the staff worked in the ward for a period of six months 

or less. While it might be expected that the transition 

towards a new kind of treatment program mieht be less disturbing 

for nurses vrho had experienced the ward as a work setting for 

a shorter period of time, it should be remembered that wi th 

one excep ti on only, tra ining occurred in the nursing school 

within this hospital. 

Althou~h training took place over a range of years, 

with two seniors completing their trainin g eight years prior 

to the comrnence~ent of this study, there appeared to be 



considerable consensus regarding the content of the training 

pro gram. lilor exarnpl e, while textbook title s al tered over the 

years, the fundamental orientation to wards training remained 

little ch anged. Nursing assistants were of the opinion that 

the subject matter included ttrree major areas, routine bedside 

care, drug control and distribution of information about the 

administrati ve t asks performed by various members of the 

ho spi tal staff. Y';hen the subj e ct of bedside care was pursued 

nursing n3sistants were in total agreement that such training 
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was of li ttle value to them now as people acti ve in a therapeutic 

unit for children. In fact, each nursing assistant at this 

level of training reiterated several time s that " ••• people 

around here learn from experience ••• " or " ••• to get thinss 

done in this ward you have to do it on your own the hard vlay, 

until you gradually pick up the routine". During informal 

discussions v.'ith nursing assistants ( fifteen members of the 

staff) a total of 47 responses recorded wi thin the first two 

months of study illustrated this kind of opinion. 

1. Nurses' training experiences 

The followinr; descri ption of the certification program 

is based on nurses' verbalizations of their experience s in 

training and their opinions of the success of the pro gr am in 

preparing them for work in a psychiatric treatment ward. A 

majori ty of cl a ssroom hours were allocated to routine bed side 

care, with four of the nine months spent in practical on-the-



job training in the medical and surgical wards of the 

hospital. These wards were occupied by patients alre a dy 

institutionalized in the hospital community and in need of 

medical t reatment. 

In preparation for these duties lecture r s i nforme d 

trainees about rudimentary nursing practices and at the same 

time indicated to them some a s pects of the p a tient-nurs e 

relationshi p. I nformation was also given to students at 

this time concerning the co ntrol and distribution of drug s , 

and textbooks provided t he rationales for the particul a r 

clistribution of the v arious kinds of drug s to p a tients. 

As students, psy chi a tric nurs ine assi s tants were prepared 

to cot'lplete doctors' medication order s and to ke e p rep or t s 

on patients' consumption, nov/ever, on duty they were not 

permitted to dir e ctly provide a p a tient with his medication. 

This experience as will b e shovm in a later section of thi s 

thesis was a source of considerable dissatisf action among 

nursing assist ants, particularly as they were called upon to 

fulfill t b,is task when the head nurse was otherwise occupied 

in the ward. 
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i) The pre s ervation of orderly routine. Vihen dis cussing 

the nature of their trainine , nurses generally r eferred to 

the tasks they were re qui red to learn in caring for the 

physical needs of the patient. In fact, a g reat majority of 

respons es de s c r ibing the training pro gr am were ma de about 

this aspect of patient treatment. For example, the follovdnc 

is representative of this pattern: 



V,'e spent hours mak ing beds, emptying bedp ans, 
washing medica tion cup s, bathine pat i ents, 
changing p a ti en ts ' b edclothes ••• (12, P.N.A) 

SomehoVi we alway s s e eme d to spend so much 
time on mundane t a sk s like making b e d s and 
tidying u p the war ds an d se r ving in th e 
cafeteri a , Vie n e v e r had a c h ance to think 
about the ir (the pati ents ) illne s ses (17, p. n . A. ) 

Everything t hey told us seemed to me to be 
common- s ense; what I wan ted to lmo w was wh a t 
we were doing for t e e p a tientsl mental p roblems 
(18, P. N. A.) 

This kind of p a ttern indicated training sta f f s! concern with 

fund amental routine t a sk s and the development of order in 

the nursing a s s istant's method of h andling his dutie s and 

responsibilities. On the other hand, nursing a ssistant s 

expressed f e eling s of apprehension t h a t even a s students 

they won dered how they were going to cope vi i th, a s one person 

s ta ted, " • • • the b i zarre quirk s p atien ts s eem to h a ve •.. ". 

These feeling s of uncertainty will be discussed in g re a ter 

detail as they become important to our unoerstanding of 

peoples' interpretation and definition of the social 

sys tern as a vi8.bl e work environment. 
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The third period of training b e gan with brief training 

sessions in various psychi a tric wards. At thi s t ime, l e arning 

to control p a tients' outbursts of anger or expression s of 

severe d e p ression ViaS stres s ed by nursing supervisors. As 

students, it gradually be c ame apparent to nursing assistants 

that they were res ponsib le for controlling any experience that 

mieht . disrupt everyday hospital routine. In retrospect, 

nurses recognized a definite emph a Sis on routine, stability, 



control and order, or as one staff member succintly put it, 

••• VIe were t aug ht that everything h a d 
to appear as if it were happening like 
it was suppo s ed to ... (19 P . N.A.) 

Thi s concern wi th ward routine \vas emp hasi zed by ea.ch nu~sing 

a s sistant during info rmal discussions in the ward. As the 

analysis of the data unfolds, this a spect of students' 

socialization Vlill 1je shovm to maintain a fim. grip on the 

actions of nursing assistants a s they participate 'nth others 

duri.ng the course of every day life in the ward. 

ii) An em; lhasi s on physi cal c are. As students, 

nursing assistants were also informed through exp erience in 

a variety of wards, hovi to wri te daily reports in t he !',;edical 

Log Book. This experience varie d according to the routine 

established on the vmrd, however, in general, stuc.ents were 
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expected to state briefly their observations abou t the patients 

they h D. d worked with during the day. There were c ert ain k ind s 

of behavior that had to h e reported according to hospi tal 

regulation: physical injuries acquired by patients through 

the day; incontinent p ati ents; aggressive b ehavior; soci 8.1 

problems tha t miGht be observed b etween patients or any behavior 

p a ttern tha t wa s unusual for a particular patient and miGht 

have some repercussion on the general behavior of all patients. 

In summary, nursing assistants' noted tha t as students they 

were instructed primarily to ob serve the, 

••• medical side of a patient ' s problem ( t ha t 
is ) to deal with hi ~ phys ical n eeds and to 
control hi s behavior problems. (17, P.N.A. ) 



Tnis emphasis in turn moulded the kind of document ation 

nursing assistants include d in the log book concerning p a tients, 

••• as thi s kind of informe. tie n on the phys ic al 
well beinG of the p ati en t s eemed to b e wha t 
everyone v:as so worried R.bout (1 9 , P . N. A) 

It app ears from many discussions wi th nursing 

assistants that the vas t bure aucratic structure of t h e hosp ital 

was vi ewed as creating a somewha t formi dable experience f or 

them. Frequently conversation illustra ted the l a ck o f <.~:r'mal 

information provide d studen ts as they were confronted wi ttl 

larger numb ers of personnel , v a rious dis ciplines an d depart-

ments and jobs that were observe d to b e a part of the tre a tmer. t 

pro gr am , but who se function re~ ai ned unexplained. According 

to nursinr~ as s istants, they were left to di s cover for them s elve s 

what was really going on in the hospital. 'rhis pro ce s s 

created a great deal of confusion for them . a s they felt ill-

prepared to cope vii th the wide variety of experiences that 

confronted them each day. As one person rem a r ked : 

" ••• ho ,'; the administra.tors ever got t his 
hospital operating in ·the first place, 
never mind how they ke ep the whole thin g 
together, still confuses me." (1 8 , P. N.A.) 

After several months students began to understand the 

hierarchy of supervisors and the relationship tha t must be 

maintaine d between thetTIsel ves and their immediate supervi sG r s. 

It is doubtful however, whe ther students were actually awar e 

of their mul tiple subordination si t u a tion. In fact, we may 

well que s t ion v;hether or no t students were informed about 

the complex nature of the relationship between medical and 
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nursing personnel or, f or tha t ma tter, any kind o f inter-

disciplinary und erstanding of mental illnes s a nd a pa tient 1 s 

everyday b ehavior. As will be elaborated l a ter, we sus p e ct t hat 

~ the nursing a s sistants received v e ry little inform a tion 

about o t he r staff members' job s an d the pot en tial e a ch h as in 

a treatment environment, he must come to terms with this 

situation in a way most suit able for his ovm ends during 

the en a ctment of his own constructed rol e in a treatmen t wa r d. 

iii ) Formal tra ining in r elati on to the constructs 

of a the rapeutic milieu. ::;rom the b rief discussi on above 

concerning training , it is a pp a rent tha t a s yet there h a s 

been no di r ect mention of the philoso phical orient a tion 

unc.erlying th.e p ro g ram. Concern vii th this a spect o f nurses' 

training will involve an examination of their accumulat e d 

stock of kno wl e d ge. This will include an examina tion o f ho w 

nurses ' conceptualize d s u pervisors demands regarding the 

treatment of pa tients, and in g eneral, how others' attitudes 

were interpre ted in vi eW of the ongoing so ci al setting in 

which this tre atment was to occur. This dis c i.l s sion will follow 

in a later section of t his thesis; here we are simply int eres ted 

in possib le b nckgroun(1 e x periences that contribute to the 

rormulations of this knowledg e. 

a ) A contra di ction in em p h a ses. Nurses were 

questioned about the tre a t men t goal t h at VIa s pre s ented to 

them while t r aining a t the hos pital. In each c a se, the 

rollowing reply appe ared re a dy at hand, 



Nursing assistants in this hospital are 
expected to c a re for the total needs of 
the sic k patients (14, P.N.A.) 

~hen nurses were invited to continue, this kind of response 

was ,{lost frequently followed by a statement of routine 

housekeeping chore s or tas'<·cs , such as caring for minor 

injuries, preparing medication and assisting the patient with 

his or her personal hygiene. In fact, v'ihile discussions end 

observa tions were being conducted regarding this aspect of 

nurses I training, fifty-three responses were made in terms of 

the comple tion of everyday routine tasks and tvven ty-six. 

responses were addressed to the problem of taking care of the 

physical needs of the patients. 

Nursing a s sistants in this hospital a re expected 
to care for the total n eeds of the sick 
p at i en t (14, P. N • A • ) 

Only direct references i ssued by the nursing population ( ten 

nursing assistants and three senior nursing assistants ) 
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concerning treatment goals were recorded here. As each person 

responded towards b oth aspects of training, it is significant 

to note, not only the high degree of consensus present, but 

also the fact that nurses reiterated these goals, in different 

ways, several times during informal conversations. Only t wo 

psychiatric nursing assistants described the emotional needs 

of the patient as a major treatment goal and only one of these 

assistants was trained in this hospital. In summary, nurSing 

assistants appeared to agree tha t their training program 

expounded the treatment goal of the hospital in terms of a 



smooth-flowing and routinized tre8tment environment and 

patients' apparent physicql needs. 

It is wi thin the context of this previous training 

that nurses' evolvi.ng <::tock of knowledge must be understood. 

Particular attention will be given in the remaining discussion 

to their original interpre tation of the goal situation and 

the relationship here to the newly ascrihecl treatment orient-

ation. Nurses' interpretation of this relation.c:;hip will he 

clearly illus trated in the following chapter. Suffice is to 

reiterate here nurses' familiarHv \,'Hh a traditional hureau-

cratic forf'1 of organization and a custodial aT1proach to 

treatment procedures. In general, the soci:ll structure :into 

\\rflich nurses were tr::l ined wac:; composed of a rigidly ascribed 

hierarchy llrflich es tnhl ished formal lines of anthori ty , 

conununication and decision-making . Nurses were expected to 

provide CQc:;torty and contro1 over the patient and to operate 

and sustain an orderly working envirorunent for medical staff, 

"rho, in turn provided the patient with psychiatric trea tment 

in the form of drug therany, electro- convulsive shock thera~r 
1 

or perhaps some kind of individual psycho-therapy. This 

kind of orientation to the treatment of psychiatrically defined 

mentally ill pati ents, plays an ilTI}lortant part in shaping the 

1 
As in the example of cQstodial treatment nrovidcd by 
Enring Goffma n(1 0 f]). nlir ses l,'ere V1Ught' early in -their 
careers to control patients I ;].~ress ivC' ('\.-nress i ons in 
order to mold them into .3 unifonn m::lSS and th ereby succeed 
in shaping th c>m to fit the cast of resident in an 
efficient' orderly bureaucratic stnlcture. 
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phenomenal world of the student nursing assistant. Early in 

their training nurses learne d to conform to the prevailing 

psychiatric ideology that provided for a cu s todial ori ent a tion 

to treat-rlent. Once this p a tte rn became firmly embedded wi thin 

thelr practices, n eVJ demands envoked a hi ghly problematic 

situation for nurses. 

b ) Supplementary training for seniors. Senior 

psychiatric nursing a ssi scants experi enced a further period 

of training in the hospital. This training vias primarily 

concerned v;i th the administrative r equirements of a psychi a tri c 

ward. On the average, seniors were older than other nursing 

assistants, and with the exception of one nursing assist ant, 

they ha.d been working in the ward for a lon Ger period of time 

prior to the ascription of the therapeutic label than any 

other member of the staff. 

Seniors agreed tha t the aim of their supplementary 

training wa. s, 

••• to provi d e us wi th information so 
that we could take over the a.dministrative 
responsi bili ti e s of the Y':ard duri ng s h i f ts 
when the head nurse wasn't on duty a nd 
al so to le arn how to be a li a i son be t ween 
nursing assistants and the head nurse 
(7, SR. N •. A.) 

Accordin8 to one senior, however, the de tail s in vo 1 ved in 

fulfilling these administra tive task s were not very clearly 

explained • 

• • • paperwork s e emed to b e the only thing 
we 1 earned to deal wi tho They (training 
staff ) certainly made sure that we knew 
which forms to fi l l out every po s sib l e 
routine procedures, (S, SH. l J" .A.) 
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It appears, the~efore, that seniors I supplement ary training 

served to reinforce the necessity of maintaining an uninter-

rupted routine in the ward. To sustain this order e d atmosphere 

the emphasis in training was placed on task oriented aspects 

of administration rather than, for example, on learninG how 

to participa.te in the development of compatible working 

relations amon g people. This observation was supported 

by ~any response s seniors made in terms of their feeling s of 

uncertainty, about the preparation they received in the course, 

for their function as liaison b etween head nurse and nursing 

assistants. ?or example, one senior stated quite frankly tha t, 

••• the course failed to provide me wi th a 
better understandin'~ of ho v.- people should 
work to gether and h~w I could contribute 
to such a si tua tion (7, SHe N .A. ) 

2. Child care workers: TraininG for involvement with the 
interpersonal development of the resident 

Child care workers were specifically recruited to 

fill a new occupational category that was created immediately 

following the official redefinition of the treattrient program. 

Both held univerSity degrees in the social sciences and 

accordingly felt they were trained to promote the kind of 

po si ti ve interpersonal rel a tions between staff and r e sidents, 

necessary for the main tenance of a therapeutic milieu. Upon 

accep ting the job, they received a few hours briefing from the 

psychiatrist concerning the orientation of treatnBnt procedures. 

As one child care worlrer stated, this brief discussion 



••• was our only means of learning about 
the very com;>lex n a ture of the ward and 
the essential aspects of our duties 
within this milieu ••• (5, C.G. W. ) 
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The manner in which the psychiatrist sta ted the treatment go a.ls 

for the cl:dl dren and the child c are workers I responsibili ties 

in f ulfilling the s e goals provides some inform a tion conce rnir:.g 

their evolving stock of knowledge. Ac co rdine to these people, 

their unive rsity training was also a major factor influencing 

their ideologi cal perspec ti ve towards treatment procedures, 

the social structu~e i n a therapeut i c milieu and their 

attitudes toward mental illness. 3pecificnlly, thi s tra ininG 

included instruction in child psycholoSY, the s ociology of 

the family, the s o ciolog y of Croup behavior, practices in 

clinicn.l psycholo g y and g eneral social psychology. As one 

worker remarked, 

... ! h a ve been preparing to work wi th 
clinically diagnosed, ment:lily ill 
children for several years and sele cted 
my university courses to prepare me f or 
work in an active therapy unit (6 , C.C.\'I.) 

Both wo rkers aclmO'.-'fledged that after their ini ti al 

conversation wiifh the chief-of-service, they 'I,ere somewhat 

apprehensive ab out wha t kinds of spe cific responsibilities 

they would s~~re. According to one child care worker, 

Our conversation wi til Dr. ____ _ 
revolved around the tre atment philosophy 
now being u se d by personnel in the ward. 
The psychia-cris t was extremely cmxious 
that 'we accept the concept of a therapeutic 
milieu and be prepared to participate with 
the children in a total ac tive treatment 
pro c e s s • •• (6 C. C • IN • ) 



The information presented to these tFO ,,'orkers were centered 

primarily upon the concept of therapeutic milieu. 

We were encourcrged hy the psych i a tri s t 
to consider t he child's interpersonal 
behavior situation anc1 to r erl1i:--e the 
tremendous imnort ance in the relationship 
beuveen a ch ild ' s ')ocial and nhvs ical 
environment and the development of his 
self-concept and his interaction with 
others in this mi lieu (5, C.C.W.) 

The information presented above j llustrated a fundaTTJentaJ 

contrast to th e earlv background experiences of nurses and child 

care workers. On the one hand , nurses were sociali zed into 

a career that emphasized rouhni zed procedures, control and 

OlStOdy of the " ... mentally sick patient", while child care 

workers were initia lly indoctrinated with a philosophical 

approach to treatment procedures. This orientation relied 

heavily upon the interpersonal development of the patient and 

also emphasized ,mat is considered, in the litepture , to he a 

social model of mental illness. (1) It follows therefore , that 

the emphasis found in the course of training offered hy this 

hospital, provided nurses with a strong custodial orientation 

towards treatment. The origins of child care workers' stock 

1 
The most systematic approach to the conceptuali zation of a social 
model of mental illness can he found in T.J . Scheff (1966). Here, 
mental illness is examined from wi thin the framework of the 
labelling process and in turn as a societal reaction t o devi8nce. 
For an adaptation of this approach the reader may t urn to Sznsz' 
work (1962, 1963, 1970 , and 1972), \,here the fo llmving perspecthe 
is explored at grea t length "Both psychiatry and l aw are concerned 
with defininp, \vhich r oles are SOci C1 lly legitimate and \,hich are 
not, and with forcing conf ormity to prescr ihed roles. Ins titutional 
psychiatry enforces role conformi~r by defining role deviance as 
mental j llness runi shable by commitment" (Szas z, 1978: ' 102) . 

65 



66 

of knowledge, however, lay in their university training and 

the b riefing given to them by the p sychiatrist whi c h stressed 

the philosophicoJ. goals of a thera.peutic milieu a s a tre atmen t 

procec.ure. This distinction wil l be shown to h ave a si[7lificant 

influence upon alrJost every aspe ct of the social system and 

in particular the negotiating processes between members of 

the so cial s truc ture. 

J. Professl.onal me~Jbers' training experiences 

The four rer-laining members of the staff to be discus se d 

include professional s wo r k ing in the ward. As Chart I indicates, 

the length of stay v aries among members of this group , vi'ith 

the psychia tri st work ing for the longest period of tir.'l e, a. 

total of t wenty-tv:o mon ths prior to the introduction of a 

therapeutic tre a tment p rogram. Next comes the head nurse who 

began work here eight months prior to the al tera tion in 

treatment label s and finally, we can see tha t both the occupational 

the rapist and the social worker have worked for a considerably 

shorter length of tirr:.e and only since the redefini tion of the 

treatment setting. 

In each case initial trnining was experienced outside 

the present hospital setting and for the social worker and the 

occupational ther apist there 'was no previous hospital exp erience. 

For these people university instruction prepared them for 

careers ""hich they chose to establish wi thin a hospi tal 

environment. The head nurse, on the other hand,received her 

training and registration through a g eneral hospital and 



participation in a psychiatric treatment environment for 

a period of four weeks during her three year training course. 

The psy chia trist's educational background includes a total 

of eleven years spent in both a university and ho spital 

setting, vii th several of these years gi ven to the study o f 

psychia try. The follo wing discussion wi ll outline these 

people's orientation to their jobs prior to their actual 

participation in the ward. This in.forma tion is relevant 

as it wi l l intro duce the context through which members' 

social interaction c an be understood. 

i) Head nurse. In my initial discussion with the 

head nurse, conversation focused upon the trainlng she 

experienced as a student, and parti cularly) as thi straining 

helped develo p a. professional relationship I'd th patients and 

other members of the hospital treatment te am . It was made 
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very clear by the he ad nurse that as a s tudent she was informe d 

that nurses Vie re in a subordinate posi tion to members of the 

medi cal st a ff and tha t they must. al vvays be prepare d to follow 

the instructions of this rtline of authority". On the other 

hand, the student was also made aware of the " •• • very ri gidly 

organi zed nur sing hierarchy in the general ho spi tal ••• " that 

mus t be adher ed to during the fulfillment of everyday nur sine; 

procedures and care of the patient. As the he ad nur s e 

frequen tly rei tera te d, the se " ••• t wo di s tinc t line s of authori ty ... " 

continually confused the s tudent nur ses' working situa tion. 

As we shall see in a l ater s ection of this thesis the develo pment 
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of lir..es of cor.mnmication between medical (in this c a se the 

psychiatri st ) and nursing personnel frequently appeared 

problematic to menbers of the psychiatri.c teal!J. While the 

hea.d nurse recogni zed this problema.tic si tuation, h.er learning 

experiences as a student have prompted her to suggest a 

seemingly simplistic solution, 

••• once a formal hier a rchy of communi cations 
has been establ ishe d , then the tenous link 
between medical and nursin G personnel will 
be strengthened. (3, H.P. ) 

~hen asked to comment on the g eneral philosophy 

underlying the developmen t of her reI ationship wi th patient s 

the head nurse responded in terms of caring for the physical 

needs of the patient and providing a routinized, orderly 

environment for the patient's recovery. 

As a nurse you quickly realize the 
importance of minute detail, the 
necessi ty :for di scipline and the 
maintainence of orderly routine in 
the sick ward •.. (3, H . ~ .) 

The head nurse did not make a single comment regarding the 

emotional needs of the physically ill patient. I"ihen asked to 

elaborate upon her experiences durin g the four week tra ining 

period in a psychiatric treatment hospi tal, the head nur s e I s 

primary er~hasis remained on the physical comfort of her 

patien ts. Thi s kind oi' trat ning ·will be shovm to con tribute 

to the head nurse's diff icul ty in coping with the newly 

ascribed treatment orientation. lUBo, this aspect of the he ad 

nurse's stock of knOWledg e, tha t is, concern with the orderly 



fW1ctio~ing of ward routine, will be shown as influencing 

the patterning of everyday soci:1.1 action in the ward and 

soda1 interaction hetiveen members of the staff. 

H) Psychiatrist. t\ccordinfj to the psychiatrist and 

chief -{)f-service, mental illness is not 1! ••• simply lik(' any 

other physical proh1em, and requires for this r easons, a very 

di fferent kind of sod a1 environment". It is this has i c 

perspective that appears to provi.de an understanding of the 

psychiat.rist's stock of hllow1edgc and hence orientation towards 

hath the composition of the social structure in a treatment 

envi rorunen t and trccl'tJ11en t procedures conduc t.eel hy s ta f f. Unon 

further questioninC:J the psychiatrist stated that hC'r init.ia1 

medical trainiT1 .n: provided a rigid model of mental illness. 

Wi thin this model, menta 1 illness 1'.'as interpreted as a disease 

originating primarily in the neurological and genet'c rla'ke-up 

of the patient; (1) however, after internship and a further perioel 

of specialization in psychiatry, this conceptualization of 

mental illness began to alter: 

1 
The field of psychiatry, was for many years, dominated by models 
of personality that sl'pnosedly ,qrticulatecl any emotional or 
psychiatric ahnonnality as evolving within the in(ljvidua1 himself. 
These clise?se J'1odels enphasizec1 t.he individual's partjcular prohlems, 
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in dealing "it.h internc;rsoml r el at.ions hins, as derivin? from some 
physiologica l i rlha1 anc(' wi thin the human hody. Tn t.his s('nse, t.hen, 
mental illness " OS vieH'd :1.S similar to physical disorders and hence 
calling for physical care "'it.hin the CQ<;tody of a psychiatric ins titution. 
The following authors examine the concepts <'md pr:1.ctices inherent in this 
model: n. Cooper, (1 070), R. Leifer, (1970), P.D. Lain~ (1°65), 
E. Becker, (1964) and after (10 ) T. Szasz (1962, 1063, 1970, 1072), 
for references see footnote page of this chapter . . 



There is a whole spec trum of behavior 
th~t cannot b e uncterstood simply on 
the tasis o f the physical mak e-up of 
an individual. ? ather there is the 
whole re alm of soci al proces se s tha t 
the individu al is involve d in tha t 
must be accounted for if this behavior 
is to b e comprehended. (1, Psychiatrist) 

To coincide with a social model of mental illne ss 

the psyc bi a tri st develope d a s tront; orien tation to war d the 

concept of a t herapeutic treatment milieu as the most 
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effec ti ve means · of o p era tionali zing her stock of lrnoVlledg e and 

even tually her tre a t men t Go als. Tile follo winG include s a 

brief de s cription of this set-up a s it was ideally conc ep tu-

ali zed by the chief-of- s ervice and the general administra tive 

body of the hos pital. One of the fundamental prerlises included 

in the a ppro a cll. states that peo ple should operat e as a team, 

••• e qual ly contributing to the mental and 
physical well-b eing o f the pa ti ent (and 
furthermore ) , that thi s should b e done in the 
s pirit of co-operation an d on the basis 
of mutual und ersta n di n g of the goals s ach 
member of the staff expre sse s re r;ar d_ing 
treatment procedures (1, Psychiatrist) 

It follows i'rom this, that a de-:nocratic rathe r than author-

itari a n pos~tion be adopted in the processes involving d ecision-

rr;aking in the w-a rd and that open lines of cot1munic a t ion b e. 

available to everyone. According to the psychiatri s t, this 

situation calls for a loosening of the bureaucratic links 

found in the tra di tionnl hos p i t a l setting , wi th a marked 

empha sis upon a c ti ve partici pa tion "",i th patients, and le ss 

concern vdth the routine physical needs of the p atients. This 



then, is a brief outline of the psychiatrist's unders t an ding 

of ho ','; her i deolo gi c al perspec t i ve coul d be opera tionali zed 

in a psychiatric tre a tment setting. As the thesis will 

indicate l a ter, the stock of kno,,;led[e -.-:hi Gh formulate s t he 

basis of this orient a tion becomes increasinely problematic 

for the cllief-of-service. 

iii) Social worker. The social worker in th,; war d 

under study rece i ved a university dezree in psycholo gy and 

had no spe cific trainine; in soci al work practice prior to 

takinG up employment in Dixon. Eer work began three months 

after the introduction of the therapeutic l;;ilieu treat~ent 

l abel . It is difficult to e valuate the social worker's 

backs round informa tion in terms of a developinz stock of 

knovlledge, in relation to psychiatric treatmen t proce ;::;ses , 

as I vras told several time s that " •.• it "lm s s i mply a 

spontaneous decision to wo rk with the people" tha t l~, rousht 

the so cial worker to Dixon. Uni ver s i ty instruc tion provi ded 

some ba ckground in terms of a clinical approach to t he study 

of psycholo Sical factors ~m.d human beho.vior hO'''iever, spe cil1ic 

p repara tion for a sooial work career wa s not planned. There 

was however a series of interviews with the ch ief-of-service 

and also the Director of Social Service during v;hich time 

the social worker was informed about the conceptuali zat ion of 

a therapeutic milieu as 8 treatment environment. Employn ent 

""vas condi tional .:u pon the social VJorker I s acceptance of this 

kind of treatment and also on her ability to integra te this 
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program into a workable frame of reference v;itb.in the social 

work pro..ctice. As the observer was told, 

I was gi ven a cl ear rein to establ ish 
my responsibilities o..nd ~pecific 

program for daily action ',vi th the 
perspective of a therapeutic 
community (4, S.Y/.) 

Not only did the social worker expres3 an immediate under-

standing of the philosophical premises underlying the concept 

therapeutic milieu, she was also willing to operate within 

this framework and to, 

••• recognize the value of regarding 
the total range of en:otional and 
physical needs of the patients as 
a primary treatrr:eo t goal. (4, S. Vi.) 
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iv)Occupational therapist. The occupational therapist 

is the final member of the staff to be included in this ini tial 

introduction to the background experiences of personnel in 

. Dixon. Specifi c uni ver-si ty training ViaS .experienced by the 

occupational therapist, follovled by the confirmation of a 

professional license ~ The occupational therapist accepted 

employment of the vTard two months after the official al teration 

- of the treatn:ent progra~ and like the social worker " ••• the 

terms of employment cl early indic ated that I must be prepare d 

to operate 'wi th a.."l active therapeutic milieu" . As with the 

social worker then, the occupa tional therapist understood 

and accepted the social model of mental illness and the 

psychiatrist's attempted redefinition of the treatment settin8; 

that is ~ the occupational therapist v.as prcp{l.red to develop a 
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a stock of knowledge conducive to the concept of an active 

therapeutic milieu. 

The analysis prenented above begins to illustrate 

the r elationships betvle en the ideal constructs of a the r apeu t ic 

milieu and the reali ty of the si tuation in the ward. p~ thoue h 

the offici al label deSignating the treatment orienta tion \vas 

al tered, a serious di screpancy r emained concerning the 

retention of a professional/non-profe s sional occupational 

dichotomy. 

As the discussion indicated, the orig ins of nurses' 

stock of knowledg e derived from a custodial treatment perspective. 

In fact, the p r esence of t his cichotomy served to legitimat e 

nurses' action as if the treatment orienta tion had remained 

unchang ed. As the following analysis will continue to show, 

the transi tion towards a new opera ting technolo gy resul ted 

in a highly problema tic situation for nurses. As one nurse 

candidly remarked, 

••• thing s really aren I t any different around 
here. Since a few new phrases a re floating 
around about treatment pro gr ams but baSically 
its the same old s tory . Everybody s till 
knows who the professionals ar e and who does 
the important jobs a round here (14, P. N.A. ) 

On the other hand, the transition was not as problem a tic 

for professional staff. For one thing, the psychiatrist played 

an important part in the re-labelling proces s and :for anothe r, 

the occup ational therapist and social worker were beginning 

work in a hospital setting for the first time. These people's 



early training was also o p en to the kinds of innova tion s 

required within a therapeutic milieu. Child c are workers 

were also prepared to work within a therapeutic milieu and 

re a dily accepted t he principle re quirements u-Ylderlyine; this 

treatment . . 

In order to understa nd social action, it is first 

neces sa.ry to understand thi s a ction in the contex t of me aning 

people att a ch to the 8i tuation in which they interact 

(Schutz: 1967, p p . 126-132). r::ith this goal in mind, the 

ori gins o f rr.erubers' s t ock of knovdedee vvas in troduced in 

this chapter, in order to p rep are t he v;ay f or an analysis 

of people's interpretat ion o f every day life in a psychiat ric 

ward. 
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Chapter Pour 

The Soci a l Const ruction of Sveryda y Li fe in the Ward : The 

Nature o f Amb i g ui ty and Unc er t a inty 

A Introduction to Members ' Conc eptualiza tion 
of Ambiguity and Uncertainty 

The most commonly note d de s cri p t j.on of the ward set ting 

di scus sed by mel21bers via s one of overwh elminG. ambigui ty 

and uncert aint y. S t s.t er.1e nt s expressing amb i guity an d un ce r t ainty 

evolved in terms of 1) s elf's of ficially exp ected job 

performance, 2 ) others' expecta tions of self's job perfo r mance, 

3 ) self's expe c tations of other meT~ibers' job p erformance and 

finally in very g eneral terms 4) the primary treatment 

orientation exp e cted in rel a tion to the official redefinition 

of tre a t r.1 ent procedures, tha t is, the formal definition of 

social reali ty. 

Expressions of these kinds of impreSSions were most 

out-spoken imT!1 edi a.tel y followin g the offi ci al reconstruc tion 

of the tre a tme nt para di gm . As time pa ssed, this ambi guity 

and unc e rtainty was hanell ed b y members wi th le ss vocal 

hostility as they came to t e rms with their work environment. 

As one nursine assist ant succintly sta ted, 

••• for months people a round here ,;.' e r e shouting 
about the confusing s i tua tion ,,'.e ,'iere forced 
to work in hoping , I gue s s, tha t things would 
change . Now peopl e mo s tly turn to their own 
little cli que to cIDmpl a in about thinGS and 
gossip. They don't seem to care so much anymore ••• 
(17, P. N.A.) 
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With a focus upon people's feelinGs of ambi guity 

and uncertainty, we can see ho w their defini tion o f' the on going 

social system evolved. From an examina tion of this kind of 

interpretation of the situation,I vall show t hat throu£ h these 

conceptualizations o f ambi guity and uncertainty people 

construct, not only a definition of social reality, but also 

one tha t they can "handle " and b y so doing demonstrs.te some 

measure of social order. In this chap ter I will focus on the 

nature of job ti tIes and the encumbent division of 1 abour 

in order to examine peo ple's accumul ating s tock of knov<'l edg e, 

and at the same time, their definition of the situa tion. 

The follo wing series of comments indi cate people's 

conceptua lizations o f' t he prevai ling a tmosphere f elt to exi s t 

in the ward. For example, as one nursin: a ssistant rema rked, 

S01ilethins else s eems to b e e J<..-pected of us 
although I c an't say exactly ~ust i'm.a t I 
mean by this; I do knO\,1 tha t it makes me 
feel uneasy ••• (10, P. lT .A. ) 

Or for example, as the follo wine; members t commen ted, 

One of the bi g gest p roblems on this ward 
is knowing whether or not you're al lowed 
to do what you think is best for your g roup 
of kids. It t s dif1'i cul t to Get a straig ht 
answer out o f the psychiatrist ••• (15, P.N.A.) 

I am perfectly aware tha t some of the things 
I do are, in a sense, ill e g al in this ward ••• 
On the other hand, I coul d Viai t around 
forever i f I expected ward policy to spe l led 
out and my dutie s outlined. (13, P. N.A.) 



Oh sure ,,,,c know that we can't beat the kids 
and give unofficial injections, hut many 
times T' nl in an ambiguous position since 
I'm only a nursjng assi~tant and often 
feel unsure of mvself and the kinds of 
decisions I should he mrtk in \J; for mv group. 
I need more advice from th e psychiatrist 
and especially the head nurse. 
(16 P.N ,A.) 

\Vhen thinrs come up in a meeting, we discuss 
t.hem for a ',hile but ins tead of things 
heing cl ear ed un, we ' re (nursing assistant) 
usually morp confllsed than ,\nen we started. 
There are lots (\f big "'ords and hi ,p: irleas 
thrown around but nobodv talks about how 
we can get th 0 m done. ' 
(11, r. N.A. ) 

TIlese comments c).-press ~ome degree of perceived amhignity 

or uncerta inty concerning nursjn? assistants ' general 

, 1 f . (1 ) tl . . occupatlonaunctlons . ' I m~ever, In many ] ns tanccs , 

nursing assist.ants and chiJd care wor kers djrected their 

fee1i.ngs of hos tili ty towards profess ional people in the 

ward. In fact, t aking into account only those statements 

recorded in interviews, these people (n total of fifteen) 

issued eighty - two responses i lllls trating f eelings of ambiguity 

and uncertainty in this way. 

1 
Fox (1957), exa"lined a similar s i tuation in her study 
concerning medical students. As in the cas e unrler 
study, the individua1 is confronted with a situation 
only" ... ha zily rlefined for him". As the fo llowing 
dis cussion "Jill il1ust.rate, the lmcertainty becomes 
increas i nr;: l v problem8tic for the person as he or she 
attempts to' kTIow how he ought to perfonn in the ward 
and relate to other s. 
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1. Nurses' and child care Vlorkers ' percei ved sources of 
ambi guity or uncertainty 

above: 

The follo wing responses illustrate the point noted 

The feeling of ten sion amone staff is very 
high in this ward. If the psychiatrist and 
head nurse would settle once and for 211 the 
primary tre a t ment pattern,ruayb e Vie could all 
get COYffi to the "tusine ss of workinG wi th the 
children. The h eo. d nurse wants order and 
routine pati ent control, whereas the psychiatri s t 
seems to r 'e telling us to be fle:-..ible Vi i th 
the children and to re18.te to them on a pe r sonal 
level, to talk to the!:l D...."1d to particlpate wi th 
them in t heir play a c t ivities. It is extremely 
frustr a ting tryin~ to serV8 a dual function 
espe ci ally a s one £,:oal seet:1S too for·mali zed 
and the other pr actic ally inoperable in this 
'tyard. ( 5, c. c . \'/ . ) 

How c an they (the he ad nuy· se a.Y).d p s y c hi a tris t) 
expect us to provic]e p a tient c a re when half 
the time they don 't ·oven s e er.:i to know what 
they want us to do v.ri th the children Y:hen it 
comes rie;ht dO Vin to daily activtties. (I Ll., P. 7>J .A.) 

I often get the feeling tha t Miss ( the 
head nur s e ) te l ls us one thing while tlalf' hop inG 
we'll do something else. By this I mean th a t 
s h e doesn't a l ways se em very please d b y Dr. 
(the psycbi a trist ) suggesticns even though she 
vdll publically support the I~ctor dur ing ward 
meetin8 s and at re port time. I say this because 
Fis s ( the he a d nurse) see!":1 S very for getful 
Vlhen~ come s to info l~ming ab r::ent staff about 
policy or by settine; a side enough time for us 
to do a s t he Doctor sUGg ests. Tb.i s often l e a v es 
so many things up in the air ••• (6, C.C. W.) 

I'm not sure how much more I can take working 
on this ward. I h a ve th e feelin g we 're suppo s ed 
to be o.oin.:; gra a t thinGS for these kids when 
all we really [~et a chance to do is clean up 
after them. I ha ve tried to talk to the O. T . 
about her activity pro Zram but she never seems 
to h B.ve the time... • LTo s t thin z s she wants us 
to do we j ust don't have the time for •••• tmyway 
I'm not here to sit on the floor playing silly 
e an:es with the chil dren I'm suppo sed to be doing 
nursing duties, or so I t hought anyway. (1 2, P. N •. l. ) 
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I figure I'm VIi th my .;roup of kids more than 
the Doctor or head nurse, yet they never seem 
to accept my suggestions seriously even though 
this is suppos e dly the point of havinz staff 
policy meeting s. I thought this was part of my 
job, to observe the children during the day and 
report about them in t h e 10 C book. Yet, I of ten 
wonder i f this isn't just a waste of time ••• 
(18, P.U.A.) 

It IS re ally usel es s to try and do anything 
around here. If you t a:{ e one approach with 
the kids you can be sure sor:lebody is bound 
to s hout... • In such a s i tU G. t:i..on how can 
we be expe cted to ha VB conficl ence in our 
v;ork wi th the children vihen even the he ad 
nurse is so ambi guous arout wha t vie' re 
supposed to be doing wi th this ne\'~ program. 
(8, SR. H. A. ) 

I really wish we could just sit down and hash 
out what's really going on around here. The 
head nurse makes constant reference to my new 
position in the ward, now that we have a new 
to the ki ds' tre a t!'1en t. But I 'm damme d if I 
carl fi .c ure out ei ther what she means by my new 
position or for that matter v,nat this nev' 
approach really means in terms of everyday 
ward routine. (7, SR. N.A. ) 
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It is intere :-.o ting to note that the last two statement s 

·were issued by s enior psychia.tric nursing assistants ,mo have 

each worked at the hospit al for a period of eight years · wi th 

the last three in Dixon. Given that seniors include as one 

of their duties that of li a ison betveen the psychiatrist, 

head nurse and nursing as sistant, the likelihood of them 

transmi tting their feelings of a l;]bigui ty and uncertainty 

appears significant and will be discusse d again in a later 

section of the thesis. 



2. Professionals' perceived sources of ambiGUity or 
uncert ainty in rel a tion to others' a ction in the ward 

i) Head nurse. The st atements issued above repre sent 

the po si tion of paramedical st 2.ff. Such conceptuali zations, 

however, we r e also prevalent among statements is sued by 

eo 

professional people in the ward and in several instances wi th 

equal hostility. For example, the head nurse made several 

references to the lack of co-operation g r anted her by the 

psychiatrist, especially as this co-operation was deemed 

necessary in order f or her to function sati s factorily a s head 

nurse by pro'viding nursing assi tants wi th relevant inform a tion 

about ward policy and treatment procedures. Reference was 

also made by the head nur se to the difficul t and often ab stra.c t 

manner in '.'thich the psychiatrist outlined her s ug gestions 

regardin g ward policy. However, the concern he re Vias not so 

much with patients' tre atment a s with the f a ct that " •• . this 

makes life very confusine; for rJe ••. " and Similarly, " ••• half 

the time I don't know whethe r I' m corning or going , I see r.:! to 

get only half the necessary information from the Doctor that 

I need to function properly". Thus, in terms of hoVI sue is 

expected to ope r a te as a he ad nurse,the de gree of percei ved 

abiguity re garding her job performance i s severe. Throughout 

an interview Y:i th the head nurse she r oi terated many t imes 

how unfair she felt this situa tion to be, that in f act she 

felt " •.• like a scapegoat for the Doctor' s inability to 

communic a te" but again the di rection of this ambi guity is 
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significant for i ts lack of concern with patient care and 

primarily for the head nurse's concern with her own perform8n ce 

as ward mBn. agel'. As the he3.d nurse candidly remarked, 

How the psychiatrist expects r:1 e to run 
this yrard is beyond me. Her explanation 
of tasks is confusine; to me and extremely 
vague and impracticaL •• (3, H.n. ) 

ii) Psychiatrist. This general interpretation, however', 

appeared to be far fro r:1 one-sided. For example, in an 

interview wi th the psychiatri st, several inferences were made 

in terr::l S of her job performance c eine constantly jeopardi zed 

by t he he ad nur S8 ' S . tI ••• apparen t lack o f deep concern with 

the indi vidual needs of the re siden ts in the vlard". The 

psychiatrist continued along these lines noting that much 

of her time had to be given to overseeing the daily 

administration of the ward While, 

••• this shouldn't be a ma jor a spect of my 
job. Developing an over-all perspec ti ve to 
serve as a g uideline for daily a ction is 
part of my job, however, as soon a s I 
remove myself from a routine n a nager position 
there appears to be considerable hostility 
on the part of the he a d nur s e. I see myself 
in one kind of p05ition, that of team leader 
of this new program, hoy/ever, I often feel 
sam ewha t al!:bie,uous about my a ctions a s the 
others don ' t seem to a ccept this aspect of 
my job . Perhaps I should al tel' my principle 
understanding of the role of a psychiatrist. 
(1, Psychiatrist) 

The psychiatrist also mentioned that her interaction with 

nursing assistants Vias very limi ted. She attributed this 

to their desire to avoid any kind of confrontation with her, 

regarding either the way in which they were pBrforming or 



even more si gnificantly, " ••• they seem - to want to ignore 

my explanations of v"ifhat I am trying to do". Thus, " ••• I 

Ca..11 never be certa in whether they understand why certain 

thing s should be clone as I request and therefore when I'm 

not a round I can never be certain as to whether I'm having 

any meaningful effect in the children's treatment program ". 

iii) Occupational therapist. The social worker and 

the occupational therapist expressed le ss ambi eui ty in their 

indi vidual understanding of t he composi tion of their job. 

However, bo th emphasized the constant lack of certainty they 

felt regarding the daily opera tional a spects of their job s. 

The occupa tion al therapist fel t tha t while her professional 

training h a d provided her 'I'd th a soune. kno wle dg e of the 

technical details of occup a tional therapy, 

••• the re seems to be a l a ck of understanding 
ar:lOng the nurs i n Ei a ssistants about the functions 
of an o. T. They fre quently expect me to pefcrm 
routine ward chores at the expense of my 
ac ti vi ty p r og r am . 'Ilhey are , I bel ie ve unhap py 
wi th what they in terpret to be snobt'ery on my 
part and possibly thc. t is why I suspect much of 
my activity program is poorly conducted. For 
this re a son I often feel at a t remendous los s a s 
to what I should do or hOVJ I can get around 
this probl em. ( 2, O. T. ) 
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iv ) Social worker. As was the c ase with the occupat ional 

therapist, so too was the soci al v,.·or1<:e r in " • •• avery awk vard 

predicament" (4, S . W. ) . She appeared to be qui te certain 

about wh a t a pro fe s siona l so ci al worker shoul d be doing in a 

psychiatric ward, ho wever, she too must rely u pon the co-

operation of others for the performance of her job. The 



follol,'ling statement indic a tes the social worker's feeling s on 

this subject. 

I D.D1 frequently at odds with the nursing staff, 
jus t whGn I think I've expla.ined some form of 
ther ap y to them, or ho w a cert a in child's parents 
should be h a ndl ed on vi 8i tin g ni ~ht, b an g , they do 
sotnethinf:; comple t el y con trary t o my suggestions. 
I feel const antly ill a t ease, trying to put 
into action c e r tain go al s tha t s e em to be failing . 
Do I chan g e my idea s or f i ght to change the system 
in which I must function? (4, S. 'N .) 

B Informal Soci aliza tion Processes 

In chapter three I discussed the v arious kinds of 

formal trainin[,; experience d by memb er s of the staff and the 

perceived. relation ship b etween this training and the 'work 

situa tion. Now the focus is on ho~ these people learned to 

perform their job on a daily b a sis in the ward. The d a t a 

discussed here concerns the informal so cializa.tion process 

people experienced a s they inter a cte d wi th others during the 

ongoing pro ce ss 0 f everyday life in the ward. 

1. Paramedicals' interpretation of the parameters of their 
job 

i) Introduction to the ward ~ Members of the staff were 

asked t he following question in an interview, "Do you think 

your introduction to the vrard was effective in helping you 

learn your job?" There were no positive responses to this 

question,with seventeen ne gative re plies and two res pondents 

(the he a. d nurse a n d p sychiatrist) omitting any kind of direct 
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answer. The range of nega tive responses on the p art of nursing 



assistA.nts included statement s such as the follo \",' ing : 

I a rrive d in t he ward a t 9:00 A. IiI . ,TIle. "\-vas 
introduce d to the head nurse by the nur~ng 
supervisor. 'rhe head nurse indicated to me 
my shift hour s for the next 'we ek , p ointed out 
which g roup o f kid s ::;: was to work with an d 
that' s ab out it. No int:~oduction to other 
staff, n o explanation atout the go als of 
treatment in the ward. '~'o s ay the least, I 
was rather lo s t •.•• (1 8 , P. N . A.) 

It See1:1S v,'hen I joined the staf,4 Dixon was 
very s ho rt st affed and a si d e fr om ~eine 
introd'uced to r·:iss ( the head nur se ) there 
never s eeme d t o be-a-.n-y-t'irne fo r a more 
form al orientation (1 6 , P. N.A.) 

After a we e k in the ward o f stumblin g around 
100kin,:;J; for the re -;.!or t book and even medical 
cha rt s I go t fed up and a slced r i s s 
(the head nurse ) f o I' informa tion ab-o-u-""t-""h-o-y-v 
the vlard '. la S r un and wh e re thing s a re g ene r al l y 
kept. I think she s pen t five minut e s 1,Yi t h 
me. A great help tha t wa s ! (11, P. N. A.) 

I reali zed the s eneral set-up Vloul d be simil a r 
to the a dult s · section of the hospital, ho wever 
each he ad nurse h as her o wn "'·l ay of d oing ti:lin z:; s. 
This is es pe cially t rue in t his '.'i ard , a f act 
that I found ou t the h a rd WHy. Nobody s eemed 
very helpful in the b e gi rmin ~s r not that thing s 
h a ve imp roved v e ry much •.• (l ~, P .N. A.) 
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While the res ponses incl uded above were directed towar d 

the he a d nurse, it mu st be noted that thi s particular nur s e 

no long er worked in the ward. However, nursing a ssistants 

who receive d their ini ti al introduc tion to the ~;'lard from the 
(1 ) 

present he a d nurse res pond ed in a s imil a r way . In f act, as 

1 This includes fiv e nur s i ne as sis tant s (1 2 , 15, 17, 
18), two of whom (1 2 , 15 ) a rri ved in the ward af t er the off icial 
ascI:.ip tion o f the n ew tre a t men t l abel. 
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the followinG examples illustrate , these people incli cated 

that the information con tained in the head nurse's intro ducti on 

failed to provid e them vii th a cle a r understa rl dinp; of their 

job in relation to g eneral treatm ent procedures. 

The he ad nurse informed me t~~t the routine 
in the \va rd vw. s pretty complex an d the be s t 
thing to do ViaS to try and p ick thinGs u p a s 
I 'went al ong . Ne edless to say my impr es sions 
of the head nurse were not very po sitive . (15, P. N. A.) 

The he a d nurse appe ~red unconcerned with my 
feelin g s as a new member of the staff. P ow she 
expec ts u s to fi t in properly VJith the rest 
of the staff and v.'ard routine is incredible. 
Somehow I flat the feeling that s he doesn't 
interpret t h i s responsibili ty a s part o f 
he r job. ( 18 , P • N • A. ) 

In summa ry, most nursinG assistants consi dered 

tha t their intro duc tion to the ward ..... laS not only shalloVi and 

s omev.-hat unfriendly, but more important that it wa s not 

conducive to a ready understandinG of the routine at hand. 

While the potenticl extrinsic value of work in this ward 'was 

stressed in terms rel a ting to shift schedules, p a y che oue 

schedules and the distribution of lunch hours and coffee 

breaks, little emphasis wa s placed on the possible intrinsic 

rewards to be found vJorking in a therapeutic milieu. Since 

nurses' formal in t ro duction failed to provide them wi t h an 

adequate orientation towards work, t he ques tion rema ins 

concerning hoy! their learning experiences contribute to their 

accumul a ting stock of knovrledg e and their interpretation of 

everyda y life in the war d. 
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ii) Traditional job titles. In the absence of any 

al ternative way of establishinp; a p a ttern of action, nurses 

resorted to the traditional distribution of job titles still 

exi sting in the ward. Nurses extra cted basic cues regardinB 

the nature and allocation of vliOrk from these titles, thereby 

interpreting their participation in the ongoing social system 

vit thin thj.s f ormalized hierarchy of occupat ions. Hoy,! then 

does this alrea dy-at-hand dis tribution of labour become 

internalized as the way in which work must be sustained in 

the ward? 

The formal period of tra ining provided nurses wi th 

considera ! ~\le indoc t rin a tion regarding tb.e hiera rchy of nur s ing 

person::1el in a hospital setting . As one attendant stated , 

••• they (nursing teaching staff ) make very 
sure that you underst2~d that you are a t 
the very b ottom rung of the ladder and 
that you l earn to show respect to those 
nurses j_n command. (11, P . N. A.) 

Or as another attendant phrased it, 

It isn't very lonG until you know your 
place in the ward a s t he wor d a ssis tant 
seems to follow you around like the 
plague. (1 :3 , P. :t~ .A.) 

Nurses cle arly recognized the offici a lly a scribed subordina t e 

nature of their job title and hence others' expecta tions of 

their p erformance. As one a t t endrrnt succintly sta ted, "\'';e're 

definitely second clas s people where the nursin g profession 

is concerned" (15, P. ~T • A. ) • Thi s wa s further el at or a ted 

when this nurse expressed some uncertainty about 'where this 

placed him in relation to the total staff but that, "No matt e r 
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how you look at it we I re bottom of the barrel, good enough 

to be wi th kitis all day, but bottom of th e barrel." (15, P.N.A.) 

There were seve r al inst a~ce s where ot he rs I fO TIJal 

job titles confronted nur s ing assistants a s they participated 

in the ward. According to official re gulation, me~bers of the 

staff we r e required to wes.r a l ab el desi gnat ing , not only their 

name, but t heir occup a tion, as well. Thus even in informal 

conversa tion with, fo r instance, one of the professional 

members in the ward, nursinc; as sistants 'ae re constantl y 

reminded of their subordina te position. This kind of 

interpretat ion of the s ituation evolved from the informatio n 

supplied b y each m.u'sing assist ant, with the folloVling remark 

perhaps best r ep resenting t he meanine this has for them. 

I often g et the feeling that we 're supposed 
to pretend this g uy ( reference was made here 
to the so ci al ViO r :cer) i s really some thinG b i g . 
After all, li ke her badze says, she's not only 
a profes s ional s ocial vlorke r, but a college 
graduate as well. (8, Sl{ . N.A.) 

Further differen ti a tion betvieen professional and 

paramedical members c an be seen in the many references nurses 

made c oncerning " ••• the locked o ffice doors which pro tect 

them ( profe ssional members ), from the chaos in this ward " 

(19, P. N . A.). Profe s sional staff e a ch had a private off ice 

wi thin the boundaries of the ward and as I observed, the 

letter headin~ on each door c.efined the professional association 

of each member, wi th the indi vidual's job ti tl e printed in 

block letters. Cons idering nurses' interpreta tion of their 

job ti tle as one subordinc. te to the s e people it is not surprisin[; 



that ooly cleven visits (during the period of obsenration) were Pl Clde to 

these offices by nurses ',ho had not previously been surrnnoned to 

attend. On pointing out this ohservation to memhers, the range of 

rf'sponses received is shown in the following: 

Just seeing the Doctor's name on the door 
and the string of letters after it makes 
me ston and wonder if mavhe I'm not 
botherIng her with something un important. 
Anyway, I usually talk mvself out of 
hllocking . . . . (10, P. N./\ .) 

I think the title on that door has gone to 
her head . (reference was made here to the 
head nurse). Who doC's she thi nk she is anyway. 
sitting: heh ind tha t hig de~k , ith her so­
called import'lnt nancrs and her t,,!O phones .... 
I r mdly can f t l~e hnthered f acin? her 
ahnlpt "Yes, and , . .Thv have you COrle to the 
office!! , roubne. Like th e nrint says this 
is her sacred territory. (I tt, r.N.}).'.) 

Give Hrs. (ref erence was made here to . the 
occupationrtl therapist) an office ",ith fancy 
words on the door and ri ght away you'd think 
she was the mos t iJ1lnort ;l.nt person in the ward. 
Well I'm no fool, ( kn01'! s})C thinks He're 
(reference W35 made here to nurs inr.: ass istants) 
all s tup id so J don! t ,·,as te mv time knocking 
on that door. (3, Sr. r.N.A.) 

There are many similar kinds of remarks to be found 

in the fieldnotes, in fact, inclldjng child care workers and 

nursing assistants, each memher directed at least one and in 

most cases s evera l responses, towards each of the four office 

holders, that can be vjc~''.r::d ,d thin a frame of reference s i.milar 

to those incJuded ahove. In general , the content of a nE'gatjve 

statement made reference to their inter;wetation of their 

experiences as either intinid:lting or hum] liat:in~ whi Ie 

including the office as some kind of symholic representation 
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evoking these negative responses. The constant visual 

reminder of job titles was al s o exp e rience d by nurses a s they 

read the vreekly schedul e of shifts. POI' exam{)le, starting 

at the top of the list is the psychiatrist follo~ed by the 

social worker, the oc cupational therapist, the head nurse, 

senior psychi a tri c nursing as sis t an ts t.llld l a stly the 

nursing ass istants, wi th each surname followed by r,1embers' 

credentials and job title in the ward. As nurses r ead this 

list of shift hours it is visually ap parent to them that the 

profes sional me mb ers in the vlard work s traie h t hours, that is, 

9: 00 A . IIl . to 5: 00 P. E . Hi th every week -end fre e. The n ar:Je s 

located dovm the li s t however, repre.3ent those people who s e 

working hours a re controlled by professional memb er's of the 

staff. As one nursin g assistant a stutely remarked, 

They (reference vv as made to admini s tra ti ve 
policy makers in the hospital ) sure don't 
hesitate to spell thin g s out. Even our pay 
sheet tell s us that vIe ' re non-professional 
workers, the lowes t of the low you rni ght 
say. (1 3, P. N • A. ) 

A final example of the visibility of job titles can 

b e seen at meal time s in the st aff cafeteria. Far 2..medi cal 

staff a re faced with staggered hours ranGing from 11:30 A. M. 

to 1:30 P.!,: ., while professional members throug bout the 

hospital break for lunch at 12:00 noon. II:ore si gnificant 

however, is the e Qting arrangement observed. As one child 

care worker candidly remarked during an interv iew, 
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••• the seat one occupies for dinner tells 
the tale of just v;hc ~-ou are and what your 
business is in this excessively trajitional 
institution. (5, c.e.w.) 

Once again mEmbers are confronted v·d.th the social value 

attached to their officially created job title and never once 

was the unspoken rule of who sits where violated during the 

months of participant observation. 
c 

Row flell our labels serve the job of 
keeping personnel apart and preservins 
the illusions of expert and \Yorke r. (6, c. C. Tff • ) 

It can be inf~rred from the infonmation supplied by 

o 

nurses and chi.ld care Vlorkers that job ti tIes and the tradi tional 

division of labour which they implied are of great signi~ 

ficance to our understanding of the s ocial order . In fact, 

nurses and child care . • ".'OrKers define the socinl order in 

terms of the expec.tations tha.t the::;e job titles implied for 

them. These interpreted expectations ar~ p~rti cularly 

important as they relate to the nature of social interaction 

bet'ween paramedical and professional people. AI though the 

social milieu is supposed to reflect the recently ascribed 

treatrJent label, nurses and child care -,'iorkers lmow and 

unders tand the suc'ordina te nature of thei r I nbour. Thi s 

situation becomes increasingly problematic for them ~hen thoy 

begin to int~rnalize and act upon these tr2ditionul job 

.. 

titles as D. vitnl aspect of their stoc~~ of knr) ',:led ':e ~m(! ::! ;,.. If 

this is the Vlay thinGS should be. :'bt only coe~ this i:. c ro;-l.:.;e: 

the ambiGUity and uncertD.inty of r!lrmy ;:;itu8.tions for th'.:. C . 
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IltlOP1.u, this evolvinG stock of knO'v'lletlLo (!l~ v/ill be shovm 

\H,1.0W Dnd in the folloViinc chapter:..;) dOll: 1 no t c1 arify their 

,Io\l r'oquirements as perceiveci by other:.! In the hard. 

iii) Self-expectations of the job. Snch member of 

t,ll() nt-nff was asked the fo110vdng que~)t:l.l)lU "V;hat cio you , 

Lhlnlc you should be expected to do in LlIo ViaI'd?" Two kinds 

~)f' information resulted from this questlun. I"irstly, the 

dl\ tn 1ncl ude many examples of member5 I ~"lf- expe ctations 

l'OI~:Ir(Ung the nature of their laoo ur in n. psyc hiatri c ward 

t\)1' children. Secondly I members aJ.. so ct..m ~ld ere d the kinds 

of oxroctations and demands they felt otlwI'S could and could 

not logitimately place oD. them as particip!1.nts in a treatment 

m:U1oUe 

a) Nursing u.:;sistants. The n;ost frequent response 

in torms of nurses r self-expectations ill<.~llld0d the phrase 

"providing for the total needs of the pnti€mt lf
• In fact, 

t:hl s s tatemen t began verbatim tha cO!m11onLl direc ted toward 

this question by the total senior and nUl~~1ing assistant 

~'(lpul!1.tion. During the interview \"rith thone people, I noted 

the npparen t difficul ty several nurses h:Hi in terms of 

~1!)(l 01 fying what they 1..'1. terpreted this ft):luI'£l.l mandate to me an 

tn relation to their everyday action in tho ward. What 

{,,--,lowed in most cases was a descripti01\ 1.")1" how members 

"-"~'t'oted to perfoITItasks in the ward n~:\ t· )\QuId sustain an 

" \.'t'\~()l'ly, routine atmosrhe~'e nnd provicc :\'1' well behaving, 
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~'lCl~m children. V·ith !:: '~~or variation!3 ~hc) followinf, statement 
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appeared durinG each interview: lIlt is our job to ma.ke sure 

every thine looks O.K. for the Doctor 's rounds in the ward" 

(14, P. N. A.). 

The kinds of routine t a sles nurse s expected to do 

ranc ed from n ••• making beds and tidying the dormitories" 

(12, P.N .A.), to II ••• preparing the children for meals, 

supervising me al s, 'Hatching the children in the dayroom, 

supel'visine; bath schedules, and tidying dayrooms ••• " 

(10, P.N.A.) Nursine assistants expected to perform 

supervisory tasks that they interpreted as It ••• necessary for 

the mana gement and control of an orderly vvard routine" 

(13, P.N .A.). They expected to perform t a sks that would sust ain 

a smooth-flov/ing routine .h'1 the v/ard, as established in the 

section concerning nurses' stock of knowledg e. For this 

reason they expres sed their expe c ta tions in terms of task 

oriented duties rather than concern with the psychological 

and emotional a spects of patient care. 

Job e xpe ctations expres~ed by senior psychiatric 

nursing a ssist ants indicated an even more direct emphasis 

upon such notions as order, routine, management, almost 

entirely omitting any mention of the relationship between 

themselves and the residents in the ward. As one s enior 

explained 

My major job expectation is to help the head 
nurse run a smooth ward. This means tha t filing 
must be kept up to date, the log book in order, 
daily report s written and signed, work schedules 



made up, drug s must b e ordered and g eneral 
ward supplies too. I guess t he s e are the 
sorts of thing s I expec t ed to o c cupy myself 
vd. th when I started working here as a senior. 
(7, SR. N. A. ) 
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With some additions and variations in emphasis, the above list 

of expectations is al~o representati ve of the kinds of coruments 

issued by the other two seniors in the ward. Management, that 

is, the perform ance of daily routine administra tive task s , 

c'J nsti tuted the greater part of the senior nursing assistants 

expectations for their job. 

Over time nurses began to legitimate their job 

expectations on the basiS of their earlier training, even 

thoug h treatment orientations had offiCially al teredo Tt~ey 

believed that their tra ining had provided t hem with 

••• very reli abl e as sumptions of what we 
should be expected to do in the ward. (16, P.N .A.) 

Furthermore, VIi th the retention of the tradi tional job title 

scheme, these people continued to rely on this plan as a 

guideline for action. 

After all, Vie were trained to be N. A. ' s, we 
are called N. A. 's and we are definitely still 
treated like se cond class, non-professional 
staff in the ward. (13, P. N.A.) 

Nursing assistants were n o t very flexible in terms of 

permitting their ran g e of self-exp ectations to incre a se in 

order to accomodat e the wide varie ty of interpreta tions 

placed on them as nursing staff since the ascription of the n e w 

treatmen t label. The consensus of opinion among this group 

indicated that those who had defined the newly created treatment 
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program and more specifically, those professional people who 

presently attempted to enforce this program, h ad far surpassed 

the accepta~l e range of occupational demands that could be 

expected of nurses. For this group there resul ted an increased 

feeling of ambigui ty and uncertainty as to their major purpose 

in the ward, 

I'm pretty certain of one thing and tha t is 
that Vie're (nursing ass i stants) supposed to 
be performing our job differently. I think this 
is very unfair to Dr. to expect this since 
we haven't been tra ined to meet these new 
demands. Besides I'm a nurse, not an ac t ivity 
worker •••• (19 , P.N .A. ) 

Or as a~other nursing assistant candidly remarked, 

I resent having been trained to do one kind 
o f job and then to be told by the occupa tiona l 
therapist that acc ording to this new treat!!lent 
program we're suppose d to spend a s much of our 
time as possible doing structured play acti vi ties 
with the kids ••• (13, P. N.A.) 

The following statements were recorded during interviews 

and represent a s ample of comments issued by nursing assistants 

indic a ting in each case a negative ~eaction to the interpreted 

increase in demands plB.ced on them by the various profeSSionals 

in the ward. 

I resent the occupational therapist telling us 
that we are responsible to her for our actions 
during daily activity pro grams. To me this 
upsets the whole way thing s should be done, I'm( 
a nurse and the head nurse should be my boss ••• 1) 

(16, P.N.A. ) 

1 The acti vi ty program referred to here was created a s 
one way of invol vin g all members of the staff in a cti ve thera.py 
wi th the chil d ren. The prog ram was ini ti a ted by the occupationa l 
therapist under the d irection of the psychiatrist and wa s to 
include seve r al hours of activities daily. ?his program will 
be dis cus sed at leng ttl in a later section of the theSiS, s uff ice 
is to suggest here that it created a considerable amount of 
ambiguity for paramedical members,who were responsible for the 
day to day functioning of the program. 



I came here expecting to take my orders 
from a he a d nurse. Now I get the feelin g 
that everybody (reference was made here to 
professional memb ers in the ward ) is our 
boss and so mehow v!e're supposed to get 
things done like they say •••• If that's 
what Jehey v:'-ant I c an play the g ame too ••• 
(11, P.N. A .) 
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b) Child care workers. According to the data collected 

from interviews with chil d care workers it appeared that their 

primary expecta tions were derived from philo sophical and 

ideological concerns with mental illne s s and the problematic 

nature of susta ining ,'1 meaningful relationship with those who 

have been medically defined as mentally ill. Child c are 

workers expected, 

••• to be able to devote all my time to 
p a rticipating with the children in their 
daily a ctivitie s ,to teach them ho w to 
become as self-sufficient a s pos s i ble and 
somehow to help them develop as human 
beings Y/i th reco [,lTli zed s o cial ri ghts in 
this residence. (5, C.G.Vi. ) 

Nei ther child care worker expected to have to perform the kinds 

of routine tasks that to a large extent composed the goals 

of nurses in the ward. As one worker e:A-plained, 

We expected to work wi th children not to 
have to maintain the bas ic physical 
requirements of a hospital ward ••• (6, c.C.W) 

2. Pararnedicals' interpretation of the conceptof t e amwork: 
An increase in feel i n s s of ambiguity and unce rtainty 

~ith the initial definition of the treatment program 

as an active therapeutic milieu, nurses were informed, 

according to the psychiatrist, that everybody would now be 



working as a team and as such everybo dy would be responsibl e 

to every other member of the staff. Accordingly, " ••• the v;ard 

was to be organized with everybody participating as equal 

partners in a psychiatric te am. II (l, Psychiatrist). As the 
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discussion above indica t e d, nUI'sinfj assistants did not in te r pre t 

the distri1:u tion of labour in this way. Furthermore, as 

another att end~mt stated. 

I feel pretty bi tter about this whole thing, 
suddenly my job is changed, wi th a new fa cus 
that seems very uncle ar. We're not equal to 
anybody except now \'.'e have new bosses to take 
orders f rom ••• ( referenc e s was made here to the 
social worker and occupational t hera.pist) 
(12, P. N .A. ) 

A considerable degree of hostility and resentment developed 

as nurses felt t heir compe tency in several areas, once 

supported by the treatment mandate, questioned by professionals 

in the v;ard. With the altera tions in treatment orienta tions 

the duties they expected to perform Viere seriously threatened 

by the very nature of the new perspective. 

Nurses expected to viork primarily in a managerial 

capaci ty in the ward; however, 'wi th the advent of the new 

treatment orientation this focus appear~d to them to be in 

jeopa rdy. While nurses could not articulate the exact 

requirements of their " •• • new job in the ward ••. tt (9, SR. N.A. ), 

it was clear to them that " ••• professional staff no longer 

viewed(them)to be competent in handling this a spect of ward 

routine" (9, SR. N.A. ) (reference Vias made here to managment 

tasks). According to one senior, 



We were supposed to a ct a s liaison 
between nursing ass istants and the 
h e ad nur s e and p sychia trist, a s one 
of the major functions of our job ••• 
( 8, SR. H . 1\. ) 

However, consensus among seniors incli cated that, 

••• this very i nlportant function were no 
longer to be one of our major t asks, 
instead we r re suppo sed to work wi th 
children in a c t i vi ty g roups and someho w 
manage to 1'it in our paperwork duties 
as well. (7, SR. N.A.) 

This demand that seniors a ctively participate in play 

therapy was established by the psycma tri st " ••• in order to 

flatten the nursing hierarcy in the ward and distribute the 

responsihil i ty of a ctiv e therapy onto each meml'er ll (1, 

Psychiatrist) . Eowever, the data coll e cted f rom seniors 

indicated that their interpretation of the situation was 

quite different; in fa c t , this demand regarding an equal 

distribution of labour appeared to era se what to thew 
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represented a legitimate claim to p articipation in manaeement, 

that is, some deg ree of control over the psy chiatric nursing 

assis tanto 

For this reason, s eniors interpreted this aspect of 

others' expectations as illegitimate , or as one senior sta t ed, 

If ••• not playing the game fairly" (8, SR. N.A.). Thus, the 

demand that they participate in play therapy as a primary 

function of their job was onl y grudgingly accepted, 

••• since there doesn't appear to be anything 
else we can do unle s s VI e v,'an t t o lose our jobs. 
However, the fact tha t we're still supposed 



to help run an orderly ward and do all 
our old chores as i':e1l seems dammed 
unfair (7, SR.N.A. ). 

Even more open resentment towards tI ••• this ridiculous extra 

burden ••• II can be seen in the follo vving remark. 

If I don't feel like going off to do 
activities I pretend I'm v e ry busy 
doing something very neces s a ry, like 
charting drugs or writing out pay 
schedules. V,hen anyone compl a ins I 
just say tha t I 'm doing my job, "..;hat 
more can they expect. At least this 
way something worthwhile will come 
from my time ••• (8, SR . N.A.). 

The child care workers interpreted the si tua tion in 

a very different way. Vlhen they accepted the job it was wi ttl 

the understanding that they would be actively involved with 

the children for their entire day. 

"ie expe cted to have time to develop intima te 
relationships with the children, to be to tally 
submerged in their daily routine (5, C .C.Vi .). 

However, it soon became apparent to them that the head nurse, 
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for exampl e, expe cted th em to " ••• participate in routine cho:,e s 

like babysit ting- during ward meetinr;s, cleaning dayrooms, 

working ever..ing shifts even though the children were ordered 

to · bed at 7:00 P.M.,to mention only a few of the b oring 

tasks II (5, c. C.'J. ). Yiha t became even more upsetting for chil d 

care workers was t he fact that there were chores to be done 

that could serve as a useful training session for the children, 

••• such as bed-maki ng , tidying the dorms 
and even dreSSing the children, but always 
there is tremendous pressure just to g et 
things done so that the ward looks like 
its well organized and efficient. (6, c.c.W) 
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This method of achieving order was completely contrary to 

these members' interpretation of the philosophical 

assumptions underlying action in a therapeutic treatment 

milieu. Each fel t she was hired to fulfill some kind of the 

individual therapy with the residents, thus for them any 

demands that were placed on them that continually monopoli zed 

their time and energy for other purposes was considered 

unfair. 

I expected support from the psychiatrist in 
order to org84ize my work, especially as the 
job category was nev: in the ward, and I wanted 
to fit in with other staff. While I expected 
our jobs to compliment each other I must 
admit that I diqn't think I would have to 
compromise my ideals so as to maintain this 
all important aura of order. (6, c. c. w.) 

The following discussion is a brief summary of the 

analysis presented so far in this chapter. Nurses and child 

care workers interpreted their everyday ,work experience to 

include others' expectations that they considered to be 

illegitimate dem~~ds on their job performance. On the part 

of the nurses, these demands were interpreted in relation 

to the traditional way in which their job performance had 

always been done. That is, in accepting others' expectations 

they fel t that they would be ,required to relinquish some of 

the control they had previously held in the v:ard. lid th 

their ri sing fear that the traditional technolosy used in 

the performance of their job was growing obsolete, . there was 

a marked increase in nurses I feelings of ambigui ty and 

~ uncertainty D.bout their partiCipation in the vmrd. The 

c 
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seniors interpreted others I demands as falling outside a r an g e 

of ac ceptabili ty, wh en expec t a tions evolved that thre a t en ed th.e 

position t raditionally occupied by them in the nursing 

hierarchy. For example, seniors interpreted the psy chiatrist's 

efforts to ·democra tize the ~ocial structure a s an attempt 

to exclude them from participation in ward manag ement, while 

still den18..nding tha t they f ul f ill routine paperwork chores 

as well a s participate in activity program s. In contra st to 

this posi tion, the child care viorkers interpreted as inappropriate 

any demands tha t j eopardi zed their fundamental concerns vIi th 

active patient c p~e in order to sustain the exterior appearlli~ce 

of a calm, orderly tre a tment milieu. 

So far we havo considered these members in rel a tion to 

the demands placed on them by professional peo [)le in the \'Jard. 

While this is definitely the most frequently discussed 

relationship in terms of paramedical staffs I self-expectations 

and others I demands, the following will presen t a brief 

discussion of the kinds of demands considered legitimate and/or 

illegitimate in view of members' pear group associations. Here 

again, a fun damental clash in the underlying philosophical 

direction towards trea tment became app arent. There appe ared to 

be a continual battle of words between nursing assistants 

(excluding members 17 and 18) and child care workers in this 

ward ·. Child care workers had only commenced work in the war d 

since the initia tion of the new program, where as the former g roup 

of staff repre s ented in several instances (particularly the 
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seniors who h ad been working in the hospi tal for several years) 

the traditionally oriented custodial worker. Basicnlly nur3es 

considere d the child care worker to be, 

.•• extremely unprac tical and abstra ct, 
especially v.'hen they toss around big words. 
Ho.w can they expect us to do a s they do 
when wh a t they appear to be doing has so 
few concrete results? In fact they seem 
to create more co nfusion than anybody 
else in the ward. (14, P.N.A.) 

Or as another nursine member stated, 

••• all this philosophical stuff doesn't 
get the ward cle aned up for rounds, or 
the chil dren cressed, or the meals 
s upervised . We need more concrete ideas 
to Ylorl( wi th a n d less o f these foolish 
expect a tions of the job. (16, P.N.A.) 

Child care workers on the other hand, expre ssed how important 

it was for memb ers. to have a philosophical goal underlying all 

treatment procedures in order to present the children wi th a 

consistent treatment program. 

Only after this is don e will the ward truly 
operate smoothly and democratically vii th 
everybody av:a re of what purpose he is 
supposed to fulfill in the ward. (6, C.C.\'i.) 

Concern with mundane chores is therefore a waste of effort, 

according to child care workers, until a goal has been established 

to direct members' actions. While child care workers a ccepted 

the conceptualiza tion of a therapeutic milieu to be such a 

goal, their attempts to encourag e the adoption of this 

perspective among nurses met with considerable tolerance ( as 

the above examples emphasize). Nurses disputed the value of 

this kind of goal as it was conSidered to be 
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••• too vague and abstract to be put 
into operation on a v.'a r d thn. t has 
managed qui t e well until now. (11, P.N .A. ) 

Instead, these members appe ared to rely on the officially 
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ascribed job title derivin g t heir interpret ation of their o wn 

and others' occupational dutie s and respons ibilities on the 

basis of this title and their stock of kno wle dge accumulated 

during formal training and reinf orced unde r the previous 

treatment program. According to nurses, if other members of 

the staff would adhere to the formal c a t egorization of s taf f and 

issue appropriate expectations, some degre e of social order 

could be sustained . As one attendant stated, 

As far a s I'm concerned a s p ade is a spade, 
and a nurse is a nurse. If only oth er s t aff 
would r eal ize this an d let us get on with 
our job this would be a much more efficient 
place to work in... • (10, P.N. A. ) 

C Professionals' Interpreta tion of the Parameters 
of Their Job 

1. Head nurse 

In response to questions concerning her interpreta tion 

of the kinds of expectations others coul d legitimately place 

of her job per formance, considerable hesit ation occurred on 

the part of the he ad nur se. This delibera tion was account ed 

for by the he a d nurse in terms tha t indic a ted considerable 

uncertainty regarding others' cl aims since, 

••• the content of my job is conti nually 
undergoing change in order to bring it 
into line Vii th the dem ands of t he ne w 
treatment pro gr am. ( 3, H. N. ) 
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~nen questioned further, the head nurse defined her occupation 

into two major areas, one concerning l1 administration and patient 

care" and ano ther in term s of "supervi sion, supporting and 

teaching". It was also difficult for the head nurse to 

specify her action~ within each of these areas, however, as 

she explained, 

I am totally re sponsib1e for the operation 
of thi S viard and must therefore co- ordina te 
all acti vi ty wi thin this 'ward and between 
Dixon and the rest of the hospital ~ (3, H. N.) 

From here the he ad nurse continued by stating that she 

expected other members of the staff to support her in this task 

and that ahe in turn would provide nursing a ssistants and 

child care workers with support in their job performance. The 

head nurse also expected others to view her as a supervisor 

in the ward and to recob~ize t he disciplinary nature of her 

job as well. 

I expect others to take my advice not 
only because I am the nursing supervisor 
on the Vlard but al so because it is my 
duty to s erve in a teaching capacity in 
Dixon. (3, H.N. ) 

The lack of clarity re garding her specific function 

in the ward explains the series of negative responses issued 

regarding the he a d nurse's job performance. For example, during 

the interviews vd. th nurses and child care workers (a total of 

fifteen people), a total of fifty-eight responses expressed 

their interpretation of the head nurse's role enact~ent as 
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inconsistent ",lith the action they defined as being appropri a te 
1 

to the occupational catee;ory. An examin~tion of the data 

collected from an interview with the head nurse indicated that 

she was aware that others' expectations of her job performance 

Yiere often ·unfulfilled; however, she fel t that members of both 

the paramedical and professional staff frequently made 

ill eei timate cl aims on her acti vi ty. The nursing assistants 

" ••• expect me to spoon feed them and make all the necessary 

plans and arrangments for thier shift" (3, R. N.), thus 

demanding maximum attention in terms of the head nurse's 

responsibili t ies regarding "supervision a nd support". On the 

other hand, the p sychiatrist dem anded that" ••• an emphasis be 

pla.ced on my 2..dministra tion func tions hence minimi zing the 

amount of time I can spend workin€:; directly wi th the mll'sing 

staff" (J, R. N.). Several eX81!!r-les of this n ature were 

e)..-pres n durin e; an in tervi ew vIi th the head nur se. On the one h cul.d, 

she felt professional members of t he staff expected her to 

allocate most of her time to her administra tive functions 

whereas nurses demanded ter time in a supportative manner. 

This polarization of claims pl aced on the head nurse 

contributed to the difficul ty she expressed in terms of 

creating and articulating the nature of her job and therefo r e 

her own job expectations. Furthermore, this situation r e inforced 

1 Thi s fieure \'"as determined throue; h an a nalysis of 
para.ruedi cal iilernbe rs dire c t r e spo n se s conc erning their ex-pec ta tions 
of the he a d nurse's job perfornance. As the number o f responses 
far exceeds the numb er of peo pl e involved, it should be 
apparent tha t many examples were included in the data, spe cifieally 
outlining the a reas in whi ch their expectations failed. 
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nurses' feeling s of ambi gui ty concerning hoVl they should relate 

to the head nurse and more specifically, considering the 

redefinition of the treatment pro gram, the very basis u pon which 

nurses could evolve expe cta tions of this occupational category. 

2. PSYChiatrist 

According to the psy chiatrist, there existed among 

other members of the staff a v ariety of expecta tions, e ach 

claiming a major portion o f her time and energy. Unlike the 

head nurse however, the psychiatrist wrote a job description 

fully expl a ining her expectations of the job as chief-of- s ervices 

in a therapeuti c treatme.nt milieu. For this reason the 

psychiatrist, \,;"hile recognizing the b a sic nature of her jeb, 

was better able to specify others' interpretations of her 

actions and o thers' expectations in terms of legi timate !:!TId 

illegitimate claims, than the he a d nurse. For exampl e, the 

psychiatrist expected to allocate three-quarters of her time 

to "patient c are and ward administration " v'ii th the other 

quarter given over to her function a s "team leader in a 

therapeutic milieu /I. The primary difficul ty experienced by the 

psychi at rist was one of explaining her occupa tion to othe r 

members. ~~ihile nurses expected the doctor to If ••• be in command 

of ward policy, diagnostic tre a t ment, the distr'ibution of drug s 

and a ho a rd of othe r trivial a dministrative tasks" (1, Psychiatrist ) , 

it beca~;~ e v e ry difficul t for her when she attempted, as team 

leader, to encourage members to " •• spe ak out and participate in 
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decision-making and ward policy" (1, Psychiatri~t). 

The concept of team leader was, a ccording to the 

psychiatrist, very difficul t for nursing members to g r as p . 

While the psychiatrist expected nurses to eagerly participate 

in everyday ward routine as " ••• a team of e qual partners ... ", 

she discovered that members interpreted this as an excuse 

on her part to " ••. opt out of my real job, which accordir..g to 

them seems to be that of an autocratic ruler" (1, Psychiatrist). 

Instead of acc ep ting the psychiatrist as a member of the team 

wi th whom one particip a te s in active patien t care, members 

If ••• expected the total responsibili ty of patient care to be 

placed with me" (1, Psychiatrist). According to the psychi r.o:. tri5t, 

this must chang e under the ne w treatment mandate and othe rs' 

expectations must be brough t more in line with her e)..-pectations 

of her job performance. Fundamental to the concep t of a 

therapeutic milieu is the notion tha t the a ctions of all members 

withi n the patients' environment serve as a positive catalyst 

in the provess of rehabilitation. This can only be operation-

ali zed if member s recognize the psychiatrist as a member of a 

team which shares in an equal distribution of power and policy 

decision-making. Hov.'ever, as the psychiatrist explained, 

••• the . nursing memb ers of this ward refuse to 
accept this kind of responsibili ty a nd 
therefore maint ain fals e exp ecta tions of my 
role in the treatment pro gr am. I refuse to 
be regarded a s an authorit arian f i gure 
although I must admit this seems to b e the 
primary expe cta tions o the rs have of me. 
(1, Psychi a trist) 
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According to the psychiatrist this interpretation of 

her job provided members vii th a scapegoat, that is, they 

re·fused to 8.ccept an equal share in the responsibili ty inherent 

in the children's Qctivity/therapy program in order to be in 

a position to point the blame for the ineffectiveness 

of the program towards the psychiatrist • 

••• because of their large numbers it is 
possible for nursing Qs sitants and seniors 
to sabotage my pro gram. In fact, I am well 
aware tha t thi soc curs. Fur thermore, in 
order for them to cover these kinds of 
actions they compliQ1l bi tterly that I ha ven It 
provided them wi th a fixed set of rules and 
regul ations regardi ng their interaction wi th 
the resident s (1, Psychiatrist). 

With the official redefinition of the treatment mandate the 

psychiatrist atten!pted to inaug uiate an egalitarian social 

sys tern ; that is, all members would be encouraged to parti cipa te 

in active patient care and decision-making concerning ward 

policy. However, the co-operation necessary to sustain such 

a goal was not forthcoming from nurses. According to the 

psychiatrist's interpretation of the situation, nurses " ••• 

unfairly expected me to organize treatment and provide all 

therapy with the patients" (1, Psychiatrist), while they 

continued to view their ovm job as maintaining a routine, 

orderly environment for this treatment to take place in. 

Unlike child care workers, nurses did no t conceptuali ze their 

job in terms of providing a ctive patient treatment and in 

fact this was one of the major reasons, according to the 

psychiatrist, for their continued misinterpretation of her 

job in the ward. 
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The psychiatrist's self-expectations regarding her 

job received conSiderable more support from other professional 

members in the ward, wi th the exception of the head nurse. 

The reason given for this situation illustrated that members 

who are relatively uncle ar about the far-reaching develo pments 

involved in the principles used to reconstruct the treatment 

program tend to expect a more traditional job performance 

from the psychiatrist. The head nurse for example, frequently 

complained to the psychia trist tha t too many policy deci sions 

were left for her to make ffild that the demand for nurses 

participation in policy making in general detracted considerably 

from their other duties in the ward. As the psychiatrist 

rema.rked, 

••• the he a d nurse is really saying t h at in the 
long run she vlants me to accept ul tima te 
responsibility for all tha t :lappens in the 
ward. Thi [) understanding of the 8i tuation 
tends to undermine not only my interpretation 
of my job but more importan t, the fundamental 
legitimacy of the new treatmentset-up 
(1, Psychiatrist). 

J. Occupational therapist 

Viith the redefini tion of the treatment, program in 

Dixon, a new occupational t rcerapist began work in the ward. 

Her primary responsibility as she interpreted it ViD.S to 

" •• • work out the a ctivity schedule for each group of children 

and to make sure nursing staff f ollow it through as efficiently 

as possible rt ( 2, O.T.). According to data collected. during an 

interview wi th the occupational theraL)ist, she expected nurses 



and child c ar e 'workers to operate in completing the daily 

activity pro g ram, rec ognizing that they were responsibl e to 

her and mus t anSv'ler to her if t a sks were not s atisfactorily 

c ompleted. Ho wever, while this expectation was held reg arding 

others' understanding of her job, it wa s also app arent tha t 

other s did not fully share this defini ti on of the ,-,:orkin £; 

si tua tion. In f a ct, as the occupation e~ therapist remar ked, 

thi s was the mo st difficul t aspect of her job , that is, 

••• trying to en cour a ge nurSing ass i stants to 
differentiate b etvie en their responsi b i l i ties 
to the he ad nurs e , in t e ndS of nurSing 
chore s an d their responsibili ties to the 
activity pro gram and t heref ore to me as 
the staff in char ge ( 2, O.T.). 

O~~ng to the confusion surrounding the focus of 

their own responsib ili ties, nurses and child care workers 

expected, according to the occupa tional therapi s t, that she 

participa te in, 

•.• mundane everyday chores in the ward. 
For exat::ple, my time was of t en taken up 
with nurSing staffs ' requests for 
assis tanc e regarding preparing the 
children f or a cti vi t y g roups and after 
activi tie s were over I \";as expected to 
clean up after the children and collect 
the equipment (2, O.T.). 

According to the occupational t herapist these expectations 

represented illegi timate claim s , by other members of the staff , 

on the way in which she had conceptualized her anticipated job 

performance. This variat ion in job expecta tions cre a ted 

consider able frustration for her and also represent ed several 

hours of poorly utilized activity time, since nurses of ten 

refused to co - opera te by co -ordinating their general ward 
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duties with the demands of the active therapy program. 

The head nurse's expectations of the occupational 

therapist's job performa."1ce were also viewed as problematic. 

For exampl e, the oc cupa tional therapis t wa s very aware tha t 

she was expec t ed to post-pone an activity session when"the 

head nurse thought there were more importa nt thing s to be done 

in the ward" ( 2, O.T.). 'rhe occupational t her api s t con~inue d 

here by listing several routine chores that seniors and even 

nursing assistants could use a s " s capegoat issues" in order 

to forego participation in the prog r am. It ..,vas made very 

clear to the occupational the rapist tha t orderly routine, and 

hence traditionr~ chores,must take priority over the daily 

activity se;:5sions. For the occupa tional ther apist t hese k ind s 

of illegitima te claims jeopardized the very aspects of the job 

that she had defined as crucial in order for her to actively 

participate in a t reatment environment tha,t Vias supposed to 

operate under the definition of a therapeutic milieu. 

4. Soci al worker 

The social worker also begain work in Dixon just after 

the official a s cription of the therapeutic milieu mandate. She 

discovered, early in here c areer in the ward, thut paramedical 

members had very fe w concrete expe c tations of her job performanc ~. 

However, she al so became aware of a considerable amount of 

criticism tha t they were dire c ting to wards her actions and 

furthermore, tha t these criticisms clashed with the way 

in which she had conceptualized her new job. For example, she 



stated that nurses, 

••• fre quentl y give me the impre ssion 
th8.t they don I t think 11m doing any 
work at all. V: ha t they fail to see 
is that much of "Oy v[ork is administra ti ve 
in n 8.ture and rous t therefore be done in 
my 0 ffi c e ( 4, s . w • ) • 

. The social worker spoke openly about her, 

••• feelings that the r est of the staff 
expect me to join in vii th the everyd ay 
routine fun c tioning of the vrard, howeve r, 
v:hen I try to spend time in this ,;vay I 
find that I get behind in my responsib ilities 
tha t rel 0- te more dire c tly to so ci al work 
(14-, S.W.). 
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Vihile the social worker referred priEiarily to nurses and child 

care vlorkers,she 2J.SO remarked thQt the he ad nurse v e ry lilcely 

shared this kind of expecta tion. The social worker's posi tion 

was very similar to the occupational therapistfs in that the 

expectations imposed by others "onto" their job .:; represented 

illegi timate claims on their time especially as these 

expectations thwarted what they considered to be the underlying 

purpose for their presence in a therapeutic milieu. 

D A Brief' Discussion of the Analysis Concerning 
People's Conceptualization of 

Ambi gui ty and Uncertainty 

The following discussion will provide a brief summary 

and interpretat ion of this chapter in order to relate this 

data to the fundamental theoretical concerns of the thesis. 

The relationship members I interpreted as existing between tre 

officially ascribed treatment program and the occupa tional 

structure traditionally accepted by members of the staff 



was clc('lrly outlined ahove. This relationship \Va<; defined 

by nurses in terms considerahly more prohlematic. th ct t other 

people ".no experienced this offidal definition of the 

situation in an indirect way. For example, nurses had to 

-deal directly with an activHy program that f or them lacked 

clarity of purpose and at ti1e same time appeared to demand a 

new kind of technological knowledge on their part in order fer 

them to fulfi 11 others ' e)..l'ectations of their joh. Profes s i ona l s , 

however, had to deal witi1 this interpretation of the situation 

constructed hy nurs es in order to fulfill their individual job 

expectations in rel C1 ti on to their interpretcttion of the 

therapeutic treatll1ent m1.ndate i.n t he ward. 

Everyday r eality evolved on the basis of people's 

pctrticipation in social interaction. In order to interact, 

people had to take into account the content of self and 

others' stock of knowlec1p:e, the reciprocal influence self and 

others exert in tenns of role enactment processes and finally, 

peop] e 's ongoing interpretation of their social milieu. "'hat 

became increasin~ly prohlematic for all members of the staff 

was the "shape" of their interaction with others, that is, 

the relationship hetlveen their self -expectations and others' 

expectations of them in relation to their job performance. 

From the analysis presented in the chapter, it is 

apparent that there were t·\.\o kinds of systems of meaning (1) 

1 
According to Weinstein (1969:753), an actor's system of meaning is 
derived from the interna lized neboJork of categories that serve as em 
individual's centra] mediating function. In this way, the 
interrenetration of current and past eA~er;ence is taken into account 
as part of the process utili zed In inves ting stimuli wi t h meaninr, . 

112 
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to be taken into account, in order for people to understand 

their own and others' definition of the situ ation. On the one 

hand, there was the system of meaning employed by nurses, 

encompassing a cus to dial orient a tion towards trea men t 

procedures a nG. social a ction in general. In response to this 

defini tion of the si tuation was one maintained by professional s 

and child c are wo rkers representing a therapeutic milieu 

orientation towards treatment. 

The problem now for member s was the establishment of a 

working consensus, that is, " ••• a tacit agreement a s to whose 

claims to what issues will be temporarily honoured" (Goffman: 

1959, p. S ). This would involve a way of changing the boundaries 

of the definition of the 'iiork situation a s well as the kinds of 

tasks and the various lines of action possible during t he course 

of social interaction in the vmrd (1fJ einstein in Goslin: 1 969 , 

p.757). Although people were a'i'iare of the official alteration 

in treatment orientations, they were uncertain about the exact 

changes this should have on their job per~ormance. This was 

especially noticeable among nurses as they struggled to 

utilize the technolo gy they had ready at hand. They had firmly 

internalized this custodial orientation during their training 

and had at one time been positively sanctioned for performing 

according to its principles. In social interaction nur'ses 

attempted to legi tima te their job pe r form[;mce wi thin this 

framework, thereby calling attention to aspects of their 

work that served to reaffirm their identity as ward custodian. 

In this way, nurses attempted to compel others' expectations 



of what should consti tue their job a s a psychia tri c nursing 

assistant (Weinstein, 1969: 757). 
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Profe ssional s responded to this definition by re affirming 

their demands that nurse s ado p t a therapeutic persepctive to wards 

treatment. It vms also their wish that nurses should ac c ept 

responsibility in th e activity program as it constitued the 

major form of active therapy in the "nard. Recalling that t h i s 

program was desi gned by the psycrriatrist and 0ccupational 

therapist, in order to conform to their ideas concerning t he 

formation of a the r apeutic milieu, it b ecomes apparent tha t th&y 

were attempting to cast nurses into t her ap eutic roles tha t 

would be compl ement ary to their own (r,:eins tein, 1969: 

757) . 

In order to understand how a "working consensus was 

achieved and some degree of social order sustained in t he ward, 

the nego tiation process will be exal1Jine d in the next chapter. 

Prior to this discussion, ho wever, I will consider another 

apsect of the negotiating process that came to light in this 

chapter. This will incl ude a brief interpretation of the 

verific a tion process and the nature of social interaction. 

Turner I s work (1962: 20 - 40) suggests that the 

purposes and sentiments of ac tors constitute a unifying el ement 

in role genesis and maintenance. There must be, for the 

ac to r, cri teri a by whi ch he c an verify tha t vrha t he ha s in 

mind is in fact a consistent role. Inte rnal and external 

validation provide the major sources of verific a tion for the 



actor partici pating in an ongoing social system. Internal 

validation is experienced by the actor, during the course of 

interaction, enablinG him to successfully anticipate relevant 

other behavior and make some kind of jud gment whereby others I 

behavior is interpreted as creating a consistent role 

(Turner, 1962: 29) . 

During external validation the self elake s a decision 

that his behavior constitutes a role from the perspt3ctive 
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of others who a re considered to be in a position of legiti r.Ja cy . 

As the interactionist perspe ctive Vlould confirm, the likelihood 

of discrepancies arising from the dual operation of external 

normative criteria ( f ormal, institutional rul es and roles) 

and internal interactive ones (such a s goals, sentiment s 

8.nd selective interpreta tions), is consi d erably high. In fact, 

these kinds of discrepancies susta in roles within ft ••• a hazily 

conceived framework for behavior rather than as an unequivocal 

set of formul a s" ( Turne r in Rose: 1962, p. 32). The de gree 

of internal and exte rnal vali c ation necess ary for t he maintaine nce 

of some kind of consis tent framework for action in this VTard 

was very low, both in tert:1s of one I s definition of his job and 

the rel a tionship between thi s job and other::; I general 

interpretation of t he trea t ment pro g ram. Given that the fi e 

validation processes were in constant jeopardy." the tenuou.s 

nature of soqial intera ction among members of the s taff was 

very apparent. 
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To be gin with, we must recall that this treatment 

mandate did n o t evolve on the basis of a grass-roots de cision, 

rather it wa s i mpos ed on s t aff and new patterns of interaction 

were officially expected to develop in order to satisfy these 

new tre a tment deman ds , thereby providing a means by which p e ople 

coul d participate in the distril-'u tion of' labour in the ward. 

However, this 3i t u ation be c ame p robl ematic for members and social 

intera ction fail e d to provide a dequate cues upon which they 

coul d v alidat e their interpreta tions of their job perform ance . 

The role-taKing ane role-makin g processes therein appeareQ 

to inhibi t the actual develo pment of members' role enactment. 

Vlha t did 9v:)1 ve, according to their in terpreta tions of the 

si tua tion, we re various kinds of exi g encie s that can b e 

understood in terms of their r ole ena ctment in the v:ard. 

This included inconsi s tencie s b etween self-expectations an d 

others' expe ctations, role aTIbi guity and uncertainty 2nd 

eventually people 's experiences in terms o f role stress and 

strain. The most suitable example of lack of satisfaction 

regarding the tra nsi tion from custo dial patient care to 

active therapy with patients c an be seen in the pattern of 

interaction that evolved in terms of patient therapy, management 

of the ward and control of the residents. The pattern of 

interac tion tha t evolved can be viewed in terms of the two 

major treatment frameworks wi thin whi ch members op erated and 

derived a definition of self and others' role enactment. 
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Interaction hetween nurses and others involved the tran.~ ference 

of role enactment expectations, such that illegitimate claims 

were being offered in tenns of others' johs, and in turn these 

others j nterpreted these claims as inhi bi ting their defined 
I 

job perfonn:mce. 

The follmving chapter 'wi 11 excunine the ongoing processes 

of negotiation that people enter into in order to attem;,t 

to validate their j ob !1erfonnance in relation to their 

interpretation of everyday life in the MIrd. 

I 
This situation rre~en ts an excellent example of We instein's conceptual i zation 
of altercastinz (1960: 756-7). !\!urs es continued to expect the clep"mds 
of the professionals to suhside, in order th:lt they mi?,ht continue to 
perform in the way tllat they best understood. Also , " ... <1 r eturn to the 
good old days ... ,. (9, Sr. 01 .A.) 1\Tould fissure nurses of some degree of 
power in the "'(lrd hy once more (lcknmdccl~in.r: thei r ri gh t to t he control 
and management of the p:lti ent. This Cl1so r epresented a det ennincd ('ffort 
on the part of nurses to prevent nrofess i omls from i nterferi nQ \':i th their 
indcpenclence ('Inc! at the s~e ti me' mai.ntain control over t 1,cir own destin;' 
(Cro zi er, 1004: 185) . from the !1rofess i on3ls poi nt 0 f view j t "-"<JS 

imperative that nurses accept the perspective of a therapeutic milieu 
and the fact that they Plust perfonn therary in the context of the activity 
program. Pmy other behavior on the part of nur ses was interpreted as 
uncooperati.ve ancl an CltteJn!1 t to personally sahotage the direct actions and 
goals of the profess ionals. 



OIAPTER FIVE 

An Examination of Negotiation and the Evolution 

of Everyday Life in the Ward 

A. Introduction and Conceptual Discussion of the 
Negotiated Order 

This chapter will discuss people's participation in the evolving 

social milieu and their definition of the situation at hand, that is, ho\\' 

they interpreted daily action in the ward. In order to do this, a 

conceptual framework is needed that would explain the direction and 

pattern of the negotiating process among members of the staff. This will 

include a brief examination of the natJre of In.nnan interaction, t~e 

articulation of joint action, and the nature of the negotiating process 

itself. 

What then is the nature of hlll11an action? As indications are made 

to the self the individual is forced to confront the world - he must 

interpret and define his situation in relation to this world of objects 

in order to act. In fact, as Bllll11er recognizes in his essay on Society 

As Symbolic Interaction (Blumer, 1962: 180), action is 

derived from the account that man takes of the variety of objects and 

interpretations he gives these objects concerning their relevance to his 

immediate plans. Behavior therefore is not a result of environmental 

factors, stimuli, motives or attitudes but is constructed on the basis 

of how individuals interpret and designate these things in the action they 

are cOThtructing. (Blumer,.1962: 183) It :i,.s fundamental to the 
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interactionist perspective that the concept of self-indication exists in 

its own right and that through this process htnnan beings construct 

their conscious acts. 

This is vitally important, as I am interested in the activity 

of a group of htnnan beings and how they create, adjust and re-create the 

flow of situations in ,vhich they act and upon which their actions are 

constructed; the formal and spontaneous division of labour; cooperative and 

conflicting actions and finally; the guidelines people establish for their 

actions. This is a matter of how actors take into account various factors 

such as motives, dispositions , role requirements and social 

expectations, in the expression of their actions. 

The interactionist view of human action is also relevant to tile 

study of collective action in that the interpretative process can be 

accounted for among participants in a group as they make indications to 

each other and not merely to themselves. Collective action, is in fact, 

the outcome of just such an interpretative process. As collective action 

requires a fitting together of a variety of individual lines of action, 

joint action must evolve out of many diverse components that formulate 

these lines of action. According to the interactionist perspective this 

organization of diverse lines of action has a distinctive character in 

its own right and it is inherent in the "articulation or linkage" of 

the joint action itself. 

As the individual lines of action undergo continual formulation 

through designation and interpretation, so too does the process of 

joint action. Even in the case of repetitive joint action, such as in 
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the psychiatric ward tmder study, the meaning generated in order to fulfill, 

for example, existing rules, must be taken as problematic and resulting 

from an ongoing interpretative process (Blumer, 1969: 18). Joint 

action must be recognized as a reflection of the variety of background 

"worlds", systems of meani!lgs and interpretative schemes of the individuals 

that come together in social interaction. 

The previous two chapters presented the reader with the history 

underlying an individual's participation in joint social interaction. 

The next two chapters represent an attempt to tmderstand how people "get 

things done" in the ward, since (as chapter four illustrated), the process 

of establishing a working consensus proved highly problematic for staff. 

The nature of this process will be examined here, throu~l an analysis of 

members' participation in negotiation. Ultimately these final chapters 

will illustrate how some degree of social order was sustained among people 

in the \'{lrd. 

Within the negotiating process there must be working agreements, 

that not only include cooperative action but also take into account the 

violations of rules. (Strauss et al., 1964: 14) Furthermore, these 

kinds of agreements emphasize a continual negotiative activity that 

includes processes of vital importance to the "shape" of everyday life in 

the ward. For example, as well as invoking or avoiding formal rules, these 

tacit understandings between people generate activity such as "politicking", 

''persuading,'' and "bargaining". (Simon and March. 1958: 128-30) 

These activities are necessary in the ward since " ... commitment to the 

hospital may be less than total because of corrunitments toward groups within 
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the hospital." (Strauss et al., 1964: 15) Allegiances to these groups 

or cliques will bear upon negotiations and therefore, we rnus t asstnne that 

a variety of agreements and disagreements will exis t, with different 

frequencies, among different categories of personnel. (Strauss et al., 1964: 

15) 

The conceptualization of social organization as evolving through 

people's involvement in a negotiated order 'vas based on the asstnnption 

that the distribution of labour cannot be legislated but must be grappled 

with in each kind of social setting. It nrust also be asstnned, within 

this framework, that people's particular interpretations of the ongoing 

social situation inevitably give rise to unforeseen consequences. TI1is 

will be illustrated as life in the ward is examined as an emergent 

process rather than one detennined on the basis of an officially ascribed 

social structure. For example, as was shown in the previous chapters, 

the accumulated stock of knowledge attributed to professionals and 

paramedicals becomes strengthened, muted or transformed as the individual 

underwent changes in his occupational and personal identities. 

~o/ task in the following two chapters will be to present a 

descriptive analysis of people's explicit distinction between orderly 

social interaction and their interpretation of the need to demonstrate 

or produce the appearance of this kind of order. This will be done 

through an analysis of the evolving pattern of social interaction and 

communication networks, in various settings such as activity sessions, 

ward policy meetings, report meetings and informal gatherings. 



B. Teamwork: Pill Instn.nnent of Therapeutic Treatment 

1. The psychiatrist's interpretations of the components of a 
therapeutic milieu. 
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This discussion begins with an examination of the psychiatrist's 

attempts to institute the recently ascribed treatment program in t.~e v.rard. 

This action began with the psydliatrist informing people during a ward 

policy meeting that the social milieu within the ward was to be officially 

redefined in terms implying democratic temmvork and a sharing of 

responsibility among members for patients' daily therapeutic experiences. 

Treatment was to be conceptualized as a shared experience between patients 

and all members of the staff on a twenty-four hour basis. Rather than 

providing for the patients' needs in the custodial tradition, staff, as a 

team, were to be encouraged to develop therapeutic contact with the 

patient and to utilize even the s irnplest tasks us a t.1.crapeutic experience 

for the patient. Essential to this team effort was nurses' acceptance 

of an active part in therapy and an unders tanding of a team approach to 

the development of an active therapeutic milieu for patients. Within this 

framework staff were expected to adjust to " ... a flattening of the 

traditional social structure so often found in psychiatric hospitals." 

(1, Psychiatrist) 

The psychiatrist was asked to explain the implications of this 

redefinition of the social structure. It was the psychiatrist's opinion 

that there was a growing body of literature in clinical psychiatry 

indicating the democratization of the social structure as the first major 

renovation necessary in order to initiate the transition from patient 

custody to active therapy. In order to utilize this goal, 

I felt that members of the staff must be equally 
involved in the establishment of ward policy as 
this would compel them to accept respons ib ili ty 



for their individual actions in the Yard. With 
this being the case, staff would not be able to shift 
the blame onto others i.men programs failed or 
things went W'ong in the ward. Everyone would 
share in our failures and successes as equal 
partners involved in a team effort. (1, Psychiatrist) 

Ideally this " ... flattening of the social structure ... " (1, Psychiatrist) 

would imply people's shared concern ~th patients' i~lfare over and 
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above their individual functions as members of various occupational groups. 

This being the case, it would, according to the psychiatrist, be easier 

for staff to make the transition towards teamwork since members would 

not feel their individual It ••• roles threatened by others if they were 

primarily concerned with the welfare of the patients and if this was 

simultaneously experienced by every member of the staff.II (1, Psychiatrist) 

The psychiatrist hoped her job would be viei\'ed by others as providing 

teaching resources and support for them, as they gradually accepted 

responsibility for the active planning and operating of therapeutic 

treatment policy within the ward. This sharing of responsibility called 

for maximum cooperation among staff, 

•.. and a real desire to accept others' advice 
and to participate in treatment programs as an 
individual learning experience. (1, Psychiatrist) 

Therefore staff were expected to interact in a manner conducive to open 

communication and the provision of, 

••• a warm friendly atmosphere in ivhich patients 
could participate in therapeutic experiences 
with them. (1, Psychiatrist) 

As the introduction to this chapter illustrated, social systems 

evolve through the interaction and negotiations of members, suggesting 

the likelihood that the ascription of a treatment label would prove highly 
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problematic for people. Our problem therefore becomes twofold: Firs tly, 

people are provided with a treatP.1ent mandate that mayor may not be 

acceptable to their indiv jdual ideological persuas ion and s econdly, people 

mayor may not support the \Vay in \\nich the program was offlciClJ ly issued 

and hence the i J11ffied i ate r econstnlCtion of th e custodial treatment frmnework. 

Hml' then do staff come to terms \vith this situation? flow do they interact 

with others in the ongoing processes and negotiations that come t o constr uct 

everyday 1 i fe :in a psych iatric ,,,ard? \lJh at does it mean to he a memher of a 

psychiatric t eam and to operate' within a framework conducive to active 

therapy ? What , for s t aff , is the outcome of their l abour and in t eraction 

within their social milieu in relation to the newlv ascribed treatment 

mandate ? These and several other Cluestions will he commented upon in th e 

fol] o\l'i ng dis cuss ion. 

(i) TIleraneutic contact and the negotiation of temm\'orr 

How then do people interpret the actual operation of the psychiatric 

team in Dixon? In order to handle this kind of question, J will firs t 

examine general conceptuali zations of a teamwork approach to t he treatment 

of patients, in a hospital setting . 111e psychiatrist, for example, felt 

that in order to contrihute to the daily functioning of the team as a 

therapeutic instnnnent in patient care, it wac; necess Clry to continually 

engar.e in interaction with others that would convince them of the validity 

of operating wi thin a therapeutic milieu framework. During variou.c; ki nds 

of ward meetings , the flow of interaction between nurs es and the 

psychiatrist almost always, implicitely or explicitely, made reference 

to the Uvo major treatment ideologies underlying the operational bas e of 

these people's action. As the psychiatrist continued to explain future 



action in the ward in tenns of nurses I participation as active therapists 

rather than as custodians, they reacted with comments that attempted to 

1egi timate the importance of their job as the agents of patient management 

and orderly social action. Documentation representing this kind of 

interaction was collected during the various meetings observed in the 

ward. The following series of quotes can be viewed in light of this 

framework: 

Psychiatrist: 
(1) 

Senior Psychiatric 
Nurs ing As s is tan t : 

(7) 

Psychiatris ts : 
(1) 

Senior Psychiatric 
Nurs ing Ass is tan t : 

(7) 

!'-.ursing Assistant: 
(19) 

Psychiatrist: 
(1) 

Children who are being verbally reprimanded 
for their behavior mus t be spoken to in a 
quiet, calm and reassuring voice. Staff must 
make it very clear to them that they do not 
disaprove of the \.mole child because of their 
behavior ... 

This is all very well but it takes up a lot 
of time, especially during the busy hours 
of the day wnen things are likely to be at 
their most hectic and the kids are most 
likely to get into fights with each other. .. 

Still if the nurse removes the child from the 
crisis scene and tries to talk to him about 
the causes of his behavior there can be positive 
results ... 

It is very difficult for one or even two nurses to 
separate the boys \vhen they are really set on a 
fight. Besides there is so much yelling and 
screaming going on most times that nothing gets 
across ,.men you do try to talk to them. 

I agree we don't get a chance to talk to the 
child "hen he is becoming more and more upset 
its all we can do just to get hold of him 
and try and keep him away from the others. 

But surely at this point the child has become 
calm enough to be talked to rather than 
restrained. 
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Nurs ing Ass is tant: 
(19) 

Senior Psychiatric 
Nursing Assistant: 

(7) 

If you let the kid go most times he'll try to get 
right back into the fight, I think its best just to 
put him in the "quiet room" and let him cool off 
and come to his senses himself. 

I agree. If the child is not put into the "quiet 
room" before you know it the hhole \vard is in a 
turmoil and likely to stay that way for the rest of 
the shift. If you remove the problem child then 
the rest of the ward will calm down and settle back 
into routine. 

The term "quiet room" used by people above referred to a small 

chamber that was to be utilized by staff, as a way of isolating patients 
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who were creating a disturbance in the ward. According to the psychiatrist 

it had been explained to staff a number of times that children were to be 

placed in this room for a period not exceeding bventy minutes and that a 

member of the staff should be present at all times. However, I observed 

children being placed in this room thirty-four times during the period 

of study with a member of the staff present on four occassions only (each 

of these occassions involved child care workers). The suggestion t~at 

members discuss with the child the problem he is experiencing in his life 

in the ward was clearly not one put into frequent operation by nurses. 

In fact on several occassions I lvitnessed a child being physically dragged 

to the isolation room and locked inside without any further explanation 

on the part of the nurs e . 

It became apparent that while the psychiatrist frequently verbalized 

her treatment goals, for example, a sharing of therapeutic contact between 

staff and children, she did not provide a practical solution as to how 

members were actually to operate in this way. The psychiatrist felt that 

if, 

••• members of the staff would only accept the goals 
established by the newly ascribed treatment 



mandate then putting specific principles into 
practice nee~~'t be so problematic. (1, Psychiatrist) 

However, this kind of sugges tion frequently issued by the psychia tris t In 

rneetings appeared to create hostile interpretations of the concept of 

terum.,rork among nurses as the follm.,ring statement implies. 

Sure its alright for her to sit there and tell us 
we should cooperate as members of a team in 
developing contact 'rith the patients since she 
already thinks we have all the time in the 
world to play mother to these kids. I'd like to 
see her sit and talk to a child "ho' s having a 
temper tantn.nn. But then like the others 
(reference was made here to the head nurse, 
social worker and occupational ti1erapist), she's 
never around "iJ1en these things go on. Somehm.,r she 
nrus t be very busy... (11, PNA) 

It was the psychiatris t 's goal that people act as a unit and hence 

provide a constant therapeutic experience for patients. ,d,s such she 

expected the concept of psychiatric team to encourage them to participate 

in creating a ward environment conducive to this ongoing experience. 

The implications of this interpretation have far-reaching effects in terms 

of hm'l members are expected to conduct themselves with the children 

during the course of everyday life in the ward. Again people interpreted 

the psychiatrist's explanation of ongoing active therapy as highly 

theoretical and in need of concrete substantiation. One set of reactions 

in light of this argument can be seen in the following dialogue observed 

during a ward policy meeting. 

Psychiatrist: 
(1) 

We nrust realize that every one of our actions 
has repercussions on the patients in the ward. 
For this reason ' 'Ie need to cooperate with each 
other in trying to make even the simplest 
experience a 1Vorth,vhile one for the patient. 
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Nursing 
Assistant: 

(13) 

Psychiatrist: 
(1) 

Nursing 
Assistant: 

(13) 

Child Care 
Worker: 

(5) 

Psychiatrist: 
(1) 

Nursing 
Assistant: 

(19) 

Psychia tris t : 
(1) 

Nursing 
Assistant: 

(19) 

Can you give us an example of ~hat you mean 
by our actions affecting ~at is good therapy 
or bad therapy? 

Well for example, if staff cooperate in 
maintaining a calm, orderly atmosphere 
in the cafeteria at lunch - time then the 
patients will be in a happier frame of 
mind for their af ternoon nap and this in 
turn will have a positive effect on the 
afternoon's activity session. 

But I always find that the only way I can keep 
control in the ward is to try and squelch problems 
before they grow. So I believe in preventing 
trouble by ruling with an iron hand in the old 
fashioned way. 

That's not a fair attitude to take because you're 
expecting trouble before it even develops. I 
think we should try and appear happy among 
ourselves so some of this rubs off on the kids 
and t~erefore we 5 tay calmer and so do they. 

Precisely. The children can only experience 
contentment in an atmosphere of warmth .... 

This is all very well but I don 't ah~ays have 
the time to explain something ten times only to 
have the kids ignore me anyway. I think if we 
disciplined the kids more often then they ""ould 
respond to us better and we wouldn't have to 
control ti1em so much. 

But controlling patients' behavior isn't 
providing therapy for them. We have to 
understand that it is natural for them to 
act out their frus trations and we should he 
around to help them unders tand ~y they are 
behaving this way. 

Well I'm not sure this is a very realis tic way 
to look at things. In fact the kids would try 
to get away with murder if we! d let them ... 
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During this meeting, in \vhich the concept of daily therapeutic 

contact was discussed, only two (19,13) of the seven nurses present 

(19,13,17,11,18,8,10) expressed their opinion, whereas every other person 

in attendance (head nurse, social worker, occupational therapist and 

psychiatrist) contributed several times to the conversation. Interaction 

patterns very similar to this evolved in each of the ward policy meetings 

attended (a total of fourteen meetings over a period of seven months). 

For example, one or two nurses would act as spokesmen for the nursing 

staff, both child care workers frequently expressed their opinions and 

offered suggestions, while professionals most often initiated interaction 
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among people, hence determining the kind of issues to be discussed. I will 

continue with an examination of this particular ward policy session in 

order to clarify people's interpretations of the psychiatrist's 

conceptualization of teamwork in a psychiatric ward. 

(ii) Paramedicals' hostile response 

We can see from this dialogue that some uncertainty was expressed 

by the two nursing assistants \vho spoke up regarding the psychiatrist's 

notion of creating an ongoing atmosphere of calm and order. However, 

after the session ended and members broke off into small groups I observed 

the outcome of interaction among nurses to be primarily one of open 

hostility and criticism tmvards the psychiatrist's, 

•.• attitude that everything would be just fine if 
we would only learn to be a team and work together, 
she forgets to add, in her way of course. (19, PNA) 

With the exception of two nurses (17,18) and one senior nursing assistant 

(8) who remained silent throughout, I noted that the consensus of opinion 
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among the others (19,13,11,10) was that team really referred to nursing 

assistants and that in fact they were always to blame ,.men disorder evolved 

in the ward. For this reason the two spokesmen among the nurses interpreted 

the psychiatrist's references to "orderly calm" and "an atmosphere of wannth ll 

from \vithin another system of meaning. For these nurses, order and calm 

were viewed as components reflecting the management of the ward (with the 

words "orderly routine" occurring nine times during the course of this six 

minute informal interaction session) and the control of the patient. It 

appeared that their interpretations of the meeting removed the notion of 

wha t cons ti tuted treatment, from the realm of therapy into the hands of 

"iron discipline". Further examples of this interpretation of the situation 

can be seen in the following comments issued by others, who had by now 

joined the informal gathering. 

This stuff about talking to the kid when he's having a 
tantrum is a waste of time. Its much easier to keep 
control of the situation by holding him dm.m or 
removing hii11 from the ward. (11, PNA) 

With a little old fashioned discipline this ward 
would soon take shape.... These kids are perfectly 
capable of learning how to behave. Anyway I believe 
actions speak louder than words. (10, PNA) 

If I tried to reason with these kids every time I 
wanted something done in this ward, I'd wait 
forever. I think we just have to tell these kids 
in no uncertain terms that they are not expected to 
cause trouble in the ward and that if they do upset 
the apple cart they rnus t be punished. (19, PNA) 

These statements clearly indicated that these people hoped to 

maintain order in the ward by actively disciplining the patients, rather 

than providing the kind of therapeutic contact envisioned by the psychiatrist 

as a means of ongoing treatment. Rather than accepting the concept of 
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tea.Imvork as providing the context wi thin which a therapeutic milieu could 

evolve, the following will indicate people~ interpretations of this approach 

to the distribution of labour. For example, after this particular session 

I observed a pattern that was to be noticed on each occassion following 

policy meetings, that is, nurses open expression of their opinions regarding 

the issues discussed during the meeting. At the same time, however, the 

pattern of interaction that evolved divided people among several small 

groups, with almost no information passing between groups at this time. As 

noted on the above occassion four members issued a stream of negative 

thoughts about the new program, with each person contributing at least two 

examples of why" ... it could never work anyway" (13), with the most severe 

responses considering the psychiatrist's determination to compel people 

to understand their action in terms of therapeutic teamwork, " ... as a 

real farce. . Does she hones tly believe I'm going to change from a nurse to 

playmate overnight?" (10) Three other nurses separated from this group 

and after a time, I joined the two nursing assistants to inquire about 

their ideas about what happened in the meeting. Both nursing assistants 

appeared to be somewhat uncertain about the meaning underlying the 

psychiatrist's statements, particularly with reference to their own job 

performance. As one nursing assistant conunented, 

I really can't say I have any opinion on the notion 
of a psychiatric team. It just seems like a big 
word to me since I've never been trained to do 
therapy or even to do activities with children. 
(18, PNA) · 

Or for example as the other nursing assistant continued, 

I believe in being as kind as possible to these 
children, since they're deprived and so I like 



to do things for them to save them from so many 
frustrations. But it seems this isn't right either ... 
(17, PNA) 

These two members \'<'hile not openly hostile towards the psychiatrist's 

determination to implement a therapeutic treatment program appeared to be 

somewhat at a loss with regards to how this should be done. The senior 

psychiatric nursing assistant (8) on the other hand, indicated that he 

was fully aware of ,.mat was really going on, 

As I see it this whole thing about teamw'Ork is an 
excuse on the part of the psychiatrist for her 
taking an even more invjsible position in the \~rd. 
She's trying to get us to do her work -- she's 
the boss and she's supposed to do therapy. 
(8, Sr. NA) 

Like the two members discussed immediately above, this senior also felt 
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that there was not much purpose in complaining about the situation, " ... since 

we could never get everybody to agree on any kind of solution anyway". 

(8, Sr. NA) lfuile the former group were expressing considerable hostility 

towards the notion of therapeutic teamwork, a degree of consensus was also 

shared among them (17,18,8) although it indicated a some\vhat different 

interpretation of the situation in the ward. The following statement is 

representative of this kind of perspective. 

Nobody around here really cares enough to try and 
change things. So the way I look at the ward is 
simple, I don't was te my time complaining and I 
don't expect great things to happen. (8~ Sr. NA) 

The discussion noted above indicated the psychiatrist's presentation 

of her interpretation of team~Drk as an instrument of therapeutic treatment 

for the patient in a psychiatric ward. Fundamental to interaction initiated 

by the psychiatrist, for example during the ward policy meetings, was the 
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required transition from a custodial treatment to one that emphasized 

people's social interaction as a valuable factor in the formation of a total 

therapeutic experience for the institutionalized patient. It is this goal 

that the psychiatrist brings to the negotiating process as it evolves among 

members in the ward through the course of everyday life . 

2. Paramedicals' conceptualization of teamwork 

For nurses, the notion of a psychiatric team implied a new operating 

technology and a new treatment ideology for which they felt ill -prepared to 

cope with in tenns of their past training and also from within the custodial 

frame"ork which formulated the basis of their accumulated stock of 

knowledge. Furthermore, there is substantial evidence in the data 

indicating that nurses experienced cons iderable difficulty in accepting 

tile cues issued by the psychiatris t and team leader, in tenns of the r eques t 

for a democratic involvement of all members, in policy formation and the 

sharing of responsibility regarding active patient tllerapy. For example , 

the psychiatrist's explanation of the components of this democratic 

philosophy tended to be intel~reted by nurses in such a way as to express 

their suspicion and distrust of the actual operational value their verbal 

output may have during the course of ~ard meetings. On one level, nurses 

interpreted this situation as others attempting to enforce demands on their 

job performance, in tenns of conforming to the treatment principles i nher ent 

in the concept of an active therapeutic milieu setting. On the other hand , 

nurses found themselves in a situation that required them to translate 

psychiatric jargon into operational concepts tilat tiley could use during 

the course of everyday action in the ward. That is, in order to cope witil 
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much of the information communicated to them by professionals, nurses had 

to deal with an explanation of treatment goals that they interpreted as 

being highly abstract and theoretical. A further situation contributing 

to their skepticism can be seen in their interpretations of the negotiating 

process ensueing from formal and informal gatherings in the ward. 

Substantial agreement was issued by nurses, in terms of their observation 

of marked differentiation beuveen those people who primarily initiated 

policy issues and therefore daily tasks and those people 1-\hose responsibility 

it was to operationalize these demands on a day to day basis in the ward. 

As stated above, the researcher frequently observed a similar pattern 

of social interaction during the course of ward policy meetings. The 

following discussion will attempt to clarify this pattern in order to 

examine how members negotiate the everyday distribution of labour in the 

ward. The emphasis will first be placed on responses issued by paramedical 

members regarding their interpretation of their f~,ction "~thin the context 

of a psychiatric team, and secondly upon professional members reactions 

to this definition of the situation. 

C. Negotiating Order in a Psychiatric ~1ilieu: An Examination 
of the Pattern of Social Interaction 

1. Participation in a network of communication 

Professionals contributed substantially to each of the ward policy 

meetings, although it must be noted that the psychiatrist far surpassed 

the level of verbal output achieved by the others. This ranking of output 

was followed by the social worker, occupational therapist and head nurse. 

The majority of conunents issued by the psychiatrist were directed towards 

nurses, in a kind of lecturing framework rather than in the form of questions 
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and answers. As Chart Three illustrates, this fonn of cormnunication 

occupied aJ1Y'\here between u.,renty -five and forty -five minutes of the one hour 

policy meeting (see Chart 3). These cormnents provided explanatory information 

for nurses regarding the newly ascribed treatment scheme. This infonnation 

was intended to convince nurses of the value of creating a therapeutic 

treatment milieu and the importance of their job perfonnance in implementing 

a plan. As Chart Four shO'"TS, specific directives concerning policy \.vere 

also given to nurses (see Chart 4) . These stat ements included r equests by 

the psychiatrist for alterations in treatment routine and in particular, 

the redistribution of labour in the ward. 

This level of output was sharply contras ted by the flow of 

conmrumication initiated by nurses and directed towards the psychiatrist 

(see Chart 4). This contrast would appear to reaffirm the existence of 

a traditional hospit al hierarchy, as viewed through the eyes of the nurses 

in the ward. Nurses appeared to participate in the network of 

cormnunication as though they were still a part of the traditional 

authority structure that was, by definition, obsolete in this ward. 

By comparison with the nLrnber of directives issued tm.,rards nurses, 

the psychiatrist spoke much less frequently to the head nurse, social 

worker and child care workers (see Chart 5). With very few exceptions, 

the content of these cormnents represented the psychiatris t' s attempts to 

solici t support from these people. The direction of this support was 

twofOld; first, the psychiatrist hoped to confinn the advantages of a 

therapeutic milieu program and second, she hoped to gain support from 

these people regarding the content of her cormnunications to nurses. 
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Chart Five illustrates the communication pattern that evolved on 

the basis of communications sent to the psychiatrist by the head nurse, 

social worker, occupational therapist and child care workers. The content 

of these comments, with the exception of those issued by the head nurse, 

supplied a significant degree of support for the psychiatrist. For example, 

the two-hundred eighty COTIunents directed by the social worker and 

occupational therapist were attempts to initiate discussion about the 

organization of ward routine under the new treatment mandate. Child care 

workers' comments included supportive statements concerning the 

distribution of labour under the new mandate and the orientation of the 

mandate itself. The head nurses' statements, however, indicated 

uncertainty about ,."nether or not nurses would be able to implement the 

program and how quickly "lard routine should be altered to fit this new 

program. 

The head nurse primarily addressed herself to senior psychiatric 

assistants and secondly towards nurses in general. As Chart Six illustrates, 

this pattern represented one-hundred ninety-five directives out of a total 

of two-hundred sixty statements (see Chart 6). 

This suggests that the relationship between the head nurse and 

nurses followed the traditional line of hospital authority. In this 

respect, it is important to observe the lack of comnrunication directed 

towards child care workers and the very small nlUTIber of statements issued 

towards the social worker and occupational therapist. The head nurses 

communicatioI~ primarily included those members of the staff who did not 

openly support the psychiatrist's line of action in the ward. The head 
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nurse felt that it was her respor~ibility to encourage cooperation 

beb.,reen these people. In particular, her statements directed towards 

seniors sOlicited their help in organizing ward routine, in accordance 

wi th the psychiatris t' s demands for a therapeutic milieu. Corrrrnents made 

by the head nurse towards nursing assistants repeatedly requested them to 

cooperate by perfonning their duties in conjunction with this envolving 

routine. Essentially, the head nurse was requesting cooperation from 

nurses in order to illustrate the success of her m<ffi job as supervisor and 

teacher. 

The direction and content of nurses' corrrrnents further confinned 

that they continued to interpret their relationship to others "~thin the 

context of a traditional authority structure. To begin with, these people 

contributed the least to the ongoing neuvork of corrrrnunication in policy 

meetings (see Charts 7 and 8). 

Unlike the social worker, occupational therapist and child care 

worker, nurses offered very few opinions or suggestions to others during 

the course of these meetings. In fact, nursing assistants issued one­

hundred sixty -two corrrrnents, with a majority (one-hundred twelve) directed 

towards inqu:irie; made by professionals. Most of these statements were 

directed towards the head nurse, again illustrating a stronger bond here 

than elsewhere in the corrrrnunication neb.;ork. As Chart Seven shows there 

were no corrrrnents directed towards child care workers and only eighteen 

directed towards the social worker and occupational therapist. 

The dichotomy evolving throughout policy meetings, bebveen staff 

who arrived with the redefinition of the treatment mandate and those 
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people active in the ward prior to tilis change is clearly evident in this 

dmrt. 111is pattern is illustrated by the low degree of communication 

between nursing assistants and those members of the staff \\110 supported 

the psychiatrist's line of action. The tendency, therefore, is towards 

minirnlllTI communication between those who openly support therapeutic-patient 

care and those people ~ho are not firmly committed to this mandate. 

Senior psychiatric nursing assistants directed almost all of their 

statements toward the head nurse. In fact, of the one-hundred thirty-nine 

corrnnents made by seniors concerning ward policy, ninety-t'rV'o involved 

dialogue with the head nurse. With the exception of a few s ta tements 

directed towards the psychiatrist, a majority of the remaining corrunents 

were directed towards nursing assistants, in an effort to find support 

for their criticisms of ward policy. 

The flow of comments issued by child care workers, with the 

exception of some exclamatory remarks directing their disagreement or 

hostility towards nursing assistants (twenty statements) , were directed 

tm\'ards professionals in the ward (see Olart 9). 

Olart Nine illustrates, most of these comments were directed 

towards the psychiatrist. These statements were issued in support of the 

psychiatris t' s sugges ted line of action towards the dis tribution of labour 

in the \-lard and the treatment mandate in general. Unlike the other 

pararn~dicals in the ,..ard, the child care workers expressed their opinion 

about ward policy several times, in dialogue with the psychiatrist. 

The social ' .... orker and occunational therapis t directed two -hundred 
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eighty comments (out of a total of four-hundred twelve) towards the 

psychiatrist, ninety-three towards the child care workers and none towards 

the head nurse (see Chart 10). 

The social worker's and occupational therapist's statements 

supported issues that would contribute to the goal of creating a 

therapeutic milieu in the ward. The very small number of comments directed 

tmvards nurses and the fact tha t none were spoken to the head nurse, 

illustrated a constant theme in these meetings. This pattern of social 

interaction (also present, with minor variations in the direction of child 

care workers' comments), shows a significant division between custodial 

and therapeutically oriented staff. Furthermore, this flow of communication 

and particularly the low level of interaction between these people will 

continue to reflect upon the pattern of negotiation in this ward. 

The analysis of the data presented in Charts Three to Ten illustrates 

the flow of communlcation among members of the staff. This network of 

communication clearly indicates the pattern of social interaction that 

evolved during fourteen lard policy meetings. For example, the bond 

between nurses and head nurse is far more apparent than bet~een these 

people and the child care workers, social worker and occupational therapist. 

The data also suggested that nurses responded tmvards the head nurse and 

psychiatrist in terms of the traditional authority hierarchy that they had 

previously experienced in the ward. Unlike child care workers, social 

worker and occupational therapist, these people spoke primarily When 

addressed by others and they did not issue strong supportive comments to 

the psychiatrist. The dichotomy between staff Who openly supported the 
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psychia tris t' s therapeutically oriented line of action and those \..no 

were not finnly committed to this approach was also apparent in this 
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analysis. The degree of social interaction between these people was very 

low and as the following discussion will show, the network of communication 

proved highly problematic for memhers of the staff. 

2. Ward policy meetings: an example of patterned 
social interaction 

The impact of the pattern of social interaction described above 

will be considered, as the substantive content of this interaction is 

examined. At th is po in t, we are ready to carne to tenns ,~i th a major 

focus of this chapter, that is, an analysis of people's interpretation 

of their function wi thin the context of a psychiatric team and in 

particular their participation in the ongoing negotiating process. An 

analysis of their definition of everyday life in a psychiatric treatment 

setting will be presented in this way. 

The following exert from the second ward policy meeting presents a 

frequently repeated pattern of interactio~although of course the specific 

content of the discussion varies with the issues under discussion. The 

discussion opened with the psychiatrist explaining various procedures for 

people to follow during visiting hours in the ~rd, as there were, 

according to the psydliatrist, several changes to he made in line with the 

new teamwork policy. For example, under the previous set-up in the ward, 

visiting hours were organized and supervised by the social worker, 

psychiatrist and head nurse. This however was to change in order to 

involve everyone in the ~rd ''lith patients' families so that, 

••. you too (reference was made hereto paramedical 
members) can have the opportunity of observing the 



child in relation to his family. This experience 
shculd provide you ,vith valuable infonnation 
that should help you understand some of the 
reasons why the patient behaves as he does. 
(1, Psychiatrist) 

The psychiatrist paused at this point and possiblY since there were no 

comments she decided to continue to elaborate the merits of such an 

alteration in routine and to explain some of the incidents and behavioral 

sequences staff should " ... be on the look-out for ... " (1, Psychiatrist), 
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during these vis its. There were a few mumbled comments among paramedicals, 

however, after one or two minutes the psychiatrist asked for their opinions 

regarding this new plan. As opinions were not forthcoming the psychiatrist 

added that, 

It would be a great help if 
this matter openly and some 
be readled in terms of \vhen 
might be put into action. 

everyone would discuss 
kind of decision could 
and how this new plan 
(1, Psychiatrist) 

This request initiated a brief dialogue between child care workers and 

the psychiatrist 'with the fonner expressing their support for this plan 

and also suggesting that perhaps some kind of rotation system might l:e 

worked out among staff so that everyone ¥.QuId have this opportunity as 

often as possible. As one child care worker added, 

This will give us an excellent chance to vie~ the 
child within the context of his family relation­
ships and possibly will provide further valuable 
clues about the sources of the patients' illness. 
(5, CCW) 

Still, no comments were issued by the largest body of staff to be 

affected by this change. After another two or three minutes of silence 

the psychiatrist referred by name to several nursing assistants with 

the following results. 



I don't really mind one way or the other.... (12, PNA) 

It seems O.K. to me .... (18, PNA) 

I guess its alright .... (11, PNA) 

One person did however elaborate her position in the following way. 

To some extent I think this is going to cause a great 
deal of confusion all way round. For one thing, we 
don't know the kids parents and for another what are 
we supposed to say when they start asking a lot of 
technical ques tiOTLS about their kids. (After a 
brief pause, this member added the following) Besides 
who's going to take care of our other routine chores 
in the ward ,.mile we're with the vis i tors? (12, PNA) 

One of the senior psychiatric nursing assistants added a brief comment 

directed towards the head nurse, to the effect that this would require 

changes in work schedules and would also place an extra responsibility 

... on the shoulders of nurses ~ho it seems to me 
already have their hands full with the kids 
never mind having to deal with the parents as 
well. (7 , PNA) 

As was frequently the case during ward policy meetings, I observed 

an almost constant lOW-key conversation going on beuveen clusters of 
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staff seated arolrnd the meeting table. There was one noticeable difference 

regarding this observation between nurses, child care workers and 

professionals. The latter Uvo occupational categories eventually verbalized 

the results of their interaction, whereas nurses did not appear prepared 

to do so. As this pattern was particularly apparent during the course 

of the meeting described above and since the main issue under discussion 

called for nurses' acceptance of the concept of teamwork as a therapeutic 

instrtnnent, I decided to construct a follow-up investigation of their 

interpretations of the actual outcome of this meeting. 



3. Sharing clique membership: an infonnal 
network of social interaction. 

Before continuing with the discussion concerning visiting hours 

ln the ward, a brief digression will be necessary in order to place 

the analysis into perspective. 'fhis 'viII include a description of clique 

fonnation in the ward. During the course of fonnal interviews \Vith nurses 

I noted that, with tlVo exceptions, one senior (9) and one nursing 

assistant (16) , people divided personnel into several small groups (see 

Chart 11), as one person stated, 

This \Vard is divided into several cliques with 
almost no connnunication betlveen members ,mo 
don't belong to your clique (14, PNA) 

It was also noted that the pattern created by people in their description 

of the groups was very similar and in each case three members 'were 

described as not being a part of any of these small groups (9,10,16). 

It soon became apparent that members' interpretation of the concept of 

teamwork las closely related to those people lvho shared membership in the 

same clique. This membership provided an individual with support and was 

also attributed by staff to be a resource for picking up cues regarding 

their interaction with others in their social milieu. This kind of 

experience will be taken into account in the follo\Ving discussions 

concerning people's construction of social reality and hence the process 

of defining everyday life in a psychiatric setting. 

A general over-view of the data concerning clique membership 

indicated that there were one or tlVo outspoken members, lmo appeared to 

express an opinion on almost every topic discussed during ward policy 

meetings. This included in Group A, nurses 19 and 13, in Group B, child 
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care workers, 5 and 6 and in Group C nurse 7 was the most frequently 

outspoken person. Group D provided somel...nat of a variation to this pattern 

in that its membership was composed of professional personnel, whose 

contributions to the ongoing social interaction in the meetings was 

fairly evenly distributed among the head nurse, social worker and 

occupational therapist with the exception of the psychiatrist lmose 

verbal communications far out-numbered the others in the group. 

After the ward policy sess ion descrilxrl alxJve I disQ.lsS ed its rutmne with rom 

person in attendance and also with those people, ,mo owing to shift 

schedules, were absent from the meeting. Beginning with w~is latter 

group I became alvare of the full impact of the previously defined 

clique fonnation in the ward, particularly, in terms of how the infonnal 

network of social interaction provided these people 'vi th infonnation 

about the content and outcome of the issues discussed during the 

meeting. As the follow-up extended to include those nurses who had 

attended the meeting it was apparent that absent nurses utilized cues 

offered them by those who shared membership in the same Clique. In this 

way, the data provided further evidence regarding people's recognition 

of self and others' membership in cliques. The following analys is will 

illustrate the content of people's evolving social interaction within 

cliques as a means of grappling with the concept of a psychiatric team 

and hence nurses' interpretations of everyday life in the ward. For 

example, in terms of outcomes, two fundamentally contrasting positions 

were viewed by absent staff as having evolved through the course of the 

meeting. One nursing assistant explained that she had received reliable 

information from a friend that, 

We're going to get an equal chance to share an active 
role in the patIents' therapy by visiting with the 



children's parents and talking to them about their 
relationship with their child. (17, PNA) 

\\hen asked whether or not this task offering (Strauss et al: 1964, p. 142) 

was a good idea this person replied that she Has " ... very proud to be given 

the opportunity of participating in the ward on an equal level with the social 

worker and psychiatrist." (17, PNA) She added hastily however, that this 

" ... would likely cause a lot of trouble in the ward ... " (17, PNA), as there 

were certain staff whom she named that probably would not go along hl. th this 

new aspect of the job. l'ihen as ked to explain '\\d1y she thought thes e others 

migh t object to this kind of team approach to handling vis i ting hours wi th 

parents she replied as fol1mvs. 

There are always some people who like to Cat.Lse trouble 
and \\~10 seem to be against things just for the sake 
of being difficult. For myself I like to at least 
try and go alon~ 'vith things so it at least looks as 
if everythIng is gomg on asl1S----SUpposed to. (17, PNA) 

As with the discussion recorded above, the following conversation 

with a senior took place several hours after the meeting under study and 

after shift changes had occurred in the ward. When asked \·;hether or not 

he had been iriformed about Hhat had been discussed during the ward policy 

meeting, an interesting aspect of the patterning of interaction in the 

ward became apparent. This person, like all those also absent from the 

meeting, did not turn to the report Hri tten by the psychia tris t in order 

to determine the events of the meeting. 1 Instead, as the fol1o~ing examples 

1 
Fol1owing each \vard policy meeting the psychiatrist '\\'Tote a report 
summarizing the issues discussed and the final outcome of the meeting. 
Strong consensus existed among nurses that these reports were " ... almost 
useless, since you need a dictionary to read them. I ! (11, PNA). Or as 
another person elaborated, "the report simply includes the psychiatrist's 
opinion about what happened. For example, the way she \;rants us to think 
about certain things is the way she writes up the report." (19, PNA) 
It appeared, ti1erefore, that a majority of nurses found the content of these 
reports to be of little value during the course of daily action in the 
ward. 



will confinn, nurses relied upon their "friends" or "other people who 

share my way of looking at things" to provide them with infonna tion 

necessary, firstly, for their understanding of the course of events and 

secondly, for the construction of a judgement regarding the meaningfulness 

of these issues in relation to their job perfonnance. 

According to this senior it is often difficult for nurses \\ho work 

the evening shift to be well infonned about many kinds of activities 

that occurred during the day. 

Its useless to try the report book since its written 
by the Doctor and almost impossible to read, never 
mind understand. (8, Sr. NA) 

I then asked if he had been infonned by anyone about the content of the 

discussion that had taken place earlier that day. The reply indicated 

that such information, although it should have been offered by the head 

nurse, had eventually been supplied by a fellow senior \vho " ... clued 

me in as she was rushing around trying to get ready to go off duty." 

(8, Sr .NA) The content of this meeting was interpreted in the following 

way. 

Its the same old story. l'le get this lecture about 
sharing responsibility and acting like a te@n but 
wha t is really happening is that we get the work 
piled on us \\tlile the Doctor and the others 
(reference was made here to professional members) 
sit back and talk about how things should be 
done.... (8, Sr. NA) 

When asked what he intended to do if their participation became mandatory 

this senior replied that he would accept this, 

I'm not going to worry about it since there isn't 
anything I can do about it. Anway I suppose 
when the time comes I can always go through the 
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motions like the others or try to find something 
else to keep me busy dunng VIS I tIng hours. (8, Sr. NA) 

Contrasting the position expressed above, by the senior, is the 

following one illustrating nursing assistants strong opinions regarding 

the perceived imposition on their already heavy task load. 

At first I couldn't believe it when (member 12, PNA) 
told me about this new scheme. As if we don't 
have enough to cope with already, we'll have 
to face parents now too. I'm certain its just an 
excuse for the Doctor to pass the buck onto us 
and to get out of some work at the same time. 
(13, PNA) 

It really hurns me up hearing about this new plan. 
Its just one more way the Doctor has of pushing 
her tasks onto us. Everybody knOHS she doesn't like 
to be bothered with parents anyway. (15, PNA) 

I wasn't all that surprised when (member 19, PNA) told 
me about \\hat happened in the meeting. This kind 
of th ing is ah:ays going on around here. Pass ing 
the buck seems to be the psychiatrist's favourite 
pastime -- we get more work and those in power sit 
back and waste time observing 1mat IS going on. 
(14, PNA) 

In order to show the growing consensus among nurses with regard 

to visiting hours and the more general concept of temmvork, I would like 

to return briefly to the psychiatrists referral to nurses (11,12,18), 

during the meeting in 1vhich visiting hours were discussed. These nurses 

were requested to express their opinion of the new visiting scheme and 

in return replied with brief one-sentence remarks. l\hile these comments 

appeared to reflect a fairly positive interpretation of the scheme, it 

seems more likely, \\Then the following quotes are considered, that nurses 

replied as they felt the psychiatrist wished them to. When each person 

was questioned privately the following day, the results indicated that in 
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two cases these public remarks were substantially altered. 

I'm sick and tired of having the high and mighty 
(reference was made here to professional memhers 
in the ward) pass their tasks onto us and calling 
it sharing responsibility. TI1ey should remember 
how we were trained and \.my we were hired in the 
first place. (12, PNA) 

Sure I think its unfair especially since all we end 
up with is more work. In any other normal ward 
I've worked in, vis i ting hours have always been 
taken care of by the Doctor and Social Worker. 
(ll, PNA) 

When the researcher reminded each of these members that their present 

position was some\.mat different from the one they had expressed during 

the meeting their responses were fairly similar as the following 

indicates. 

For one thing , I've learned that it does very 
little good to express my real opiniops as there 
seems to be Ii ttle willingness on the part of the 
psychiatrist or head nurse to accept any of my 
suggestions. On the other ha.'1d they might think 
I'm incompetent. In either case, its to my advantage 
to go along with the game .... (12, PJ'-lA) 

If we disagreed it would only result in more useless 
discussions since things inevitably work out the way 
the psychiatrist and head nurse want it. Frankly, I 
just can't be bothered, its less trouble this way 
and I can't lose my job. (11, rNA) 

Like the nursing assistant (19, PNA) \vho expressed her opinion 

(although this was stated in a fairly cautious manner as will be indicated 

belmV') during the meeting, the people above made specific reference to 

this increase in job tasks as a means of "passing the buck" on the part 

of the professionals. This increase in their task requirements created 

has tility among nurses, since they felt that this demand was illegitimately 

conceived on the basis of the psychiatrist's catch-all statement, 
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... in order to exist fruitfully within the context 
of a therapeutic milieu members must join 
together as a psychiatric team and learn to share 
equally in the responsibility involved in 
treatment. (1, Psychiatrist) 

Similarly, during a private interview with this nurse (19, PNA), it became 

apparent that her opinion als o evolved from a more hostile interpretation 

of the situation. The depth of hostility felt by this nurse was masked 

in the public meeting for fear of reprisals, not only from therapeutically 

oriented staff but also out of fear of " ... being ridiculed by members of 

the other cliques in the ward." (18, PNA) Certainly the increas e in 

tasks was viewed as an imposition and "'hile this member did not wish others 

to view her as " .•. an incompetent nursing assistant" , she also admitted 

that, 

You can't be too careful around here if YOU want to 
keep your job.... This fact is always on my mind 
~hen I do speak out during meetings so I tend to 
avoid most of my real feelings .... (19, PNA) 

As noted earlier, there were three paramedicals "'710 not only 

excluded themselves from clique membership but ,-mo were also viewed by 

others as " •.. not belonging to any particular group in the ward." 

(17, PNA) These nurses were each approached within the next three days 

(the three day delay in contacting one nurse (9) was caused by illness on 

the part of this person), in order to determine how they were informed 

about the issues discussed during the ward policy meeting and their 

interpretation of the psychiatrist's determination to alter routine 

visiting hours procedures. The two nursing assistants involved had 

received very little information concerning this new ward policy. In fact 

they both indicated that if their days off duty coincided with policy 
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meetings it was very unlikely that anyone would take the time to provide 

information regarding alterations in ward routine. One nurse stated that 

since she refused to take sides in debates between the various cliques 

in the ward, she was usually excluded from informal conversation, 

• .. however , I get along pretty well with the others. 
I just do my job and mind my own business. 111is way 
I don't get involved in any big squabbles and the 
others don I t bother me too much. (16, PNA) 

This interpretation of the situation was similarly shared by the other 

nursing assistant, who felt that ,..nile she did not always hear the 

latest news, she eventually picked things up and by, 

... not getting involved in the ward I manage 
to keep on fairly friendly terms with everyone 
and stay out of trouble with the psychiatrist 
and head nurse at the same time. (10, PNA) 

Considering the specific issue at hand both nurses were aware that they 

would now be expected to interact with parents and children during 
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visiting hours and both appeared to accept the situation as " ... just 

one more task to be done" (10, PNA) and " ... not worth complaining about 

since we wouldn't get anY''vnere anyway. f I (16, PNA) 

The senior nursing assistant corranented that in general the situation 

was very difficult, since she felt that she was often in charge of the 

ward, while not always fully informed about new policies that were to be 

put into practice or old tasks that were to be discarded. 

Even though as senior I'll be in charge of the 
ward during visiting hours the head nurse never 
bothered to fill me in .... I jQst happened to 
hear the gossip by accident. (9, Sr . NA) 

When asked to express an opinion on this situation the senior appeared 

to hesitate and finally stated that while the psychiatrist might think 
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its a good idea " ... 1 think that its just an excuse to place more duties 

with nursing staff." (9, Sr. NA) However she continued by stating that 

she would do her part in the new scheme II ••• because its so much easier 

and more practical than starting trouble. II (9, Sr. NA) 

The pattern of social interaction examined ahove was apparent, 

with only minor variations, owing to shift schedules, on each occassion 

following ward policy meetings. The data indicate that staff relied 

to a large extent on their informal contacts in the ward in order to 

collect infonnation about what happened during their absence from a 

particular meeting. At the same time, members internalized cues through 

this network of communication, that provided a basis from l-hich to construct 

a working definition of action during the course of everyday life in the 

ward. The descriptive analysis presented above also elaborated the processes of 

role-taking (Turner 1956: , 316) and role -making (Turner , 1962: 

22) that people experienced in social interaction. This discussion 

also indicated the interrelation between people's interpretations of the 

psychiatrist's attempts to initiate several changes regarding their job 

performance and significant others l.mO are defined as sharing clique 

membership. 

D. People's Attempts To Demonstrate the Existence of 
Orderly Social Interaction: An Evolving Definition 
of the Si tua tion 

The following discussion will illustrate how people operate under 

the formal auspices of a therapeutic milieu mandate, while attempting to 

incorporate their individual and in some instances shared view of social 

reaH ty. In order to do this, vis i ting s ess ions will be cons idered once 



more, as well as other examples, with regards to the pattern of social 

interaction amongmemhers of the staff. 

Before presenting specific exa~les from the data, the follmving 

will briefly outline some general trends found in the fieldnotes. 

Possibly the most noticeable characteristic appeared once more in tenns of 

people's shared participation wi thin the framework of their small group 

membership. For example, underlying paramedical's actions there existed 

a degree of uniformity recognized by the members themselves as evolving 

on the basis of shared membership in the same clique. That is, individual 

interpretations of various kinds of formal policy remain uniform wi thin 

the boundaries of each of the cliques. As a majority of social interaction 

occurred among members of the same clique, it follows that they relied 

to a great extent on small group consensus in order to create a base upon 

which their interpretations of social reality might evolve. For example, 

the processes of role ~aking and role-making that people experienced in 

interaction with their significant others provided a framework within 

which their role enactment (Sarbin, 1954: 225) could be 

derived. In this way the data will indicate that staff utilize mechanisms 

of consensus and support from wi thin their small social network as a way of 

sustaining some kind of uniform interpretation of the hospital ward, as 

treatment setting and '<lork milieu. In this way they view the ongoing 

social interaction between people in other cliques from within a relatively 

cohesive framework that continually reaffirms their interpretation and 

definition of everyday life. The data will show that with the support of 

one's nebvork of shared social interaction, people appeared prepared to 
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at least create the pretense of orderly social interaction among the 

membership of the various cliques in the ward. In fact, their attempts to 

demonstrate the existence of orderly social interaction was an evolutionary 

process and over time, one that contributed to people's definition of the 

situation at hand, both in terms of the nature of treatment offered 

residents and their interpretation of the milieu as a work environment. 

In this way the data will show that some degree of social order was sustained 

among people in the ward , although as indica ted throughout the thes is, the 

relationship here to the officially ascribed social order was indeed a 

precarious one. 

1. Visiting sessions: paramedicals' attempts to 
operationalize a major task offering 

The discussion concerning staffs' participation in the ward 

during visiting sessions will be prefaced by a brief explanation of the 

outcome of the meeting in which this new scheme was proposed. As the ward 

policy meeting was coming to a close, I noted that no formal count was 

taken of people's opinions, nor was it made very clear that the proposed 

alterations would hence forth constitute new ward policy. After an 

informal conversation with the psychiatrist and separately with the head 

nurse, it became apparent that they expected the new policy to begin 

innned:ia tely . In fact, the head nurse had already requested one of the 

seniors to re-write the work schedule for the following week-end 

incorporating paramedicals in the list of staff to be present during 

visiting sessions. 

In order to illustrate how staff interpreted and operationalized 

their participation in visiting sessioI~ I observed thirty-five, one hour 



sessions, with the following results. During visiting hours, "'hich 

consisted of one hour Saturday and Sunday afternoon and one hour Wednesday 

night, paramedicals always represented a majority of personnel present 

and on nineteen occassions professionals were absent from tllese sessions. 

As the following chart illustrates professionals attendance was clustered 

primarily at the beginning of the period of observation and gradually 

diminished such that the final ten sessions \'Jere attended only by 

paramedicals. (see Chart 12) ConSistent with this observation the data 

illustrated paramedicals increasing hostility (directed particularly 
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towards the psychiatrist and secondly generalized to include the therapeutic 

treatment mandate), towards the demand for their compulsory participation 

in vis i ting sess ions. Observations drawn regarding their express ions of 

hostility were almost always accempanied by statements indicating their 

decisions that, 

••. nothing can be done to change things so I try 
to do things my way and "'hen I can't get away 
with it I usually pret end to do \\hat I think 
others expect me' to. (15, PNA) 

During the sessions wnere no professional people were present 

paramedicals frequently ushered the children and their visitors into the 

ward cafeteria or one of the dayrooms, locked the doors behind themselves 

and retreated to the nursing station. In fact, other than very brief 

introductory comments bet\'Jeen these people and relatives (with the 

exception of child care workers and two psychiatric nursing assistants), 

only forty-one incidents occurred which resulted in dialogue between 

nurses and relatives. It was also noted that on eleven occassions nurses 

initiated interaction in order to determine information regarding residents' 
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clothing or ,.men the child would be going on an outing with parents. There 

appeared to be little attempt made, on the part of tilese staff, to engage 

relatives in interaction ~hich might provide them with further information 

concerning the residents' social history. On the other hand, regardless 

of ~o else might be present, the four members excluded from tile above 

observations (4,5,18,17) iniated interaction "vith the visitors, " ... in order 

to act in a manner conducive to open communication bet\veen parents and 

staff." (5, CCW) For these people the opportunity to interact with 

visitors was utilized as a means of collecting information" ... that might 

help me understand why a patient is here and at the same time give me some 

idea about how to fulfill his emotional and phys ical needs." (17, rNA) 

Unlike a majority of nurses ~o retired to the nursing station ,.mile on 

duty during visiting hours, these people remained visible to the visitors 

and appeared to interact 'vith them as frequently as possible. 

(i) A contrast in interpretation between nurses 
and child care workers 

The follmving represents a series of statements issued by 

paramedical members "Ii thin the firs t six sess ions observed and is included 

here to indicate their interpretation of their recently acquired duties 

regarding visiting sessions, and also to show the contrast in interpretations 

among the membership of the various cliques in the ward. 

l"then I'm in charge of tile ward I don't mind 
what goes on or doesn't go on between staff and 
parents just as long as the staff cooperate 
when the psychiatrist is on duty so everyday 
lookS O.K. (7, Sr. NA) 

I don't plan to get tough with the staff. They 
already have too marry tas ks to perform as it is. 
What is important to me is that everything looks 
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. good \'menthe VIsItors arrive or the psychiatrist 
and head nurse are around . (8, Sr. NA) 

Both nurses referred to above recognized the psychiatrist's intention 

regarding participation bet"een personnel and visitors as an opportunity 

for learning more about the res ident ~ however, as the s ta tements indicate 

they are not prepared to enforce this demand as long as, 

... nursing staff behave as they 're supposed to 
"'hen somebody important comes around to see the ward 
and how it is oper ating. (Reference Has made here to 
the psychiatrist and head nurs e) (7, Sr. NA) 

During the first six sessions observed, nurses expressed a considerable 

amount of uncertainty regarding how they should act in the ward. However, 

as the following will illustrate, they described their situation as " . .. a 

very unsatisfactory predicament to be in." (15, PNA) 

••. I'm not sure how we can get around this 
situation as yet but you can be sure that I'm 
not going to automatically accept this added 
burden jus t becaus e the psych ia tris t thinks 
it might be a useful exercise. (14, NA) 

Like so many new tasks these days this one was 
dumped on us so quickly we didn't really get a 
fair say in the matter. I guess we'll just have to 
play this one hy ear for a "'nile until we can work 
out some kind of plan .... (19, PNA) 

I'm not exactly sure ,vha t to do right now but I 
do know that we'll probably work out some plan 
eventually.... (13, PNA) 

As with the illustrations noted above, the fieldnotes collected 

during these sessions indicated nursed uncertainty concerning the kind of 

action appropriate in this situation. I!owever, as the fieldnotes also 
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indicated nurses gradually turned to others " ... lvho usually share my outlook 

on things in the ward" (12, PNA), in order to find support for their 



dissatisfaction. 1his kind of awareness developed on the bas is of infonnal 

conversation and represented, once more, people's reliance on others ~hom 

they defined as sharing their view · of social reality. Eventually, as the 

fieldnotes collected throughout the remaining sessions indicated, consensus 

regarding appropriate forms of behavior evolved along n vO major lines. 
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The follo'ring will outline nurses' decisions regarding action) and in response 

to this situatio~Clique B's (5,6,17,18) definition of the situation, 

As soon as I realized there were others ',ho shared 
my feelings on the subject I decided to talk things 
over with them. Now we've more or less ''lorked 
things out so we don I t take this new job too 
seriously. Still , ti1ings run pretty smoothly 
when necessary. (ll, PNA) 

The respondent was asked to elaborate this point with the following result, 

I mean even though people have different 
opinions about things \vhen we have to get 
along in order to put un a good fron t for 
the psyChIatrist or Fiead nurse, staff see~ 
willing to cooperate at least on the surface. 
(11, PNA) 

This observation was inferred by a majority of nurses and represents their 

decisions to cooperate, at least to the point ,vhere they are prepared 

. to demonstrate some degree of orderly social interaction, in order to 

accomodate, in tilis case, the psychiatrist's concern with their 

participation in visiting procedures. As one nurse candidly stated, 

The best way to survive in this ward is to turn 
a blind eye on other staffs' action and not make 
too many complaints. This way others will side with 
you and if necessary cover for you if something 
goes wrong "hen the psychiatrist or head nurse is 
around. (14, PNA) 

There were several incidents of this kind observed during visiting sessions, 

indicating a high degree of infonnal support among nurses. For example, 



they were ahvays ready with a quick excuse in support of a fellow clique 

member, should the psychiatrist or sodal worker appear unexpectedly in 

the \Yard. 

This ne~~rk of informal social interaction, as it evoked support 

among nurses, excluded tlID nursing assistants ,.;ho shared clique membership 

wi th t.~e two child care workers in the ward. There was very little vis ible 

social interaction bet"een these people and those discussed above, and as 
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in many other situations demanding an understanding of the basic premises 

underlying a therapeutic treatment mandate, other cliques appeared to avoid 

contact lvith this one ".ftenever possible. For example, nurses stated openly 

that they preferred to work with their group of children awav from" .. . the 

hawkish eyes of the child care l,orkers ... " (11, PNA), or "outside the range 

of the child care '\Drkers' disapproving glances." (13, PNJ\) During the 

first six sessions Observed, child care workers expressed a high degree of 

dissatisfaction concerning nurses' " ... lack of meaningful interaction 'vi th 

visitors." (6, eel\') In fact one child care worker went so far as to 

state that the presense of nurses in the ward wac; probably" ... detrimental 

to the \..hole notion of theraneutic treatment" (5, COl), since they refused 

to cooperate with the psychiatrist's request " ... to mingle with parents and 

to involve parents and children in interaction condusive to therapeutic 

treatment." (5, ee1\1) As noted above, these people altered their behavior 

very little in relation to the presence or absence of professionals; 

however, a noticeable change did occurr regarding their interpretation of 

nurses' action as they continued to experience visiting sessions in the ward. 

Whereas the range ofcomrnents issued in the first few sessions tended to 



express hostility towards nurses' action in the ward this focus gradually 

altered as the following remarr--s illustrate. 

l've got to the point now 1.mere I don't really 
care • ..hat the others do in the ward, I feel we can 
do very little to change ~~eir basic custodial 
orientation t01<Jards the patients so I'm prepared 
to try and ignore them as much as poss ible .... 
(5, CC1\T) 

The ",ray I look at it, life in the ward mus t go 
on, so if this means ignorin(! others behavior 
with patient~ Instead of gettlng into an argUffient 
that ml,ght develop Into some kind of crisis I'm 
prepared to do i t -. (6, CeI'J) 

~hat goes on during visiting sessions is typical 
of the \.mole a tti tude nurs ing staff have towards 
patients. I just try to avoid the other nurses 
as much as poss ible and hope that they won't 
interfere with the way I want to do my work. 
(17, PNA) 
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Further evidence of this shift in focus can be seen in tenns of the 

following kinds of observations. Several attempts were made by these 

people (17 ,18,5,6), to encourage nurses to actively participate with 

visitors and on several occassions during the first few sessions, child care 

workers offered verbal suggestions to others regarding their action with 

relatives. This kind of action, ho\\ever, did not envoke lengthy social 

interaction between paramedicals and it soon became apparent to people in 

Clique B that this was not, according to nursing assistants, an acceptable 

form of behavior on their part. In response to this situation, child care 

workers and the nursing assistants involved in this small group gradually 

began to avoid contact with others \vhile on duty. Although this kind of 

avoidance was noticeable throughout the course of everyday life in the 

ward, visiting sessions provided an interesting example of the lack of 
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reciprocal support beh:een members of the various cliques. During these 

sessions nurses would put off informing child care workers that a particular 

resident's parents had arrived or that the psychiatrist or social worker 

wished to see them about one of the residents and his family. Also, 

nurses frequently created embarrassing situations for these people, such as 

sending one of the children from their group on an outing 1..hen the visiting 

list indicated that his parents would be arriving that afternoon. .Another 

example of this kind often occurred during a Wednesday evening session, 

when nurses 1<lould send children to bed, even though they were supposedly 

under the supervision of one of these people, so that 1,hen his parents 

arrived apologies had to be made for the child's absence and the child 

care worker had to leave the room to redress the child and bring him 

dmmstairs once morc. \Vhile these incidents occurred with frequent 

regularity, that is, at least once during each session in which this group 

was participating , child care workers gradually evolved a way of coping 

with unexpected difficulties. 

As these members of Clique B defined particular areas, such as 

those mentioned directly above, as problematic, they reacted by turning to 

others wi thin their group for support concerning the way in \'Jhich they 

attempted to interact with visitors and also as a means of reaffirming 

their fundamental interpretation of the nature of a therapeutic treatment 

mandate. At the same time there was a marked decrease in the flow of 

advice from these people to other Jlursing assistants in the ward as the 

following representative statements indicate. 

I've given up tryjng to change things around 
here. Now I rely on my small group of friends 



for support and ignore the others as much as 
possible. Really, this is the only way any 
kind of treatment will get done.... (5~ CCW) 

I'm through ".,rorrying about all the problems 
in this ward and that includes trying to give 
hints to other nursing assistants as well. 
I've come to the conclusion that as long 
as we s tick together and support each other 
then He can get on with the work at hand and 
ignore the others as much as poss ib Ie. 
(18, PNA) 

170 

Gradually they began to concentrate their efforts more firmly on the notion 

of providing a therapeutic experience for the group of children under 

their supervision, rather than trying to convince others of the validity 

of their actions and the newly ascribed treatment program in general. This 

shift In focus can be seen in the following comment issued by one of the 

child care workers in the ward. 

Over the las t few weeks an un'~Ti tten agreement 
seems to be developing, they (Reference li as 

made here to members in Cliques A and C) ignore 
our attemnts at providing a e1erapeutic eA~erIence 
'for patIe~ts and we aVOld their negatIve influence 
in the ward as nlUCFl as possible . (6, CCI'!) 

When asked to elaborate upon the nature of this un~itten agreement, this 

person continued by referring to the situation as one ,.;here most people 

recognized the division in the ward along the lines of those lvho supported 

traditional treatment methods and those who appeared to accept a more 

therapeutic orientation towards treatment. With this being the situation , 

this person concluded that, 

... most staff in the ward would now go to 
great lengths to avoid any kind of contact 
wi th members of OppOS ing cl iques . (6, CCW) 



Cii) Orderly social interaction: the nature 
of an unwritten agreement 

, ,.,1 
~I.L. 

The field observations collected during the latter half of the visiting 

sessions attended substantiated this interpretation of the situation, that 

is, very little social interaction occurred beuveen people from Clique A. 

and C and those operating within Clique B. There was almost no contact 

observed beuveen these cliques in terms of actually cooperating in group 

therapy with children and relatives. In fact, nurses continued to retire 

to the nursing station while the people in the latter group tried to 

cope with these sessions on their own. A pattern very clearly evolved during 

visiting sessions, to the point where stages can be drawn regarding the 

neuvork of social interaction that developed through the course of observation. 

For example, the initial decision to relate the concept of teamwork to 

the visiting scheme created a high degree of hostility among certain 

nurses in ·the ward. This in turn was countered by members in Clique B 

when they expressed their acceptance, in principle, of this formal 

elaboration of the concept of psychiatric teamwork. In fact, they were 

,prepared to go to considerable lengths to " ... win over the other nursing 

staff. ... " (5, CC1\1), and to legitimate their own actions by attempting 

to convert " ... those members of the staff who maintained a more traditional 

attitude towards the dichotomY between professionals and non-professionals 

in a hospital setting." (6, CCW) This approach to the situation altered 

as they gradually came to view their efforts as a was te of valuable time 

and also as one nursing assistant remarked, 

We stopped worrying about their activities with 
the children and concentrated our efforts within 
our own group, with the hope that they too would 
adopt a more live and let live attitude towards our 
interpretation of teamwork. (17, PNA) 



This notion of laissez-faire was apparent not only among these people 

(Clique B) but was also reciprocated on the part of other nurses whenever 

possible. Again utili zing visiting sessions as an example, tile nUmber 
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of encounters beuveen people substantially decreased, including the number 

of events defined by thos e in Clique B, as others' efforts to sabotage 

their attempts to participate in ~~erapy sessions with t.~e residents and 

their visitors. 

The observations recorded at this time suggest that this particular 

pattern of social interaction evolved on the basis of paramedicals' 

interpretations of the need to demonstrate some kind of orderly participation 

in the ward, especially when they were visible to those defined as 

authority figures, that is, professional staff. In order to comply with 

this evaluation of the situation, nurses candidly acknowledged that if 

they believed their jobs could be £innly secured by their efforts, then 

they would be willing to go through" ... the motions required to create a 

peaceful front. .. ". (19, PNA) At the same time if people believe it to 

be to their advantage to seemingly cooperate with those in Clique B, since 

it was recognized that this latter group was " ... somehow more in line with 

the psychiatrist's ideas about treatment or at least they pretended very 

effectively to be so ... " (8, Sr. NA), then this kind of interaction would 

be consciously developed. Paramedicals' decision to demonstrate orderly 

social interaction, while on duty in the ward, had mUltiple 

repercussions. For example, nurses would feign an active interest in the 

new treatrnent mandate, when they felt the situation called for this kind 

of action, that is when the head nurse or psychiatrist was present In 

the ward. At the same time they would make every effort .to avoid 
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the psychiatrist, in order to continue doing the kind of things they defined 

as their occupational function regarding the residents' treatment. The 

consensus of nurses' opinion on this point indicated their concern Hi th 

sustainLTlg , ,,!henever possible, their fundamental ideological perspective 

regardjng treatment procedures. In this case, this included a passive, 

custodial orientation to treatment. In this way they hoped to maintain, 

some aspects at least, of the traditional medical hierarchy 

and hence distribution of responsibility for treatment among 

staff. In order to have the opportunity to perform as they wished nurses 

the 

appeared willing to negotiate a compromise with the people in Clique B. 

To a large extent this was based on staffs' mutual decision to live in an 

environment conducive to the pragmatic development of a working 

compatibility (Goffman, 1959 9) among people, that would in turn 

legitimate the lack of social interaction between certain cliques. This 

was particularly apparent in terms of their day to day performance with 

the children "where staff expected, in return for their cooperation, 

reciprocal responses from others, especially in the presence of the 

psychiatrist or head nurse. With this being the case a situation 

gradually evolved, 

... in which our jobs are secured and child care 
workers and their supporters can go on ~rking 
like crazy trying to cure the kids and impress 
the psychiatrist. (7, Sr. NA) 

In this way some semblance of orderly social interaction was sustained in 

the ward 'vhile at the same time people continued to negotiate a situation 

in which they could avoid an existence too prone to crisis upon crisis. 

Also, for nurses the practical advantages included an opportunity to avoid 



prolonged contact with the psyd1iatrist in tenns of receiving lengthy 

lectures concerning therapeutic practice in a psyd1iatric ward. At the 

same time, nurses learned to avoid situations that "ould result in advice 

offering by people in Clique B. 

There were several situations l,rhich involved a confrontation 

between staff regarding some activity with the children, or some 

alteration in the daily routine. In fact, in eleven out of thirty-five 

visiting sessions a.ttended, observations were made to this effect. There 

were of course a variety of other occassions in the ward in 'Yhich sud1 

situations could also be viewed. Usually when people became involved in 

a heated discussion there developed a point beyond negotiation, at whid1 

time tileir action indicated an abrupt retreat from participation in the 

ongoing dialogue and hence an end to social interaction. On almost every 

occasion observed tile situation resolved itself "'hen individuals 

retreated to the confines of their support group. As stated previously , 

these small groups not only provided support for people's accumulated 

174 

stock of knowledge regarding treatment procedures, but as illustrated above, 

. they served as a useful social outlet for the release of tension and 

frustration with others in the ward. Through this process of external 

validation (Turner in Rose: 1962, p. 31) people's definition of the 

ward setting was sustained. 

2. Activity program: A contrast in interpretation 
beh.een nurses and d1i1d care workers 

In order to comply with the basic premises underlying the recently 

ascribed treatment mandate, staff were divided into small groups by the 

psychiatrist and placed in charge of anywhere between four and six d1ildren. 



These small groups were created with the intention that they provide an 

opportunity for staff and residents to participate in a variety of daily 
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experiences conducive to active therapy. Paramedicals were also responsible 

for the participation of their group of children in the routine activity 

program scheduled by the occupational therapist as a means of achieving 

one of the major components of active treatment In the ward. The network 

of social interaction among paramedicals observed during ti1e preliminary 

organization of these daily sessions and hlthin the sessions themselves 

evolved in a very similar pattern to the one analyzed above. 

(i) Nurses 

In the early days of the activity program nurses veD' candidly 

expressed their dissatisfaction with the fonnal organization of this 

program and more importantly with the notion that they were compelled, 

..• to take orders from the occupational therapist 
in order to fulfill the psychiatrist's new ideas 
about treatment through tearmvork and the use of 
small groups. (12, PNA) 

As might be expected, senior psychiatric nursing assistants expressed even 

more hostility towards this new program than other nurses, since it 

involved four of their lahour hours each day and lessened their opportunity 

for contact with the head nurse and hence allowed them less time to be 

involved in administrative duties in the ward. This proved increasingly 

problematic for these nurses as there were certain ad~inistrative tasks 

that still remained wi thin their range of occupational chores. Now, 

however, they felt that they were in the aw}avard position of trying to 

fulfill two major functions in the ward. For example, the head nurse 

continued to expect seniors to complete basic paperW)rk tasks and daily 



reports, that had at one time occupied a major portion of their day. 

The psychiatrist; on the other hand, continued to demand full participation 

in the activity program, as seniors contribution to therapy. 

The following statements were issued by nurses within the first 

't\.,ro months of observation in the ward and are included here to illustrate 

their initial misgivings regarding this program and also to indicate ti1e 

direction of these comments, that is, tileir interpretation of the source of 

their dissatisfaction. 

The only thing this new program seems to be 
doing is addin~ a lot of confusion to the '~rd. 
First we're supposed to be nurses and as such 
responsible to the head nurse. Now however, it 
seems as though most of our day is going to 
be taken up Witil these boring activities. I 
also don I t think the occupational therapist has 
any right to tell us ,vhat to do, that should be 
the head nurse's joh. (10, PNA) 

For one th ing, its eems strange to me that 
we should be expected to perform activities 
"'rith the children \\rithout any training. For 
another, it doesn't seem right to me that we 
should be responsible to tile occupatjonal 
therapist. After all, we are supposed to be 
nurses. (13, PNA) 

The acti vi ty program is just another 'VCl'f of 
giving us more ,.,rork to do. Now we have to worry 
about equipment and the fact that we must be in 
certain places at a certain time in order to 
participate in activities. If this is the 
psychiatrist's idea ahout how team11/ork should 
function then something need to be changed 
drastically. (8, Sr. NA) 

In general the fieldnotes indicated that nurses ,.,rere concerned 

With the fact that the psychiatrist's interpretation of team11/ork not only 

demanded an increase in tasks, but also that it upset the traditional 
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organization of the ward. Nurses were now expected to spend a considerable 



portion of the day involved in conducting activities with the children, at 

which time they were responsible to the occupational therapist rather 

than the head nurse. They not only indicated that they felt ill -prepared 

to cope with the instruction of many of the activities (that is, a 

majority of them did not understand how the activities they were performing 

consti tuted t."lerapy), but also that the program demanded action that was 

not interpreted as part of their traditional occupational duties. For 

example, they were now compelled to recogni ze their res pons ibili ty to 

occupational therapist, rather than the head nurse, for their 'vork in 

the activity program. 

(ii) d1ild Care Workers 

Child care workers on the other hand expressed almost limnediate 

approval regarding the idea of an officially constructed activity program. 

Play therapy was a form of treatment readily understandable to them and 

encoura.ged the kind of action that they interpreted as an integral part 

of their job. Unlike nurses who gradually began to express concern over 

the number of hours they were expected to work intimately with the children 

during these sessions, child care workers felt that this was one of the 

most important aspects of the therapeutic mandate, as this time 

represented the only formal treatment offered and residents. Only two 

other paramedicals (17,18) supported this position since they ,too defined 

ward policy as offering very little in the way of actual psychiatric treat-

ment with the exception of these activity sessions. For these people, 

the activity program represented a practical way of keeping the children 

busy " ... and out of trouble in the ward" (17, PNA), "hile also making their 

own job more interesting " ... and peaceful, since we can take our group of 

1 "''7 
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kids off to an activity room and ignore the other members in the ward, 

especially thos e ,\ho think we're was ting our time." (18, PNA) While 

178 

child care workers expressed the nature of their 'vork in theoretical terms 

such as " ... activities that 1vould enhance the therapeutic relationship ' 

between staff and children" (6, COV) , the two nursing assistants mentioned 

above . were concerned with "teaching the kids how to get along with others, 

how to use the toys, how to share equipment. .. ". (17, PNA) However, 

MIen it came down to actually working with the residents, the field 

observations indicated that all four cooperated as supervisors of the 

same group of dlildren (~lis number of staff members being necessary to 

cover the various shifts in the ward schedule) and in fact, fulfilled their 

tasks in very similar ways. They appeared to agree on the notion of 

maintaining the activity program and expressed ~leir support regarding the 

psychiatrist's plan to do so. 

As the period of transition continued and as the field observations 

were recorded, it became apparent once more that a polarization evolved 

among staff as they gradually came to grips with a definition of the ward, 

in terms of their relationship to treatment procedures and as a workplace 

in general. Over time nurses' hostility towards their compulsory 

partic ipa tion in the acti vi ty program increas ed, al though they did not 

verbalize this discontentment during ward meetings or personnally to any 

of the professionals involved in the formulation of the program. A 

majority of the examples concerning this situation indicated that they 

preferred to discuss their dissatisfaction with others whom they felt 

shared their perspective on the developing situation and hence 'would be 



more sympha thetic hl th their problems. This kind of action often occurred 

When nurses removed their groups from the ward on the pretense of doing 

some activity and ins tead the children "ere left on their own to run about, 

While they discussed the situation at hand. The consensus of opinion 

regarding positive aspects of the activity program concerned nurses 

acceptance of the sessions as an opportunity to get off the ward, or at 

least to remove one's group from tile visual range of the psychiatrist and 

head nurse, thus enabling them to do very much as they wished with the 

children. 

While this lack of concern regarding the activity schedule created 

several problems beuveen nurses and child care workers (especially as the 

latter group, including members 18 and 17, supported in principle these 

sessions as a form of tllerapy), there was a noticeable decline in social 

interaction and hence verbal disputes among cliques as the study continued. 

Here again, people referred to the notion of an unwritten rule guiding 

their behavior. This included the idea that if nurses avoided contact "lith 

those Who disapproved of their interpretation of how they should perf o TIn 

in the ward, then they could perhaps safeguard their job, ,vhile at the 
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same time perform as they wished providing they did not disturb others in 

their job performance. With the shared cons ensus of people's support group, 

staff appeared willing to " ... turn a blind eye Where others' job performance 

\<as concerned" (6, eeW), in order to alleviate at least some of the informal 

pressure to conform to the demands inherent in the new treatment mandate. 

3. Professionals respond to this ongoing process of 
negotiation 

To some extent professionals in the ward were well aware of this 
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ongoing process of negotiation among paramedicals in the lvard, and as 

I observed, frequently took part in this process in so far as it was 

necessary for them to take into account this interaction, • .mile performing 

their job in the ward. Their con tact wi th paramedicals was res trained 

and limited to communication defined by them as necessary for the fulfillment 

of their 0\"11 job. As the following analysis will indicate they expressed 

a high degree of concern regarding, " . .. the constant state of flux and 

instability among staff in the ward." (2, OT) At the same time, concern 

seemed to be directed primarily to"~rds that aspect of paramedicals' duties 

that most reflected their O\'m job performance (for example, as teacher) and 

in turn ,<las most relied on by them in order to complete their 0\"11 tasks. 

Ultimately, however professionals indicated during formal interviews that, 

... its up to nursing staff to learn haw to cope 
wi th their prohlems and to eventually work 
them through to a satisfactory conclUsion. 
(1, Psychiatris t) 

In evolving this position they frequently attempted a variety of 

tactics In order to encourage paramedicals to conform, at least to some 

degree with the new treatment mandate. Eventually, hmvever, (with the 

possible exception of the psychiatrist) professionals adopted the idea 

that if contact l<lith paramedicals could he avoided as much as possible, 

then they would be free to adopt a position whereby others' role enactment 

need not interfere with their own job performance. During the final month 

in which the researdl was conducted the social worker st.m1ITlarized her 

relationship with paramedicals as follO\v'S, 

Just so long as the way in which nursing staff 
conduct their tasks and the kind of relationships 
they fonn with patients is not taken as a reflection 



of the manner in ',hich I perform these functions 
I've come to the point where I don't really care 
anymore what t~ey do. I feel that in the past I 
have encouraged these people to develop some kind 
of sensitivity toward therapeutic treatment therefore 
I'm not prepared to be held responsible for ~leir 
actions, especially since I can not force them to 
confonn anY'lfay. ( 4, S\V) 

The kind of isolation that-they interpreted as being essential in order to 

participate as professionals in the ward indicates their determination to 

be absolved from formal responsible for the actions of others. At the same 

time, however, they (including the psychiatrist) asknow1edged their 

" ••• total reliance upon non-professional staff in the \'lard for the 

operation of the daily treatment routine." (3, tIN) 
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Professionals most often presented the activity program as an example 

of this kind of reliance. The psychiatrist acknowledged this program as 

generally providing the only formal treatment offered the children, \,hile 

the occupational therapist adopted this view even more emphatically, as it 

represented the major source of legitimation for her existence as a member 

of the staff. The head nurse also made several references to the fact that 

" ••. in a way 11m respons ib1e for the smooth operation of the acti vi ty 

program since it is conducted by nurses and they come under my 

jurisdiction." (3, I-IN) The social worker also made several references to 

her reliance upon paramedicals to contribute to the improvement of, 

••• the physical and emotional skills of ~le 
children ~lrough the activity program so that 
I can report this progress to the parents and 
the psychiatrist, since these are important 
indicators of the child's social development. 
(4, SW) 

An examination of the responses issued by professionals, concerning 



the relationship bet ween their job perfonnance and the acti vi ty program, 

indicated a strong reliance upon paramedicals. They relied upon 
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paramedicals to operationalize the philosophical goals concerning psychiatric 

treatment, "hile at the same time creating an over ~ll atmosphere conducive 

to therapy. For example, considering the twenty-seven corranents issued by 

them directly relating their own job to the activity program, t\\enty-three 

described this relationship as existing on the bases of paramedicals 

satisfactory job performance in this area. This represents a clear majority 

of each person's responses and as the statements presented above indicate, 

the breakdown of the corranents followed nvo major lines; firstly, concern 

with the legitimacy of one's 0"'11 job perfonnance and secondly; in relation 

to this, concern about others' opinions of one's j oh performance. 

How then do professionals participate in the ongoing net \{)rk of 

social interaction and "hat is their contribution to the "shape" of the 

treatment setting as a negotiated order among people? In order to respond 

to these questions it was necessary to observe a situation in \\hidl there 

was at least some degree of contact benveen paramedical and professional 

staff in the ward. The activity program and ward meetings pertaining to 

this program provided a major source of information. For example, each 

professional issued several statements regarding their relationship to this 

program, with reference to teadling and supervisory duties, as the Tnajor 

way in \\hich they were involved with the program and therefore concerned 

with paramedicals' participation. At the same time, each professional 

expressed his motive for participating in the ward, in these capacities, 

as a way of contributing to the creation of a therapeutic treatment milieu. 



The following statements issued by them ' describe the nature of this 

participation, iliile also indicating the kind of difficulty they have in 

terms of operationalizing their basic theoretical goals concerning 

psychiatric treatment. 

I feel that it is mv duty to serve as a kind of 
teacher in the ward'. For example, I think its 
necessary that nursing staff be shmvn how to 
conduct the schedule of activities in a manner 
conducive to therapeutic rehahilitation. Also, 
for this reason I try to visit each activity 
group in a supervis ory capacity in order to insure 
that some kind of therapy is in progress. (At a 
later point in this same discuss ion this member 
presented the follmliing information.) Wh ile I must 
admit that my knowledge is pretty academic, I have 
never been very certain about the practical angles 
of establishing a therapeutic mi lieu - except of course 
writing up the activity schedule. (2, OT) 

As head nurse mv job is ba~ically one of supervision 
however, I like to think of myself as a teacher in so 
far as this allows me to tranSfer my knmliledge to 
nurs ing s tafL Actually, in this way I can fulfill my 
responsibility t o the team ef forts at work in the ,liard 
and also contribute to the kind of treatment patients 
eventually receive. Sometimes I worry about my part 
in the ward as everything seems so settled on paper, that 
is, the way 11m supposed t o be a lais on between the 
psychiatrist and staff. However, ,.men it comes dmvnto 
my day to day work things don I t appear so organized. 
(3, HN) 

The social worker defined her relationship to this program as an 

indirect one, since she did not actively perform a set of tasks within 

this framework. She was, however, concerned with the way in iliid1 

paramedicals related to residents, and in turn their reports regarding 

the social development of the children in these groups. The social 

worker expected paramedicals to cooperate with her, by volunteering this 

information; however, she gradually came to accept the fact that this 

1$3 



cooperation would not be forthcoming. 

I find it increasingly necessary to patrol the 
activity groups and at least appear to nursing 
staff as if 1'm supervising their job perfonnance. 
Otherwise I find them unwilling to cooperate \Vi th 
me which in turn leaves me in the very awkward 
position of trying to make a tra~sition beuveen 
my goals regarding therapeuti c treatment and the 
way in which nursing staff conduct these groups. 
(4, SW) 

During a formal interview with the psychiatrist, she expressed 

a serious concern over the fact that, 

1'm really quite po\Verless in the ward v..11en it comes 
to making certai n that staff do their best to 
contribute to th e setting as a therapeutic milieu. 
\\lhile I may be team leader I am only too well aware 
on nursing assistants efforts to sabotage my goals 
regarding trea tment. For this reason I feel as though 
I mus t continually har gain with them in erder to 
ensure that s ome meani ng derives f rom my teaching 
and some kind of devision of l abour developes 
regarding treatment procedures. (1, Psychiatrist) 

As the statement above illustrates, the psychiatrist was concerned over 

the results of her interaction with paramed icals in tenns not only 

concerned with how this will reflect upon her job perfonnance as a teacher 

but also Witil the maintainence of a therapeutic milieu, and as 'viII be 

indicated below) the eventual "shape" of everyday life in the ,·ard. 

4. Social interaction between professionals and 
paramedicals: an attempt to avoid an overt 
conflict of interest 

We turn nOH to data collected during the final four weeks of the 

study in the \\rard. If 1ve consider the pattern of social interaction 

between professionals and paramedicals during this period, the data clear l y 

indicate a gradual shift regarding the distribution of responsibility for 

treatment in the ward. As discussed in an earlier chapter, the decision to 
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organize the ward on the basis of the psychiatrist's conceptualization of 

how a medical team should function in a ~1erapeutic milieu created a situation 

defined as problematic by pararnedicals. For example, they expressed 

considerable aJnbigui ty and uncertainty in tenns of the impact this new 

treatment emphasis would have on their traditional job performance, ,.ffiile 

at the same time indicating the difficulty they interpreted as evolving 

on the basis of putting this approach into operation. As the discussion 

above illustrated,the outcome of this situation on the part of paramedicals 

was primarily concerned with this period of data collection in order to 

secure information about professionals' participation in ~1is ongoing 

process of negotiation and its relationship to social order. An overview 

of this data indicated that professionals appeared to opt out of any kind 

of ultimate respor~ibility for the day to day operation of treatment 

procedures, \\hile presenting the concept of temm~ork as a rationale for 

this action. Eventually they appeared to acknowledge, certainly within 

the boundaries of their mvn clique membership, " ... the strength in 

m.nnbers indica ted by nurs ing ass is tan ts . " (1, Psych ia tris t) 

In fact, the observations that composed this data suggested that 

at this stage in the project a situation was developing in ,.ffiich 

professionals evolved a shared definition of the situation ~hich converged 

upon grounds connnon also to pararnedicals. Rather than emphasizing the 

theoretical content of their stock of knowledge and the relationship here 

to their orientation towards treatment procedures (and hence one of the 

basic forces underlying their participation in the ward), this convergence 

involved a pragmatic decision to deal with l.ffiat might be viewed as the 
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operational level of people's social interaction in the ward. As indicated 

throughout the thesis, people's reasons for accomodating this kind of 

action wi thin their own and others' frameworks of behavior represented a ,-v ide 

variety of underlying motivations. However, as was the case among 

paramedicals, professional personnel began to formulate a consensus of 

opinion wherety they appeared willing to adopt the idea that if, 

••. undue contact was avoided at all costs 
between professional and non-professional 
staff then verbal confyontations be 
avoided. This way everyhody would be able 
to go about their own jobs and there wouldn't 
be so many feelings of hostility among staff. 
(3, lIN) 

The data collected during intervie\vs with profess ionals indicated 

that they interpreted their decision to more or less privatize their 

experiences in the ward as a way of sus taining social order. As the social 

worker remarked, 

Without this silent decision to live and let 
live, life would be unbearable not only for 
staff but t..he patients too. You might say 
that this pretense of order and peace is 
probably the only way we keep our sanity 
around here. (4, SW) 

Professionals accepted as the most viable alternative to what they 

interpreted as a constant threat to the ward itself, that is, inter -and 

intra-staff conflict, the conscious avoidance ,~erever possible of others 

who not only do not share their view of social reality, but \~o may at 

any time oppose their conceptualizations during their daily performance 

and thereby create a series of unwanted crises. 



CHAFf ER SIX 

Demonstrating Orderly S8cial Interaction: 
A Converging ~ Definit-ion Of Social Reality 

A. Paramedicals' participation in decision~aking 

In order to elaborate the pattern developed in tile previot~ 

chapter, that is, the notion of Deople's converging definitions of social 

reality, we will now turn to a discussion of tile decision-making proces ses 

in the ward. This chapter is concerned ,,,i th people's attempts to Dresent 

their everyday action within a framework of orderly social interaction. 

This examination will be conducted on the bas is of a chronological ana l ys is 

of the data collected throughout the course of the study and includes 

people's corrunents concerning their participation in decis ion -making . 

\vhile some of the information presented here will be dra'lm directly f r om 

decision making meetings, most of the discussion that follows will include 

statements recorded during informal participant observation. 

1. Nursing assistants' interpretation of 
their powerlessness 

A preliminary overview of this data indicated that almost all 

nursing assistants had, at one time or another, considered their 

participation in decision-making to be a worthwhile aspect of their job. 

This period occurred primarily before the ascription of the new treatment 

label and was understood as evolving on the basis of the traditional 

social structure that existed under the custodial treatment mandate. For 

example, almos t all of thes e people (,,,i th the exception of two nurs ing 
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assistants) used the expression "chain of decisionillaking" when referring 

to the primary way in which they participated in decision-making in 

the ward. In relation to this kind of participation, they interpreted 

the traditional hierarchy as the mos t effective way in which they could 

voice an opinion regarding some action that lvas about to take place in 

the ward. The following series of quotations is representative of 

nursing assistants feelings on this matter (with the exception of members 

17 and 18), and is taken from the fieldnotes that were collected between 

the seventh and eighth week of the research project. 

I used to have the feeling that I could go to the head 
nurse with my ideas on things happening in the ward ... 
and at least feel as though I counted a little. No,,' I 
often feel uncertain about ,.mat is expected of me and 
that there isn't much use in TIN expressing an opinion. 
Anyl\'ay the end resul t is that I f eel excluded from 
decis ion -making in the ward. (10, PNA) 

Things seem so cloudy now ••• its difficult to 
detemine \\ho makes the decis ions around here 
although I know it isn't me. I used to think that 
the head nurse was interested in my opinions but 
now with the emphasis on teamwork there seems to be 
so much confus ion in the daily meetings that the 
psychiatrist probably ends up by making most of ti1e 
real decisions. (14, PNA) 

I think I'm gradually getting the picture about this 
new treatment program. The psychiatrist and head nurse 
do so much talking about abstract notions concerning 
treatment in the daily meeting that we never get a 
chance to express our opinion before the time is up. 
Consequently the psychiatrist and head nurse appear to 
have all the power to make decis ions. It didn Its eem 
so bad hefore when \\e could at least talk to the head 
nurse privately. (19, PNA) 

A majority of observations made at this time suggested that although 

they did not have a great deal of decision-making power prior to the 

redefinition of the treatment program, nursing assistants felt that they were 
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in an even more vulnerable position now, since they had less opportunity 

to actively negotiate with professionals privately or during ward 

meetings. This interpretation of the situation,coupled with their job 

performance, created a situation in Hhich they gradually adopted a hostile 

atti tude tmvards peopl e ",nom they interpreted as being respons ible for 

this shift in their relationship to decision-making as well as those Hhom 

they felt supported, in principle, the concept of teamwork. In addition) 

they conceptualized teamwork as a deliberate effort on the part of 

profess ionals, and in particular the psychiatris t, to weaken their influence 

on treatment procedures and ward routine. This situation developed, according 

to them, as the full jmT1lication of the new treatment mandate unfolded and 

they f ound increasing opposition to the traditionally tight bond they 

felt should exist between a head nurse and nursing assistants. Thus the 

attempt to structually alter this relationship was interpreted as a way 

of reinforcing their powerlessness in the ward. As one nursing assistant 

stated" ... what voice we may have had in running this ward seems to be 

gradually dis integrating." (12, PNA), or as another person commented, 

... slowly but surely our position in the ward is 
changing. \\'here before we felt that at least the 
head nurse was concerned ahout our feelings about 
how things should work this doesn't appear to be the 
case nm". It seems to me that all this teamwork stuff 
has simply confused everybody about their place in the 
ward. (15, PNA) 

Following three months of observation in the ward, it hecame 

apparent that this interpretation of the situation was reaffirmed among 

staff in Clique A, to the point ,vhere it was gradually adopted as a 

legitimation for the development of a new pattern of action. In fact, 

informal social interaction among this particular clique focused primarily 
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on their thoughts regarding their increasing lack of meaningful represent-

ation during decision making sessions. The way in \vhich they hegan to 

derive this understanding of their social milieu can be seen in the 

following comments. 

The way things are nm.,r we Ire expected to openly discuss 
things in policy and team meetings but I don I t feel right 
about this. For one thing it makes you very vulnerable 
to criticism from the other cliques and for another, people 
might think I'm incompetent. In either case it was better 
'vllen we were just res pons ible to the head nurse, not only 
for infonnation about ,\nat IS going on but to express our 
ideas as well. I guess I'm jus t not willing to risk my 
job by openly discuss ing my opinions with others. The 
drawback of course is that I lose out in any decision­
making going on .... (14, PNA) 

My policy is to keep my mouth shut about the changes around 
here since I feel that with a fe'., exceptions only, people 
can't be trusted. For example, I think rather than making 
us equal partners, the "hole notion of tealTl\·rork seems to 
be placing all the p011!er in the hands of Dr. since 
nobody else, especially nursing assistants seem to be aware 
of the distribution of responsibility at this point. Really 
I think nursing assistants put their job on the line when 
they try to actively take part in decision-making. (19, PU~) 

I like things clear -cut and routine \\11ereas now my resDonsibilities 
seem foggy and uncertain. Around here if you miss one meeting 
you feel as though You've been left in the dark beca~se 
nobody takes the time to communicate messages. As for having 
a chance to let your opinion count towards a decision forget 
it, if your not present you don't have an opinion. (13, PNA) 

This last statement was one of many that referred to nursing 

assistants' growing concern about being excluded from the " ... main stream 

of decision-making simply because we're off duty. II (12, PNA) Approximately 

'- mid-way along in this study, their predominant interpretation of the 

situation included expressions of powerlessness in terms of being encouraged 

to offer major directives in the organization of the ward and treatment 

procedures. According to nursing assistants, there was a direct relationship 



here to their impression that the concept of tearmvork simply served to 

complicate what for them was once a clearly routinized social system. 

It was also apparent that they found it difficult to define the impending 

outcome of " ... this very confusing and upsetting situation ... t, (10, PNA.) 

Wi th two exceptions only (nurs ing ass is tants, 17 and 18), they gradually 

became convinced that somehow they were slowly losing ground, as various 

occupational categories became increasingly nebulous and consequently 

others' role-enactment more difficult to comprehend. Furthennore, the way 

in ,vhich nursing assistants related to the decision-making process 

represented a major contradiction beDveen the psychiatrist's theoretical 

conceptualization of teannvork and ,,,nat happens during the course of 

everyday life in the ward. As one nursing assistant candidly remarked, 

If I didn't ",orry so much about keeping this job 
maybe I would speak my mind but righ t now there seems 
to be so much tens ion building up that ltd rather keep 
quiet than risk creating any more trouble. (13, PNA) 

Or as anot~er person stated, 

Nursing assistants will never get together as long 
as the shift hours are broken up the way they are now. 
For one thing the profess ional staff never miss a meeting 
whereas ",e can't put f onvard a united front if we're 
absent three -Quarters of the time. (19, PNA) 

Eventually as the project continued into its fifth month, nursing 

assistants began to articulate their feelings of pmverlessness and 

especially the difficulties they were confronted within terms of 

participating in decision-making. At ti1is point fieldnotes collected 
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following ward meetings, indicated their attempts to focus their hostility 

on profess ionals, as they began to descrihe their actual pos i tion in the 

ward as subordinate to them. 



In spite of ,\hat the psychiatrist may say around here, 
nursing assistants are not equal in importance to 
professional staff, nor does "'~1at we say hold as much 
weight. (19, PNA) 

As they were unable to define formal regulations stipulating the 1-'lay in 

which they could legitimately contribute to decision-making in the ward, 

nursing assistants increasingly interpreted such a process " ... as simply 

not exis ting wi thin our reach. " (11, PNA) This understanding of the 
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ongoing sys tern, coupled with their express ions of inferiority and fear 

about losing their job, appeared to encourage nursing assistants to utilize 

this situation to rationalize the follo''ling pattern of social interaction 

observed during the final stages of research. 

To begin, nursing assistants described the " ... network of 

communication in t..~e ward ... 11 (15, PNA) in very negative terms in order 

to illustrate, once more, professionals attempts to exclude them from , 

•.• any important decisions that have to be 
made. For example, if we don't know what's going 
on or is eA~ected to go on during a meeting and 
we're off duty how can be possible make our position 
clear?" (14, PNA) 

On the other hand, " ... unless somebody from your own clique attended the 

meeting you never even hear about new policy or \~rd routine decided on 

during the meeting." (19, PNA) This latter statement could have been 

issued by any one of the psychiatric nursing assistants or seniors, as 

each person indicated In a variety of ways, during the course of the final 

stages of research that, 

COlTD11U11ication is so poor in this ward that few people 
are fully aware of "'hat is going on, although I know 
that most staff feel that the atmosphere is very hostile 
and tense becaus e of the uncertainty derived from this 
lack of information . (15, PNA) 
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General obs erva tions made at this time support the sugges tion that as they 

internalized their lack of decision fflaking opportunity in tenns of power­

lessness and subordination to profess ionals, there was a noticeable 

decrease in social interaction beuveen nursing assistants and professional 

personnel. 

'This situation becomes even more problematic ,.men the complex 

rela tionship heuveen memhers of the various cliques in the ward is 

considered. Although some degree of mutual support was shared between 

members of the same clique, the consensus of opinion recorded at this 

time sugges ts that this alone did not ease their feelings about the tense, 

hostile atmosphere that existed among staff in the "~rd. Instead, as 

illustrated in chapter five, people appeared to come to grips with the 

situation by attempting to eliminate any kind of action that might 

contribute to an increase in the general atmosphere of hostility and 

tens ion among staff in the ward. For example, nurs ing ass is tants issued 

several comments concerning this, indicating their determination to adopt 

an indifferent attitude towards what they had at one time regarded as a 

worth\.mile function of their job, namely, being a part of the " ... chain 

of decision-rnaking in the ward". (11, PNA) For these people, the question 

of decision-making illustrated once more the kind of social injustice 

incurred by them since the redefinition of the treatment program. In this 

case they began to define themselves as more or less existing in a 

permanent situation, fundamentally subordinate to professionals regardless 

of the nature of the officially ascribed organization of a therapeutic 

treatment milieu. 

A majority of nursing assistants appeared to resign themselves to 
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this fate (there were two exceptions, members 17 and 18, ,mo helieved that 

" ... nursing assistants really are an equal part of the medical team even 

if we don't get much of a chance to actually make important decis ions. " 

(17, PNA) and they expressed considerable restraint in tenn..c; of "risking" 

anything more than " ... very superficial participation with professional 

staff. It (13, PNA) In fact, from the observations recorded at this time 

it was apparent that they were prepared to accept a somewhat passive 

position vis-a-vis professionals dominance in the ward, as a way of 

sustaining some kind of working order in their surrounding environment. 

This outcome, while consciously shaped by nursing assistants, does not anpear 

to provide them with a great deal of personal satisfaction, as the 

fol10,ring description concerning the ward as workplace and treatment 

environment illustrates. 

To some extent I realize that its necessary to pretend 
that all is wen-lntJ1is ward even thoUl:,:h I don I t believe 
for a minute that this is true. I guess live grven up 
thinking things might change around here so v,hatls the 
use in even trying to participate in these meetings, its 
simply not worth the effort anymore. Like other nursing 
assistants I shut up and try to get along "hen it's 
absolutely necessary for mine and everyhody elsels sanity. 
I'd probably leave tomorrow if I could find another job 
things are that oppressive around here. (15, PNA) 

I used to think it was imnortant to at least make 
some effort to learn about \\~lat was going on in the 
,.,rard. But gradually this information tecame more and 
more difficult to obtain and as I miss so many meetings 
myself I began to lose interest. Really v.hat's the use 
in bringing things up now, nothing is going to change 
and there would only he more quarrelling among the staff. 
(12, PNA) 

The atmosphere around here is so tense 11m sure the 
patients canlt possibly jmprove. I know that I'm near 
my wits end. I keep thinking that if I just do my job 



and ignore other people's prohlems, some kind of peace 
and order migh t develop .... (10, rNA) 

It took me a while to learn that my opinion doesn't 
really count and that in fact the psychiatris t and 
head nurse think nursin.Q a.ssistants are just out to 
cause trouble i f \\'e try to voice sugges tions in \Yard 
meetings. In order to survive in this place and perfonn 
my duties with patients I of ten jlLst pretend to go 
along wi th the decis ions made by profess ional staff so 
there won't be any trouble. (16, r NA.) 

2. SEnior nrrsing assistalts' loss of decis ion -making power 
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Senior psychiatric nursing assistants' responses recorded at this 

time illustrated a similar trend, although their initial reaction to 

their loss of decision-making po\Yer erupted in a more hostile manner. 

However, like the nurses discussed above, the way in \Ilhich they carne to 

grips ,it.~ the evolving situation llias very sjmilar. For seniors their 

participation in the ward became problematic ,<!hen they were compelled to 

take part in the acti vi ty program, thereby res tricting ,\nat for them had 

at one time been a fairly close relationship with the head nurse. For 

example, seniors used to meet for several hours each day \Ili th the head 

nurse, during \\hich time they were consul ted about everyday happenings in 

the ward. The activity program placed nel\' demands on their time, thus 

restricting seniors' traditional job performance as 1aison between 

nursing assistants and head nurse since they were no longer permitted 

these extended private sessions with the head nurse. As one senior 

remarked" ... at least under the old rules we could feel a little important , 

tha tour job was a necess ary one for the smooth, orderly functioning of 

the ,·ard." (9, Sr. NA) Now seniors vielved their position as one resulting 

from a decrease in person a1 pmver, that is, they '\'lere no longer in line 
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to ~ _' •.. get the inside infonnation on lvho's doing what and how around 

here." (8, Sr. NA) This being the case, the opportunity arose less often 

for them to make suggestions about the program or to express an opinion 

about how things were operating in the l'ard. This" ... cut in responsibility 

lowers our prestige around here to the point ,\n.ere I really wonder lvhat 

I'm supposed to be doing nOl" that my contact hlth the head nurse is almost 

minlinal." (7, Sr. NA) For seniors me new treatment mandate created 

severe problems in terms of the nature of their job perfonnance and the 

kinds of expectations others might legitimately place on them. The data 

indicate tha t over time these feelings of ambiguity and uncertainty 

about their job performance increased, particularly in relation to their 

perceived powerlessness in the decision-making process. 

Corresponding to the period of observation concerning nursing 

assistants' responses mid -way along in the study (as discussed in the 

section irranediately above), seniors felt that their job was placed into 

considerable jeopardy by nursing assistants. For example, nursing 

assistants appeared very reluctant to cooperate ,~ith seniors by openly 

passing on infonnation concerning daily happenings in the ward so that, 

... lvhen ly chance my opinion is reques ted about how 
nursing assistants feel about certain areas of the program 
I have little infonnation to go on. Needless to say I 
find nursing assistants' lack of cooperation very 
embarrassing as it restricts my relationship ''lith the 
head nurse practically to the point ,vhere I become totally 
powerless .... (7, Sr. NA) 

This perceived lack of cooperation on tile part of nursing assistants, 

coupled with the psychiatrist's detennination to implement the activity 

program and the concept of teamwork, contributed to seniors' feelings ti1at 

the traditional nursing hierarchy was being destroyed. According to one 
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senior, the psydliatrist h'aS " ••• really using the "hole notion of teamwork 

to withdraw our right to actively participate in decision-making in this 

ward and also to try and break up our close relationship with the head 

nurse. n (9, Sr. NA) Several references were issued by seniors, 

particularly during the latter half of tile data collection, to the effect 

that the psychiatrist was attempting to " ... destroy the bond between the 

head nurse and seniors in order to have firmer control over the ward." 

(Sr. NA), and that this was the" ... real purpose underlying the new 

treatment orientation. " (8, Sr . NA) 

In response to this definition of the situation, seniors initially 

attempted to verhalize their hostility to\varcls tile psychiatrist and the 

new treatment mandate; however, as the obsenrations recorded during the 

final stages of the study indicate, they too slowly adopted a line of 

action tiwt is candidly expressed in the following statement. 

There isn't really much point fighting for an equal 
share in the decision-making around here since there 
appears to be no possihility of such a situation occurring . 
The only alternative lef t now is to accent thinQs as 
}hey are or at l eas t pretend to, or l eave the ]~ As 

can't do thc lattcr Igucss I'll iust have to go 
on as I do nOH, and tTV to avoid a..s · muCh hassle ~s 
posslble. (3, Sr. NA)' 

3. Child care workers participation in decision-making: 
a pattern of wi thdrm·.ral 

Child care workers evolved their interpretation of their relation-

ship to the decision-making process in terms very different from nurses) 

as the following dis cuss ion will illus tra te. As mentioned in an earlier 

chapter of this thesis, both child care workers joined the ward during 

the initial stages of the redefinition of the treatment mandate and unlike 
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nurses they had no previous experience upon which to judge their present 

set of responsibilities and duties. Unlike nurses, they expected ti1eir 

pos i tion regarding decis ion -making to evolve as they gradually came to 

terms with their occupational duties in the ward. Initially they accepted 

the concept of teannvork and believed that eventually things would work 

out in tenns of a distribution of responsibility, power and decision-

making. 

I think its just a matter of time until we iron out 
tile cracks in this new program and things start 
functioning as a therapeutic corrununi ty . For example, 
the concepts of democracy and decision-makjng take 
time to develop but I'm sure that everything will 
work out. (5, COl) 

It was not long, however, until this optimism '\'as replaced hy serious 

questioning on the part of child care workers regarding the length of time 

it took for others to make decis ions and put into operation " ... even the 

most basic premises of a therapeutic treatment milieu." (6, COl) In fact, 

statements issued by them and recorded mid-way through the seven month 

period of research, indicate serious doubts concerning the outcome of 

their participation in policy and report meetings. The level of verbal 

output for them 'h'aS high during the initial phase of research; however , this 

too diminished as they questioned the usefulness of their contributions In 

terms of the general "shape" of ti1e '-lard as a therapeutic setting. The 

pattern of social interaction that evolved reflected this growing 

uncertainty about the meaningfulness of their efforts toward sharing 

decision-making in a democratic social milieu. Furthermore, over time 

they began to realize that nurses did not accept the psychiatris t' sinter-

pretation of teamwork and the distribution of responsibility and decision-
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making wi thin the framework of a therapeutic treatment orientation. 

Nurses' interpretation of the social system was viewed, not only as a 

fundamental contradiction to the goals of the newly ascribed treatment 

mandate, but as a major source of conflict among staff. For example, 

child care \yorkers felt that, 

... a great deal of the confQsion and inactivity existing 
in this ward derives from nursing assistants determination 
not to cooperate within the framework of teamwork. Rv this 
I mean accepting a share of the respOTLC:; ibili ty should things 
go \VYong in return for \\rhich we all receive an equal share 
in the division of power and decision-making . (6, eelY) 

This kind of reasoning served as child care workers' legitimation 

for their O\VIl lack of participation in formal decision-making, that is, 

... after the psychiatrist spends three -quarters of 
every meeting giving nursing assistants a pep talk 
and trying to exnlain her position once more, there 
never seems to be time f or discl~sion and concrete 
decision-making: on specif ic agenda items. 1hinlZS get 
swept over time and time again to the point now \,rhere 
I'm almost convinced that the reason the psychiatrist 
rules, is very simple--some things must get done .... 
(S, eeW) 

Observations recorded during the final stage of research indicate that in 

most situations in the ward, including policy-making meetings, activity 

sessions and community meetings, child care workers consciously withdrew 

from social interaction with nurses and during the last month of 

observation from contact with professionals as well. In this way, they 

attempted to avoid " ... conflict between staff as much as possible." (6, COl!), 

and also to conserve " ... a lot of energy that would otherwise be wasted 

in a situation that simply isn't ready to operate within the framework 

of a democratic treatment setting." (6, eeW) As this pattern of withdrawal 

was observed, child care workers developed the foHowing kind of legitimation 



for this action ~ 

B. 

I am very mud1 aware of the fact that I've reamed the 
point "here I don't really care about ,vhat is going on 
in the ward as far as the total setting is concerned. It's 
impossible to man.~e things and in fac t I've given up 
trvlng . r·rY ~oal no", 1 S to avoId contact 1\11 th others 
especlally' ",h ere treatment is concerned and to try and 
,,,ork with my own group of kidS i n my 0\\'11 way . (S, ccTV) 

Professional members' participation in decision-making 

The discuss ion so far has presented paramedicals' interpretation 
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of their relation to the process of decision making in the ward, particularly 

in tenns of the dis tribution of power and res pons ibili ty . We turn now to 

professional~ understanding of this process, both in relation to their 

individual participation and their interpretation of others' positions 

regarding this process. 

1. Head nurse 

The transition from a traditionally structured social milieu to one 

formally redefined as a therapeutic treatment setting 'vas viewed as a 

highly problematic experience for the head nurse. In fact, a consideration 

of the head nurse's responses to questions concerning her participation in 

decision-making made one thing increasingly apparent, as the study 

continued: since the initial phases of this transition, she has become 

more dissatisfied with her relationship to nurses, on one hand, and to 

the general recons truction of the social structure, on the other. 

According to the head nurse, the new treatment mandate called for " ... a 

flattening of the hierarmy in the ward." (3, HN), in order to present 

everyone with an equal opportunity to participate in constructing daily 

programs in the ward. Ideally , this new set-up was created as a way of 
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encollrag in~ soci.aJ interaction aPlong staff, therehy increasin~ communication 

and the exchangc of ideas re~arding trcatment procedures. With this 

kind of contact evolving in the ward staff would he exnccted to contrihute 

to decision-makinr. and in turn to accept a share in the over-all 

rcsponsihilitv of sustaining an environment conducive to active social 

therapy. 

Comments recorded verY early in the study suggested that, 

almost since the beginning of the new program, the head nurse felt 

skeptical ahout hm\' nurses wouJcl be able to cope with these new 

demands, " ... since nobody seems very clear about the practical ways 

of going about organi zinl?" these changes." (3, l IN) Th is asslmlption 

was made by the head nurse on thc hasis of difficulty she exncrienced 

coming to grips with the nel'.' tre;lbllcnt mandate and hence ward 

routine. The following statement illustrCltes the head nurse's position. 

The offi.cial r edefinition of treatment policy 
occurred a little over eigh t months ago ,md still 
I have difficulty comin~ to grips with mv joh. 
By this I mean that I'm uncertain ahout how my 
job has changed or should chrmge in relation 
to new treatment mandate. 

It was, accordi nr, to the head nurse, only after several months of 

It ••• attempting to determine the kind of changes that would he appropria te 

to the new treatment orientation ... II (3 ,llN) , that she realized the full : 

impact these changes would have on her job performance. This was 



especially true regarding her relationship to nursing assistants. For 

example, 

Slowly I'm coming to realize that nursing assistants 
no longer discuss their problems with me or their 
ideas about how things should work around here. Th ere 
seems to be a general lack of communication in the ward, 
partly becaus e th ey are unsure about their place in the 
ward opcrating outs ide a traditional hospital hierarchy. 
(3, HN) 
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Responses illustrating this trend continued throughout the study, to the 

point where the head nurse felt that her own job" ... was being seriously 

jeopardized by nursing assistants' refusal to communicate with me." 

(3, HN) hlhen asked to elaborate on this point the head nurse discussed 

the difficultics she experienced try ing on the one hand to unders tand 

nursing assistants' opinions about everyday life in the ward and on the 

other , trying to take into account their potential reactions to 

situations that required a concrete decision on her part. 

The head nurse viewed nursing assistants' lack of cooperation 

in trying to come to terms with the new treatment mandate as a source 

largely responsible for her own ineffectiveness regarding, 

... important decision-making in the ward. For example, 
it is increasingly difficult for me to determine how 
nurs ing ass is tants may react toward my decis ions since 
they refuse to talk to me about important Issues. 
(3, lIN) 

The fieldnotes indicate that the magnitude of this problem increased for 

the head nurse, such that nurses' relationship with her was defined 

as the primary target responsible for 

... what must he viewed as a growing conflict of 
interest among staff. The difficulty will prohably 
increase since nursing assistanLs refuse to contribute 



to decisions that must be made. Yet, I'm sure from 
watching them af ter meetings and "Jlatever that they 
are not happy with 'what is going on. (3, lIN) 
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During the fourth month of study, the fieldnotes indicate the line 

of action eventually adopted by tJle head nurse in relation to her 

interpretation of others' concern with sharing responsibility and 

decision-making in the ward. 

There seems to be so much unspoken hostility in this 
ward I find myself always trying to second guess people's 
motives and opinions about things going on. 'Th is makes 
life very difficulty eSl'ecially when it comes to taking 
direct action on important issues concerning ward routine. 
Sometimes I iliink I should just go ahead wi tJl my plans 
rather than even trying to consult nursing ass istants since 
their feedhack is of so little hclp to .. me. (3, I IN) 

In fact, during the final five weeks of data collection the head nurs e's 

comments reinforced this proposcd line of action. Observations recorded 

also indicate that she almost totally withdrew from any kind of formal 

contact wi tJl nurs ing a.ss is t ants , 

... since its really a waste of tjme trying to take them 
into account in order to make particular decisions Id,en 
really I'm becoming more and more convinced iliat tJley 
don't care one way or tJle other.... (3, HN) 

Over time, ilie head nurse adjl~ted her pattern of action accordingly, 

that is, less and less time was spent trying to encourage cooperation among 

staff, to the point \\here she was prepared to act autonomously \\henever 

possible. 

I've reached tJle stage ¥here I feel even if I have 
to take iliings into my own hands some kind of action 
mus t be taken.... (3, J-LI\.J) 

In this way, she appeared to legitimate her decision to formulate her 

future reques ts, more in tenn.s of " ... orders to te obeyed ... II (3, I-IN), 
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rather than " ... wai ting around for the others to share in the dec is ion­

making." This action was interpreted by the head nurs e not only " ... as 

the only way to get things done ... " but as " ... a necessary form of action 

in order to maintain not only some semblance of order around here but my 

personal sanity too. 1: (3, IlN) 

Basically the process evolving here is similar in nature to the kind 

of pattern created by paramedicals. As the previous discussion indicated, 

they acknowledged a period of uncertainty regarding their relationship 

to decis ion i11aking wi thin the framework of the new treatment mandate. 

Eventually, like paramedicals, the head nurse appeared to consciously 

choose to Hithdraw from social interaction ",henever possible, in order to 

continue functioning i n line with her interpretation of her duties in 

the ward. 

2. Psychia tri.s t 

An examination of the statements issued by the psychiatrist with 

regard to the Hay in \\hich de cis ions were made in the ward and her 

relationship to this process reflects her understanding " ... of the most 

. crucial asnects of the goal we are attempting to reach in the ward." 

(1, Psychiatrist) When requested to elaborate on this point, the 

psychiatrist described the fundamental premises underlying the formation 

of a therapeutic milieu, particularly in terms of shared respons ibil i ty 

and decision-making. Accordingly, as recorded during the first week of 

the project, " ... the traditional hierarchy of medical personnel should by 

definition no longer exist in this ward since it has been officially 

abolished." (1, Psychiatrist) However, the psychiatrist admitted that 

such a goal had not yet been attained although her responses during this 

period indicate that she remained optimistic. 



The program has only been going for eight months now 
and ,,,hile I realize that things could be much better I 
am very hopeful that He Hill soon see some positive 
action. (1, Psychiatrist) 
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The way in which this action was to develop, according to the psychiatrist, 

was in terms of paramedicals' acceptance of, 

... a share in the over-all resnonsibilitv of the ward. 
By this I mean that they must be ready to accept an active 
role in decision-making and consequently they must learn 
to accept responsibility for their actions. (1, Psychiatrist) 

The psychiatrist believed that as team leader she should be encouraging 

paramedicals to conform to this framework and while recognizing that 

"As chief -of-service it is stil1 my duty to veto any decision that I feel 

is detrimental to the res idents' treatment." (1, Psychiatrist) She also 

expressed a very strong need for feedback from the staff. This kind of 

verbal feedback was to be used as a means of unders tanding paramedicals' 

opinions on important issues, particularly as the psychiatrist felt these 

opinions were instrumental to the positive or negative outcome of the new 

treatment program. Thus to a large extent the psychiatrist like the head 

nurse defined her relationshiD with paramedicals as a crucial variable in 

the performance of her own job. Furthermore, like the head nurse, the 

psychiatrist's statements concerning this relationship gradually began to 

indicate a growing dissatisfaction with paramedicals' " ... apathy and 

apparent lack of concern for my efforts to take their wishes into account 

,men trying to establish guidelines for treatment." (1, Psychiatrist) 

This situation bec<lJlle increasingly problematic for the 

psychiatrist to the point "here fieldnotes col1ected in the sixth month 

of the study illustrate a marked shift towards a pessimistic 

interpretation of the situation. 



I am fully aware now that nursing assistants wouldn't 
think twice about s abotaging my plans if they don't fit 
with ,.;hat they want to do. Obviously this increases 
the difficulty' with decision-making iil. the ward since 
I can never rely on their cooperation. (1, Psychiatrist) 
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Observations recorded at this time indicate a decrease in social interaction 

betl€en paramedicals and psychiatrist, and as the latter remarked, 

I feel that my professional training doesn't allow me to 
give up completely although I must admit that I do try 
to avoid some of the continual conflict that exists bet~een 
staff in t.'1e ward. (1, Psychiatrist) 

What this means however is that the psychiatrist consciously decreased 

the frequency of her requests to paramedicals regarding their personal 

opinions on issues calling for concrete decision-making. The fieldnotes 

also show noticeable declines in the number of new issues raised by the 

psychiatrist in policy making meetings '~lile on the other hand, 

particularly in the fjnal month of study, I observed several structural 

changes in ward routine. 

Although the psychiatrist continued to appeal to paramedicals 

for their support concerning the program it also became apparent that, 

feeling that this support would not be forthcoming, she gradually accepted 

... more and more of the burden of decision-making since 
nothing would ever get done if I continued to wait for 
nursing assistants to e~ress their thoughts about 
various issues. (1, Psychiatris t) 

The psydliatrist considered this pattern of action to be her only alternative, 

in order to keep the ward functioning with some degree of order and to ease 

some of the tension between staff and hence maintain the ward as a 

treatment milieu. Recognizing that this calls for cooperative social 

interaction runong staff the psychiatrist expressed the opinion that if she 



encouraged rather than demanded "open communication", "sharing 

res pons ibili ty" and peaceful "interaction" then poss ibly there would 

remain the potential that together people ~ight create and over time 

sus tain the ward as a therapeutic community. In the meantime, however, 

the psychiatrist felt it necessary to " ... take things in my own hands 

and hope that eventually nursing assistants mi~1t decide to cooperate 

in operating the ward a.c:; a therapeutic milieu." (1, Psychiatrist) This 
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kind of interpretation of the situation provided the psychiatrist with a 

legitimation for t1e apparent increase in autonomous decision-making 

as a way of sustaining orderly social interaction among people \vhile 

encouraging the evolution of a therapeutic treatment milieu as a framework 

for social order in th e ward. 

3. Occupational therapist and social worker 

The fieldnotes concerning the social worker's and occupational 

therapistS participation in decision -making in the ward illustrate a 

similar pattern of action. For example, both people initially exor essed 

an enthusiastic position regarding sharing responsibility and decision-

making in the ward. That is, not only did they consider it important to 

share in the process of decision-making in terms of issues directly 

related to their individual job performances hut also on a general leve l 

concerning the maintenance of a democratic setting f or the residents. 

However, as the study continued they acknowledged a growing disenchanment 

with the, 

... meaninglessness of putting so much time and effor t 
into working out new ways of coping with the new treatment 
mandate, finally arriving at important decisions only to 
be continually thwarted by non-professional staff . (2, OT) 

Other comments concerning this situation illustrated their 
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increas ing feelings of powerlessness as they attempted to encourage 

paramedicals to " ... take a serious interest in working out ways of 

organizing treatment within the framelvork of a therapeutic milieu." 

(4, SW) As the proj ect entered its fourth month, it became apparent from 

statements in this area that the situation was creating a more serious 

problem for them rather than moving toward some kind of solution. In 

fact, the data suggest that they, 

... decided that the struggle to maintain some degree 
of COTImlunity decision-making in this ward is simply not 
worth the effort. Besides I have noway of enforcing 
my requests regarding the general organization of the 
ward. (2, OT) 

The fieldnotes collected at this time provide considerable evidence 

indicating their decision to withdrav.' from major decision-making events in 

order to concentrate specifically on duties directly related to their 

individual job performances. As this required a decrease in the amount of 

time allocated to social interaction with paramedicals the social l'!orker 

and occupational therapist appeared prepared to act accordingly. 

Furthermore, the data indicate that the underlying legitimation for this 

kind of action rested upon their feelings that hy acting in this way, 

they were no longer contributing to " ... what has come to be regarded by 

most staff as an extremely hostile social environment. (4, SlY) Once 

again the fieldnotes demonstrate people's attemp~s, 

... to at leas t try and encourage peaceful interaction 
among members even if this means we have to ignore a 
great deal that goes on around here. (4, ~~ 

c. Brief summar! and concluding remarks 

The regularity with lvhich the above pattern emerged, confirmed 

earlier findings (described in chapter five) regarding people's determination 
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to demonstrate orderly social interaction ,vhenever necessary. At other 

times, as this chapter concludes, members of the staffs imply learned to 

avoid confrontation with others. This relative isolation provided staff 

wi th an opportunity to exert their energy according to their 

definition of the ,..,ork situation and their function in this plan. 

Nursing assistants appeared to resign themselves to a position of 

self-acknowledged subordination to professionals in Dixon. For example, 

to demand equal participation in decision-making appeared too great a 

risk; firstly, others might define them as incapable of working in a 

psychiatric setting and secondly, the possibility of being replaced in 

the ward appeared too great. The irony in this situation becomes very 

apparent "nen the implications of a t~erapeutic milieu are cons idered. 

To begin with, the psychiatris t emphasized a flattening of the traditional 

hierarchy and a democratization of decision-making processes and hence 

the redistribution of respon.c;ibility, as a major goal. However, as 

Jones 0.972: 8) recognized in his work involving the construction 

of therapeutic communities, democratic values can be interpreted as bot~ 

gTatifying and depriving. 

In Dixon, nursing ac;sistants interpreted the demands placed on 

them in terms of team '\Ork as a way of des troying the bond between head 

nurse and nurses. This being the case, nursing assistants felt they were 

deprived of a concrete, vis ible place in the IIchain of dec is ion ~aking. IT 

Extra demands such as implied by the activity program also placed them 

into a situation \-,hich they defined as fo11O\'-'5, 

Wi th this ne", pro gram, we don I t really share in 
therapy with profess ionals . We do their job for 



t.i-tem, while they sit in their offices working out 
more abs tract schemes for us to do. (19, PNA) 

Nurses also resented the fact that, during activity hours, they were 
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directly responsible to the occupational tilerapist rather than the head 

nurse, which further broke traditionally close ties between them and 

the head nurse. Nursing assistants found thelTLselves in a double -bind 

situation. On one hand, they received verbal communications from the 

psychiatris t implying a democratic treatment mandate, on the other, they 

interpreted her line of action as demanding that nurses act democratically 

and still believe that they are not a part of a coercive social system. 

As this chapter illustrated, this situation became too problematic 

for nurses. In fact, as the previous chapter (five) began to suggest, 

nurses gradually removed themSelves from an active position in 

negotiating everyday life in the ward. This transition, as I attempted 

to show in chapters tilree through six, was one that developed slowly 

over a period of several montils. The decision-making process provides 

an excellent example of how these people chose a line of action that 

legitimated their withdrawal from as much public social interaction as 

pass ible. This was necessary in order to demonstrate the appearance of 

orderly social interaction among people in the ward. The preservation 

of this interpretation of the situation was paramount in order that some 

degree of social order be sustained in the ward. This interpretation of 

how a working consensus should operate, can best be understood within the 

framework of a pragmatic compatibility between all members of the staff. 

Seniors also adopted a similar line of action. The notion of a 

democratic treaUnent setting was interpreted as a way of depriving seniors 
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from their traditional position of power in the ward. The reasons for 

this were tlvofold: first, the psychiatrist's demands that they participate 

in therapy and hence the activity program and second, this additional 

work deprived them of close contact Hith the head nurse and therefore 

an indirect opportunity to contribute to decision-making in the ward. Also 

the flattening of the social structure removed seniors from a relative 

pos i tion of pmver in the ward. For example , given the low level of 

occupational 11'Obili ty (Jones) 1972: 9), afforded seniors they felt 

they must achieve a position of prestige Hithin this system. With a 

decrease in occupational differentiation betl'Jeen staff, they interpreted 

their position as one lowered to the point of merging with nursing 

ass is tants . 

As this chapter illus trated, on the bas is cif this situation seniors 

gradually began to withdraw from participation in formal policy making . 

TIleY felt that their opinions Here not really viewed as important, and 

furthermore that if they voiced an honest opinion, that conflict and 

turmoil would continue to erupt among staff. As this was to be avoided, 

seniors consciously decided to, 

... accept things as they are. Peace and order 
mus t be res tored in this ward if anything like 
treatment is to get done. (7, Sr. ~) 

In order to avoid conflict s i tua tions with others, who did not 

share their therapeutic orientation towards treatment, child care Horkers 

gradually became less vocal in policy meetings. Unlike nurses, their 

legitlination for this line of action derived from their interpretation that 

if others could not operate "ith the context of a therapeutic milieu, 

then in fact there could be no such treatment setting. Olild care Horkers 
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fel t that if social interaction i-a5 avoided as often as possible, their 

own job perfonnance ",ould be less problematic, as others' lines of action 

need not be considered. In turn, they would not interfere with others' 

definitions of the work situation. In this Hay, they too attempted to 

cons truct the appearance of a compa title working relationship ",i th others 

in the ,.,rard. 

The pattern of action sustained by professionals wa.') examined 

at lengt~ in tilis chapter. According to these people, a democratic 

approach tmvards treatment failed, because nurses refused to cooperate with 

them, by accepting their share of responsibility for the operation of this 

program. Believing the situation to be beyond their influence, professionals 

decreased their attempts to encourage cooperation within a therapeutic 

and hence democratic treatment setting . They continued to operate In the 

ward by perfonning their own jobs in isolation from nurses and by 

avoiding open cofrontation \d th t,~em, although they realized the 

degenerative nature of the treatment program. In this way, they adopted 

a laissez-faire approach to others' role enactment, in order to exist 

in the ward for some purpose, that is the fulfil1ment of their m~n duties. 



APPENDIX A 

INTF.RVI EW SCI {EDULE 

A Job Description re: Subject's Joh Description 

1. How did YOU leC1Tn ,\'hat was expected of you 
in the job? 

2. Do you think your introduction to the ward 
was effective in helping you learn your job? 

3. Do you have a formal joh des cription? 

4. What is expected of you in this joh? 

5. Is there a discrepancy bCDoJeen your job 
description and ,,'hat you actually do? 

6. What do YOU consider to be the source of your 
dissatisfaction? 

7. Do you feel that different treatment perspectives 
make you unsure of "hat is expected of you? 

8. Do the expectations that others have of you 
prevent you from fulfilljng your per sonal goals 
on this Hard? 

B Job Description re: Suhject's Expectations of 
Other Staff's Job 
Description 

1. \vhat do you think other members of the staff 
are supposed to do? (to include all otiler 
s ta tus groups). 
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DECISION ~tAKING 

A Communication of Decisions 

1. HOH does the "chain of responsihlityl! 
affect communication of information 
on th is ward? 

2. What do you think are the main results 
of ineffective infoTInation communication 
within the 'chain of responsibility'? 

3. ArC' there formal nrocedures for communicati.ng 
formal decisions made at meetings? 

4. l\hat do you think are the main T1rocedures for 
communicating formal decisions? 

5. Do you think these formal procedures are 
adefjuate? 

6. When decis ion.s are T'lade bv other staff do they 
take the time to clari fv ' ''hat they mC'an and 
'~lat is involved in carrving out the decision? 

B. Does Subject See lIimself in Role of Decisjon ~ Iaker 

1. Do you think it ,,",orth,,nile for you to participate 
in decision making? 

2. Do you feel comfortable talking to anyone on 
this ward about suggestions you may have? 

3. Do certain people make all the decisions 
around here, "'hile others are responsible for 
carrying them through? 
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EXPRESSIONS OF DISSATISfACT ION, FRUSTRATION, 
ANNOYANCE, HOSTILITY WITH JOB 

1. Are there aspects of your job which annoy you? 

2. Would YOU like to make changes in your job? 

3. h'ha t changes 1vould you make? 

TECHNICAL PROBLEv1S 

1. Are there some aspects of your joh such as 
attending meetings, TJarticipating in :1ctivi ties, 
"baby -s i tting" and/or paper work that you dis­
like? 

2. ~vhy do they annoy you? 

CIRrulSTANCES PREVENT ING STAfF FRm,1 
HA.INTAI NTNG GOALS TI!AT TI lEY SEE 

AS PART OF THEIR JOB 

RE: Ward Situation 

1. Are there circtonstances on the ward that prevent 
you from doing 1vhat you would prefer to do? 

2. '''hat are they? 

3. What do you think you can do about them? 

4. Are you satisfied with your job? 

S. Does it give you a chance to do things you enjoy? 

RE: Others 

6. Do other staff prevent you from fulfilling your goals? 

7. How? 
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APPENDIX B 

QUESTIONNAIRE 

PLEASE CIRCLE APPROPRIATE LETTER. 

1. Which of the following best descrihes how you feel nursing 
assistants on this ward carry out their duties? 
A. I feel that they do everything that is in their job 

description 
B. I feel that they do almost every~ling that is in their 

job description 
C. I feel that they do some of the things in their job 

description 
D. I feel that they do none of the things in their job 

description 

2. Do you feel that there is a difference between the actual 
duties nursing staff perform and those performed by staff 
classified as activity 1','orkers? 

3. 

4. 

s. 

6. 

A. Yes, I feel ~lere is a difference 
B. Some of the duties are different and some are the same 
C. No, I do not feel there is any difference 

A. Taking care of the rhys ical needs of the c-.hildren 
B. Helping to make decis ions at ward policy meetings 
C. Planning the children's activity program 
D. Working with children in activities 
E. Seeing children placed in either their mm homes or 

in foster homes 
F. Attending to the administrative needs of the 1\'ard 
G. Satisfying the emotional needs of the children 

Of the above statements 1vhich one do you think mas t nurs ing 
assistants find: 
A. Most rewarding on this ward A B C D E F 
B. Lease rewarding on this ward A B C D E F 

Of the above statements 1vhich one do you think the I-lead 
Nurse finds: 
A. ~· !os t rewardin,g on this ward A B C D E F 
B. Leas t re \'arding on th is ward A B C D E F 

Of the above statements \\hich one do you ~1ink the 
psychiatrist finds: 
A. Has t rewarding on this ward A B C D E F 
B. Least rewarding on this ward A B C D E F 

Of the above statements \\hich one do you think the social 
worker finds: 
A. Most rewarding on this ward A B C D E F 
B. Least rewarding on this ward A B C D E F 
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7. Of the above statements which one do you think the occupational 
therapis t finds: 
A. ~10st rewardin,Q on this ward A B C D E F r, 
B. Least rewarding on this ward A B C D E F G 

8. Of the above statements '"hich one do you con..sider to be: 
A. ~'!ost rewarding on this ward ABC D E F G 
B. Least re,,,arding on this ward A 13 C D E F G 

9. Do you la10H what duties are expected of you by those in 
pos i tions other than your own? 
A. I almos t ahrays knOh' "h at is expected of me 
B. I am sometimes unclear about what is expected of me 
C. I very seldom know \',rha t is expec ted of me 
D. I a lrnos t never know "rha t is expec ted of me 

10. Do you feel that staff members in nosHions other than 
your mm are 'dll i ng to accept s uggestions that vou may 
want to make about th e ch i ldren's treatment? 
A. Yes, other staf f members arc willinQ 
B. No, other staff memhers are not willing 

11. Are these suggcs tion..s us ed to alter ac tivity progr ams ? 
(ANSWER T!lIS QIJEST ION ONLY IF YOU REPLIED YES TO TIrE 

ABOVE QlTESTIO:J) 
A. Yes, they are used to alter the program 
B. Suggestion..c:; are sometimes u.c;ed to alter the program 
C. No, they are not us ed to alter the program 

12. In most jobs people u.c;uallv receive assignments from 
someone else. Would you please tell me "rho gives you 
ass ignrnents? 
A. The Head Nurse 
B. The Senior ~ursjng Assistant 
C. The Psychiatrist 
D. Other (specify) 

13. We assume that every staff member cannot attend all 
meetings. \\hen decis ions are made at meetings, at lvhich 
you are not present are you informed about these decisions? 
A. I feel that I am sufficiently infonned about these 

decision..s 
B. I feel that I am sometimes informed ahout these 

decision..s 
C. I feel that I am insufficiently informed about these 

decisions 
D. I feel that I am never informed ahout these decisions 
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14. 

15. 

16. 

17. 

Do you feel that you are informed ahout the dailY wrlrd 
situation, for examnle, ahout on the spot decisions that 
affect the children, as often as you should he? 
A. I am nearly always informed about these dailY decisions 
B. I feel tha't I am' sometimes informed ahout th'ese daily 

decisions ' 
C. I am almost never informed about these daily decisions 

\vhen other staff inform you about decis ions e. 9". ward 
• 0 

policy decisions, are YOll generally clear ahout "'hat is 
meant? 
A. Yes, I am generally clear ahout l\l},at is meant 
B. Sometimes I am clear and sometimes I'm not 
C. No, I'm generally not clear about what is meant 

If you wanted to make a suggestion in the ward's program, 
depending upon the nature of the suggestion, to l·h ich 
person or persons would you go? 

As a memher of the te~ working on this ward, would you 
say that you particirate in deciding the children's 
treatment program as often as you ",ould like to? 
A. I always have the opportunity to participate 
B. I usually have the onportunity to participate 
C. I seldom have the opnortunity to participate 
D. I never have the opportunity to participate 

18. Is there another job either within the hospital or outside 
which you would prefer? 
A. Yes 
B. No 

19. \\hich of the following best describes what most often 
happens when you make a complaint about something on this 
ward? 
A. My sugges tions are cons idered and acted upon 
B. fvty suggestions are cons idcred and not acted upon 
C. !'o1y sugges bons are not cons idered 
D. ~1y suggestions are considered but acted upon only 

temporarily 

20. Please check one of the f ollowing : 
Do you feel you spend too much time with the therapeutic 

--trea tment program on th is ward 
jus t enough time with the therapeutic 

--treatment program on this ward 
not enough time with the therapeutic 

---treatment program on this ward 
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21. Do you think some of the actIvItles you are required to 
perfonn are a was te of time? 
A. Yes 
B. No 

22. If you answered yes to the ahove quesbon, please check 
any of the follmdng that fall into that category: 
A. Supervisin~ in the caf eteria 
B. Taking care of the "Daner work" on the ward 
C. Attending meetings on the 'yard 
D. Taking the children on outings 
E. "Baby-sitting" the children ,vi1ile meetings are in 

progress 
F. Working in group activities 
G. Collecting and r eturning activity equipment 
H. Other (Please specify) 

23. Are there some things vou Hould like to do with the 
chj1dren hut s i mply do not have th e ti me , hecaus e of other 
job requirements? 
A. Yes, there are some things I Hould like to do hut do 

not have the time 
B. No, I have t ime to do the th inp;s I ,,'ant to 

24. If vou ans,ycTed ves to the ahove <luestion "1ftat job requirement 
mos 't often pTevc:nts you f r om doing s ome things on the 
ward that you would really enj oy? 

25. Do you find it necessary to postpone or delay some aspect 
of your ioh hecause situations clevelop on the Hard that 
demand your immediate attention? 
A. This happens verv often 
B. This sometimes hannens 
C. This seldom happens 
D. lhis almost never happens 

26. hhich of the foUm·:ing hes t describes hm,' you feel about 
the Hard's daily progrwmning : 
A. I feel it should not he intcrruI'ted once started 
B. I feel it should be interrunted under verv important 

circtunstances only . . 
C. I feel it should always be interrupted "hen other 

cirCUPlstances develop 
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